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Most infants thrive on standard HALF CREAM or FULL CREAM 
FOOD but there are some babies who require specially adjusted 
diets. 

‘These varied nutritional needs can be met by the prescription of 
one of a suitable range of prepared foods. : 


' The COW & GATE FOODS constitute a range from which a 


suitable food for every child can be selected. | l 

Variations in composition. of some of these foods are shown 

diagrammatically. i | 
FULL CREAM EER 
Suitable for most normal 


woe e eee een A 


G infonts 
MODIFIED FOODS WITH INCREASED CARBOHYDRATES 


HALF CREAM EEE E YW/ LA _| 
HUMANISED YW; 


WM 
FRAILAG 
MODILAC Es MMM 


MODIFIED FOOD WITH INCREASED PROTEIN 


PROLAC =e Y | 


FOODS ADJUSTED BY REDUCTION OF FAT ONLY 


aia al YLA) =r 
| SEPARATED MUU} A earen 


FAT 


a ` Full particulars of these and other foods available on application. 


COW & GATE LTD. eam GUILDFORD, SURREY 
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A SURGEON’S LIFE * 


Sir HENEAGE OGILVIE 
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SURGEON TO GUY’S HOSPITAL 


_ WuarT is the life of a surgeon? How does it differ 
from that of a physician? What characters distinguish 
the two great branches of medicine, and what circum- 
stances prompt an individual to select one or the other ? 
Where does the watershed lie that divides the diseases 
which are the province of the physician from those which 
are cared for by the surgeon ? 

Surgery has been defined as the art of treating injuries 
and diseases by manual operations. These operations are 
local manoeuvres applied to part of the body only, and 
they deal almost necessarily with localised trauma or 
with disease that is local or, if general, demands treat- 
ment because of some local manifestation. The main 
problems presented to the surgeon are the repair of 
injuries, the setting of fractures, the arrest of hemorrhage, 
the closure of wounds ; the treatment of local sepsis by 
drainage; the removal of stones, areas of diseased 
tissues, innocent tumours, or malignant tumours while 
they are still confined to one part of the body; the 


overcoming of obstruction in a natural passage by 


excision or drainage; the correction of malformations 
and deformities; the redress of overaction in the 
endocrine or autonomic systems; the combating of 
local circulatory failure ; the replacement of defects by 
grafting ; and the relief of pain by the division of nerves 
or by the anatomical or functional elimination of its 
source. Thus surgery offers a considerable variety of 
tasks, but in this catalogue two common factors can be 
traced. First, the ailments enumerated are localised not 
merely in space but in time ; they involve part of a body 
the rest of which is healthy, and they come as temporary 
clouds in the sky of a life that has been clear and will be 
clear again. Secondly, the cure or relief depends largely 
or entirely on the action of the surgeon himself. 

‘In contrast, the diseases which the physician treats 
usually affect the whole patient, either directly or 


indirectly, by the effect of the local lesion on his health, _ 


and they affect him not transitorily but for long periods, 
often for the rest of a life that they are destined to 
terminate prematurely. In the medical wards we find 
generalised infections by virus, bacteria, or parasites ; 
chronic and progressive failure of the digestive, absorp- 
tive, excretory, respiratory, or circulatory systems ; 

widespread damage due to the action of exogenous or 
“endogenous toxins; congenital-and often hereditary 
maldevelopments of organs, systems, or tissues; endo- 


crine imbalance; deficiency diseases ; and degenerative 


processes. There is little active that the physician can do 
towards the cure of these sufferers, though the advances 
in specific chemotherapy have given him a measure of 
control over some of the acute infections. He can by the 
prescription of rest and diet help the natural tendency 
of healthy tissues to fight their own battles, but too often 
his task is limited to that of the investigator and pinner 
of labels, the spectator of a losing battle in which he 
cannot help, the dispenser of encouragement that can 
cheer but cannot cure. 

The medical ward is as cheerful as planned surround- 
ings and the efforts of the nurses can make it, but the 
prevailing note is one of sympathy rather than optimism. 
In contrast the surgical ward is a cheerful and even a 
-boisterous place. The patients look forward to an early 
return to their homes in better condition than when 
they arrived, and meanwhile do what they can to show 


* Rutherford Morison lecture delivered at Newcastle on May 5. 
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their gratitude by helping in the ward and cheering up 
the lonely or apprehensive newcomer. 

Surgery thus attracts the man whose interest in 
medicine is humanitarian rather than scientific, who 


‘loves his fellow men, who wishes to help them and to 


see that his help is effective. It appeals to the craftsman 
who enjoys the use of his hands, to the artist whose 
mind works on visual images, to the romantic who enjoys 
the drama of life, particularly when it affords him the 
opportunity to play a decisive rôle, to the extrovert. ' 
The president of the residents, the footballer, the moun- 
taineer, the yachtsman, are drawn instinctively towards 
the surgical side of practice. The prizewinner, the editor 
of the hospital journal, the debater, the naturalist, tend 
to find their vocation in medicine. 


PERSONAL RESPONSIBILITY 


Entered on his chosen work, the surgeon finds those 
qualities that brought him into surgery further developed: 
by its exercise. Because his patients, for the most part, 
suffer from local lesions of recent development that have 
not affected their general health or been accepted by 
them as part of their environment, he is consulted more 
urgently, more personally, than the physician. His 
help is needed as a friend and his advice as a counsellor, 
almost as much as his opinion is sought as an expert. 

The guiding circumstance of a surgeon’s life is personal 
responsibility. He is in charge, he must make decisions 
and initiate or carry out the line of action those decisions 
imply, and on the correctness of his decisions and the 
skill and determination with which the action is carried 
out depends the welfare and possibly the life of his 
patient. All the material for a correct diagnosis may 
not be available, at any rate at a particular time, but 
there must always be a decision; even though it may 
not be the right one it is the best that can be made at 
the time and the one on which action must be based if 
action is needed. 

A surgeon conducting a difficult case is like the skipper 
of an ocean-going racing yacht. He knows the port he 
must make, but he cannot foresee the course of the 
journey. He must be guided as he goes by changes of 
wind and weather, he must constantly seek help from 
the barometer, the lead, the look of the sky, the B.B.C. 
weather forecast, and he must plan his course not so: 
much to give the most direct journey as at all stages to 
avoid possible dangers. At every point he must know 
how far he has travelled, where he is, and the limits of 
error within which his projected position may lie; what ` 
dangers and difficulties lie immediately ahead ; and how 
soon he may expect to make port. At every stage he 
must have a plan, based on a working knowledge of his 
present position, that will allow him to make for the 
best of several available harbours should things go wrong, 
or if none is suitable he must know where to find 
temporary refuge under the lee of the land till he can 
resume his journey. 

The physician’s task is more comparable to that of the 
golfer. He may know the course and the hole he is 
playing from long familiarity, or he may for the first 
time be playing a difficult dog-leg hole on a strange 
course. If he judges the direction and the wind right, 
estimates each lie correctly, finds the right club for 
each shot and uses it skilfully, he will get a bogie or a 
birdie. If he makes a mistake he will make a poor score, 
but will get there in the end. The ground will not split 


‘beneath his feet, the game will not change suddenly 


from golf to bull- fighting. The ball may be lost, but 
that is a way balls have on rough courses. 

In urgent surgery, particularly that of abdomina 
emergencies, the surgeon is constantly being called on 
for decisions based on his estimate of the probable course 
of events rather than on demonstrable. facts and an 
unequivocal diagnosis. He must often ask himself which 
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of several possible courses is the most dangerous if not 
the most likely, and therefore the one which must guide 
his actions. Before he decides to await fresh evidence he 
must consider whether the patient’s state is likely to 


improve or to get worse in the interval. To the relations . 


he must often say: ‘‘ I do not yet know what is wrong, 
but it is something serious, and it is getting worse. Even 
in this uncertainty I advise an operation, because I 
believe its risks to be less than those of continued waiting, 
and because I know it will tell us what is the matter and 
probably allow us to put it right.” 

Even in matters of no urgency, where life and death 
are not at stake, a decision based on half-knowledge and 
intuition is often needed. A lump of doubtful nature, 
but clearly innocent, may be found in a young woman’s 
breast. Should it be watched, or should it be removed ? 
The answer is more in the realm of human relations 
than of pathology or diagnosis. Will she accept reassur- 
‘ance and forget her lump till the next visit, or will she 
be haunted by the fear of cancer night and day ? 

. A girl may complain of slight digestive disturbances, 
and on several occasions may be found to be tender over 
an area the size of a two-shilling piece at McBurney’s 
point and nowhere else. Observation of the temperature, 
blood-count, sedimentation-rate, and barium meal show 
no abnormality. Should the appendix be removed ? 
Tell it not in the medical schools, but there is such a 
thing as chronic appendicitis. Tests will not show it, 
and the only proof is that at operation the appendix is 
found to be abnormal, and after it the patient is found to 
be well. The abnormality is not gross, but pathology 
differs from law in that it takes particular notice of small 
things. The chronically inflamed appendix when removed 
looks more opaque than the normal one, a dull white 
instead of a translucent pink; it is a little more rigid, 
and it can be bent but not tied in a half-hitch; it is 
more vascular, and the vessels are not limited to its 
attached margin but form a continuous crest along its 
antimesenteric border. The patient after its removal 
undergoes no dramatic change but merely says: “ Now 
at last I am really well.” These ‘‘ chronic appendices,” 
as distinct from the relapsing ones, have never been 
acute. They harbour a resident pathogenic organism, 
often a streptococcus. Though they usually give rise to 
no more than vague ill health they may be responsible 
for the most dramatic train of symptoms. 

The removal of a chronic appendix can do nothing but 
good, and the removal of a normal appendix in all 
honesty can do no harm. On the other hand, there is 
no operation more disastrous than facile appendicectomy 
where the disease is in the patient’s mind or the surgeon’s 
morals. Here. again the choice is philosophic rather than 

scientific, a decision rather than a diagnosis. 
~ The surgeon, then, has been drawn to his life’s work 
because of certain qualities born in him or developed by 
his upbringing. Because he is a doer rather than a 
. thinker, because he seeks practical tools and hopeful 
tasks, because he enjoys helping and being helped by his 
fellowmen, he finds satisfaction and happiness in the 
corporate loyalty of a surgical team and the cheerful 
banter of a surgical ward. As the years go by he becomes 
fixed in the same mould. He seeks sports such as sailing, 
hunting, and mountaineering, in which companionship, 
manual skill, hard work, and a spice of danger are 

combined. He is seldom a profound reader, a good 
speaker, or a writer of distinction. The physician on the 
other hand tends to the solitary and sedentary pursuits, 
such as fishing and golf, to become a collector and a 
patron of the arts. I may perhaps be allowed to contrast 
the research laboratories, the extensive „educational 
programme, the museum and library, the daily meals, 
‘ evening refreshments, and students’ hostels of Lincoln’s 
Inn Fields with the formal eponymous lectures, traditional 
ceremony, and old-world dignity of Trafalgar Square. 


meaning. 


SPECIALISATION 


Life, however, is not quite so simple as it was described 
by the sentry in Iolanthe. Every boy and every gal that’s 
born into this world alive is not necessarily a little liberal 
or else a little conservative ; there are left-wing conserva- 
tives and Tory democrats, and between them the decisive 
mass of the untied electorate. The student is undoubtedly 
inclined by his natural qualities or early upbringing 
towards medicine or surgery, but his course thereafter 
is not immutably fixed like that of a drop of rain falling 
in the Black Forest, which may find its way down the 
Rhine to Rotterdam, or, if it falls a few yards to the 
north, will pass down the Danube and through the Black 
Sea and the Sea of Marmora to the. Mediterranean. He 
will find at all stages of his career avenues leading from 
the main track, some taking him back to a highway 
which he had already rejected, others wandering through 
solitary and even unexplored country. 

Specialisation is a word that has almost lost its 
Today all God’s children are specialists—the 
man who cuts our hair, the man who mends our wireless, 
the man who cleans our chimneys. The term is used 


everywhere as a synonym for expert ; but are specialisa- 


tion and ability really synonymous? Is a specialist in 
one branch of an art, trade, or profession necessarily 
superior to the man who practises the whole of it? If 
so, is he at the same time inferior to one who practises 
a subdivision of that branch, and he in turn to one 
who confines his labours to one small aspect of that 
subdivision ? 

Specialisation arises in several ways. It may be called 
into being by the demands of the public, by the needs of 
the work, or by personal inclination. The public is always 
seeking what it believes to be the best, and having no 
standards of its own it will be guided by a label. Knowing 
nothing of degrees, appointments, published work, or 
established reputation, it flocks to the “ Harley Street 
specialist,” not realising that a brass plate some- 
times represents nothing but brass, and that the Harley 
Street district, besides being the home of the elect, har- 
bours many rogues. Having - diagnosed its own disease, 
it seeks the “ specialist in that particular disease 
without being able to distinguish between the man who 
has made his own contribution to knowledge and the 
one who has set up his barrow where he suspects a good 
market. Public demand thus provides a reason ” but 
hardly a justification for specialism. 

Specialism arises as an outcome of the needs of practice 
whenever new problems appear in medicine or surgery, 
or when old ones require further study because some 
fresh discovery has shed new light on them or initiated 
a new line of treatment. It is necessary in the case of 
diseases, methods of investigation, or operations so rare 
that only by segregation is it possible for them to be 
studied in series or viewed as a whole. It arises where 
investigation or treatment involves the use of instruments 
or methods alien to those of general medicine or surgery, 
whose use requires special skill or long apprenticeship. It 
arises too for convenience in segregating patients of one 
sex, or one age-group, in the practice of a hospital. 

Most surgeons, in however general a way they have 
started and however “‘ general ” they Inay wish to remain, 
become to some extent specialists as they grow older, 
because they are attracted more and more to work of a 


_ special kind, because chance association or some feature 


of the district in which they work brings them many 
cases of a particular nature, or because they are recognised 
by their fellows as being unusually skilled in some form 
of treatment, and are asked to undertake it to an extent 
that practically excludes other work. l 

Such specialisation, which is the natural outcome of 
a man’s inclinations and ability, is inevitable, indeed 
highly desirable. All specialism, whether medical or 
surgical, has originated thus in the vision, energy, and 
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enterprise of one man or a group of men, but it tends to 
be perpetuated by men of a different type. It is against 
the closed shop, designed to keep the privileges and emolu- 
ments of practice to those within the fold, removing its 
recruits at an early age from the competitive struggle 
of general medicine and surgery, and -tending therefore 
to attract men in search of safety and an assured income 
rather than of adventure and discovery, that criticism 
must be levelled. 

But specialisms are not all subdivisions either of 
medicine or of surgery. There are branches of practice, of 
which gynecology, ophthalmology, and otolaryngology 
are the best examples, in which medicine and surgery are 
equally blended, and in which physiology becomes more 
important than anatomy. In surgery one-system 
specialisms are developing apace. The neurosurgeon is 
now a neurologist; the thoracic surgeon is an expert at 
physical signs and the interpretation of radiograms, a 
student of the physiology of the circulatory and respira- 
tory systems, and a physician skilled at their disorders. 
The gastric and the proctological surgeons are tending 
. more and more to be their own physicians. They are in 


one sense becoming more specialised, in another more . 


general. Which way does advance lie ? 

Medicine as a whole is too vast for the grasp of any one 
individual. Specialism is inevitable, and having accepted 
it we must examine its limitations. The essential and 
inescapable one is that a specialist is expert for one 
purpose only. A specialist alone can be supremely 
efficient, and the earlier he devotes himself to a particular 
branch of study, the smaller that branch, and the more 
* single-minded the devotion with which he studies it, 
the more efficient will he be in that branch and that alone. 
But disease is no specialist. ` Patients do not consult us 
because certain organs are affected, but because they 
feel ill. They come with symptoms, and the earlier and 
therefore the more curable their malady is, the more 
` vague will those symptoms be, the more difficult the 
elucidation of their cause, the greater the need, in the 
first place, of a general investigation by one whose daily 
practice covers the whole of disease. 

Even in the study of one disease it is doubtful if 
specialism necessarily leads to surgical skill of the highest 
order. We hear today of thyroid specialists. What is a 
thyroid specialist? Is he necessarily better than the 
non-specialist thyroidectomist ? Indeed is he often as 
good ? Will not the surgeon accustomed to operate in 
all parts of the body, if he specialises in good technique, 
if he performs the operation for the first few times under 
apprenticeship and afterwards undertakes it often enough 


not to forget what he has learnt, do it better than the - 


man who pursues it day after day with single-minded 
attention ? The latter is only too likely to degenerate 
into that dangerous Pooh-bah the thyroid expert— 
surgeon, physician, gynecologist, psychologist, endo- 
crinologist, physiologist, and hematologist in one. 

The surgeon who is his own physician, though he often 
has a fool for a colleague, has the happiness of working 
in an atmosphere of mutual confidence and admiration. 
He is, however, apt to go astray in departments of 
surgery, such as those dealing with the treatment of 
thyroid diseases and of hypertension, in which the 
decision to operate involves a general assessment on the 
widest grounds, and in which the operation demands 
careful workmanship and close attention to detail. In 
these the surgeon’s chief duty is to be an expert crafts- 
man. He should know enough to understand what his 
medical colleague is talking about, enough to argue with 
him intelligently, enough even on rare occasions to dis- 
agree flatly with his conclusions ; but, the decision having 
been reached, his rôle should be that of the technician, 
seeking to attain the objects which the physician has 
found to be most desirable by the means he knows to be 
most certain and most safe. 
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THE MEASURE OF GREATNESS 
Such are the men who enter surgery, and such are thé 
paths open to them when they have made their choice. 
What of the journey—their life ?> Some plod wearily 
along it and some fall out; most march on gladly and 
hopefully ; a few travel triumphantly ahead, smoothing 
the path as they go and giving fresh heart to those who 
follow them. 
** Lives of great men all remind us 
We can make our lives sublime, 
And, departing, leave behind us | 
Footprints on the sands of time.”’ 


. Who have been the great men of surgery ? As we look 


into the past, great names crowd upon us, and we can 
speak only of a few of them. There are those whose 
lives are now matters of history—Thomas Vicary and 
Ambroise Paré, Hunter and Astley Cooper, Syme, 
Ferguson and Liston, Benjamin Brodie, Pott and Paget, 
Lister, Spencer Wells, Lawson Tait, Jonathan Hutchison, 
Hugh Owen Thomas, Von Mikulicz, Billroth, Trendelen- 
burg, Dupuytren. There are others whose names are 
more recent in our memory, who have been seen and 
heard by many of us—Macewen, Rutherford Morison, 
Trotter, Lane, the Mayos, Cushing, Halsted, Murphy, 
Kocher, von Eiselsberg, and Kirschner. And there are 
those still with us—Matas, Gallie, Evarts Graham, 
Frank Lahey, Danis, Gordon Taylor, Sampson Handley, 
Grey Turner, Henry Wade, Gillies, Jefferson, Zachary 
Cope, John Morley, and Harry Platt—all secure of their 
niche in Valhalla, ahd others, our contemporaries and 
juniors, whose names are now pinned on the notice-board 
for consideration. What have these men in common ? 

In judging a surgeon we must consider qualities of the 
head, the heart, and the hand. We must consider his 
knowledge of the basic sciences on which surgery is 
founded, of the history of surgery, of contemporary 
literature on his own and related subjects, knowledge 
based not on reading alone but also on travel and on 
constant intercourse with his fellows. We must consider 
his wisdom—that is, his capacity to blend the knowledge 
gained from reading and from his own experience into a 
clinical common sense which he is able to apply to his 
daily problems`as they arise, his readiness to look on 
surgery as a whole, and to see it in relation to the great 
body of science. We must consider his originality, his 
power to see a,common factor linking scattered observa- 
tions and to follow the path those observations blaze to 
fresh knowledge, to see the fallacies in old methods and 
to plan new ones; his ability to avoid complacency 
and to preserve throughout life an attitude of alert and 
adventurous expectancy. We must include in qualities of — 
the mind his power to instruct by word of mouth or pen, 
to see through the trappings of a matter its essential core, 
to write clearly and speak convincingly. 

Of qualities of the heart that a surgeon must possess 
the first is humility. The great surgeon is humble by 
nature, because the things he has done count for him 
as very little in comparison with the great mass of the 


_ things that yet remain to be done. He is slow to criticise 


others, yet tolerant of those who criticise him. He has 
an instinctive love of his fellowmen, a a sympathy that 
considers each case as a human problem requiring indi- 
vidual treatment, a human understanding that can 
interpret the patient’s halting story in terms of the 
sorrow, hopes, and fears that the words congeal. Because 
of his humility and human kindness he is approachable 
to his juniors. He must have courage to undertake the 
desperate risk and, having failed, to study why he failed 
and undertake it again. He must be prepared to face 
unpopularity and even failure in the pursuit of what he 
believes to be right, to meet censure and ignore it.if he 
knows it to be unfounded. 

Lastly we must consider his manual skill, for in the use 
of his hands his other qualities find their final expression, 
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but we cannot assess mere technique particularly high. 
Even in plastic surgery, where meticulous artistry might 
be thought to be the first consideration, the best results 
are obtained by those who think, plan, and prepare, 
rather than by those who perform with the self-conscious 
skill of the trapeze artist. Many of the greatest surgeons 
were but indifferent operators; and conversely many, 
perhaps most, brilliant technicians have been second-rate 
surgeons, earning the meretricious applause of the 
virtuoso while their artistry was at its heyday—forgotten 


like the discarded prima donna as soon as their skil 


_ passed_its zenith. | 

If we digress from good to bad surgeons, it is difficult 
to define a bad surgeon more clearly than as one to whom 
technique is everything, one who has inherited the 
trends but not the traditions of a great master, who has 
his mannerisms without his manners. He looks at disease 
through an endoscope. He speaks of cases not patients. 
He has no culture, no knowledge of the basic sciences, 
and therefore no breadth of. vision. He knows all about 
operating except when to refrain. 

Probably no surgeon, however great, has possessed 
all the desirable qualities in their perfection, but those 
who have become great have possessed many of them in 
high degree. Greatness of the hand is greatness of the 
hour, lasting only while the skill lasts and forgotten 
within a few months of death or retirement. Greatness 
of the head leads to a secure place during life and an 
honoured memory afterwards. Greatness of the heart 
brings a personal influence on patients and pupils and a 
name that will live among them for one or more genera- 
tions. When greatness of head and heart are found 
together they bring immortality ; for, though contribu- 
tions to science and. literature become superseded by 
fresh knowledge, or are merely consulted by the curious 
as eponyms, such contributions linked to the memory of 
a human personality and a loved teacher live for all 
time. 

If the ability to found a school in the place where he 
has worked, and to leave a living memory rather than a 
bibliography, is the test of greatness, then personality is 
the most important attribute of the. great surgeon. 
Lawson Tait had an original mind and great operative 
skill, but he was a boor. Macewen was perhaps the 
greatest surgical genius of the past 100 years; he had 
courage in the highest degree, but he lacked generosity 
and humility ; he was admired but not loved and he 
left few friends and no disciples. Robert Jones, on the 
other hand, was loved as few surgeons have been loved, 
and he trained a host of disciples; but he was not 
outstanding either as an operator or a thinker and, when 
the present generation of his pupils has passed away, he 
will be remembered chiefly as the nephew and disciple 
of Hugh Owen Thomas. John Hunter and, more recently, 
Rutherford Morison stand out as examples of men who 
left contributions of lasting importance, the memory of 
colourful personalities, and successors who carried their 
names and methods to other years and other lands. 

Of Hunter much has been written. His mind wrestled 
with the whole range of anatomy, physiology, and 
pathology, often failing because the problems he attacked 
could not be solved with the methods and instruments of 
his day, but pointing the solution to those who followed. 
The fire of his genius threw a beam into the darkness 


ahead and lit the torch of inquiry that has been the — 


glory of British surgery. His example inspired his 
contemporaries, and his pupils carried his gospel to all 
countries. 

Rutherford Morison is honoured everywhere in the 
world, particularly in this place and particularly today. 
He was great by any definition, because he excelled alike 
in those qualities of the head, the hand, and particularly 
of the heart that make for greatness in surgery. He was 
perhaps fortunate in that, being endowed with a great 
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brain, he was not subjected to ‘any system of education 
such as we are planning today for the surgeons of the 
future, designed to mould them to our own conception of 
the ideal surgeon. He educated himself, and he spent 
his early years in general practice, where he gained that 
intimate insight into human nature that was one of his 
most endearing characteristics. Having entered surgery, 
he became and remained through life a student of 
pathology. Of his manual skill many can speak with 
greater authority than I, but as an operator he was 
ahead of his time. He will perhaps be remembered best 
by his operation for ascites and by the right kidney 
pouch which bears his name, but he was also a pioneer 
in operations for cancer of the breast, in the dissection 
of cervical glands, and in gastrectomy. He remained 
through life a great practical surgeon, careful in under- 
taking, thorough in performance. Rutherford’ Morison 
excelled in qualities of the heart. His teaching was 
human, vivid, and personal, based on his knowledge and 
love of the Tynesiders who were his patients and his 
students. 
problem in hand was used to illustrate. And because 
he was a great man as well as a great surgeon, he handed 
on the spirit as well as the letter of his creed, and became 
the greatest disseminator of surgical thought and the 
greatest maker of surgeons within living memory. 
Rutherford Morison lives today in two of his greatest 
pupils, George Grey Turner and Charles Saint, and 
through them in the surgical departments of the Post- 
graduate Medical School of London and of the University 
of Cape Town. 


These great surgeons were men of our race. Let us not 


forget that all the decisive advances in surgery, the appli- 
cation of the scientific method, the development if not 
the invention of anzsthesia, -the demonstration of the 
cause and prevention of sepsis, the establishment of the 
technique of asepsis, and finally the discovery and isola- 
tion of penicillin, originated in this country, and that 
British surgery has at all times been and. still remains 
the best in the world. 


SELECTION 


How can we ensure that this happy state of affairs 
shall continue ? How shall we breed the great surgeons of 
the future ? There are at least four stages in the forming 
of a surgeon: he must be found, he must be qualified, 
he must be trained, and he must be given opportunities. 

If surgery is the high calling we believe it to be, if 
it deals with problems of the utmost importance in the 
life of the individual and in the economy of the nation, 
it must be kept in the hands of worthy men, and worthy 
men alone. The equality of man is a political belief but 
not a biological fact, and if we wish our future surgeons 
to be first-class men we must begin by selecting first-class 
students to enter surgery. 

This selection is made in the English Fellowship, and 
will shortly be made in the Scottish one, by a preliminary 
examination. In so far as this acts as a sieve, eliminating 
the plodders and reducing the entrants for the final 
examination to numbers that can be assessed thoroughly 
and fairly, it is good ; but in so far as it is vocational in 
type, and demands not merely a minimum quantity 
but a certain quality of ability in future surgeons, it is 
bad. Surgery needs men of every kind—philosophers, 
dreamers, and poets as well as teachers and men of 
action—and even the present much improved primary 
examination sets a premium on a retentive memory and 
takes little heed of originality. 

I reiterate my plea that, though the number of higher 
examinations should be progressively reduced, thus 


- removing the bar to lateral migration of the gifted from 


one branch of practice to another along the paths where 
interest leads and material beckons, there should be a 
common portal leading to all higher degrees that would 


He taught in general principles, which the — 
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open to the password of ability of any kind. A first class 
in any honours school ; a contribution to music, painting, 
sculpture, or literature considered meritorious by experts 
in that art ; original work in history, biology, chemistry, 
or mechanics—all these should be accepted not as substi- 
tutes for the examination but as justifying a more 
lenient standard in the other part of it. 

* <A qualifying examination is necessary, for it is essential 
that the recruit in any, art or science shall, at the outset 
of his career, be familiar with the whole body of orthodox 
knowledge which has been built up by those before him 
and must form the platform from which he will start on 
his own career. He may in future diverge in any way he 

_ likes, but he should not, through ignorance, make mis- 

takes that have already been made and corrected, or 
strive laboriously towards knowledge which is already 
available for the asking. 

‘The final examination must be searching but it must 
be kind. It should seek to find out not what-the candidate 

‘has been taught but what he has learnt for himself, 
not what he thinks but how he thinks. It should be 
kindly enough to put him at ease, and leisurely enough 
to allow the examiner to get past his nervousness and see 
through his bluff. The more carefully the examiners 
are chosen for their human qualities rather than for their 
-academic status, and the more the numbers of the can- 
didates are reduced by preliminary sorting, the fairer 
will such an examination be. . 


TRAINING 
The training of a surgeon, at any rate of one who is 


to be more than a journeyman operator, begins after he 


has taken a higher surgical degree. Knowledge must 
be increased, wisdom must be acquired, originality must 
be developed, the ability to speak and write must be 
learnt by constant practice, and operative experience 
and technical skill must be gained by apprenticeship. 
These things cannot be found in books. They cannot be 
self-taught by the isolated surgeon undertaking respon- 
sibility without supervision. They can be learnt only 
by the methods by which every art is learnt, the personal 
contact of disciple and teacher. The most important 
thing therefore in the training of a surgeon is the selection 
of the man. who shall train him. Here again personality 
is more than ability, the heart is more than the head or 
the hand. The teacher may not have contributed many 
advances to his subject, but originality is a gift that may 
be discovered but cannot be transmitted ; he may be 
an indifferent operator, but manual skill can be picked 
up for the watching in any surgical workshop. But if he 
is able to transmit to his pupils the fire that is in him, 
so that they think, live, and dream surgery, and turn in 
their waking hours to the surgical thoughts on which they 
have gone to sleep, he will breed a group of young surgeons 
who will develop the best of which they are capable. 
And that, after all, must be the aim of training—not 
to produce men of a certain stamp but to attract the best 
men to surgery, hand on to them the best we ourselves 
know, help them to develop the talents that each 
possesses, and remain prepared to recognise and 
encourage the best, whatever form it may take and from 
-whatever source it may come. We cannot find the real 
genius; he will find himself. We cannot do more than 
start his training, for in the end he will train us. 

By planned. evolution man has, in the world of plants 
and animals, produced some striking new forms but ones 
that have also lost the strength and resilience of their 

‘natural stock. By planned education we may lose some 
essential qualification in striving to develop another. 
Before the war of 1914-18 the cadet surgeon was given 
a training that developed his knowledge and teaching 
ability to the full but did little to train his originality, 
‘power of decision, or manual skill. He spent his days 
teaching iù the wards or the dissecting-rooms. He was 
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seldom allowed to operate, and even when he was 
appointed assistant surgeon he had no beds in his own 
right. The surgeons trained under this system were fine 
clinicians and gifted teachers, the writers of excellent 
textbooks, but they contributed few advances of impor- 
tance, and they were, on the whole, indifferent operators. 
The juniors between the two world wars were encouraged 
to operate at an age and to an extent that were possibly 
harmful. They did not get enough. apprenticeship in 
bedside discussions or in the basic manœuvres of surgical 
handicraft. They did not get enough time to think, to 
read, to watch others at work, to keep themselves in 
touch with the world outside surgery. They tended to 
become slick technicians, virtuosos rather than maestros, 
to be interested in the drama and intricacy of an opera- 
tion rather than in its purpose, the welfare of an individual 
patient. 

I believe that in the organisation of the surgical ser- 
vices in the recent war we came very near to steering the 
ideal course between regulated orthodoxy on the one 
hand and unrestrained empiricism on the other. To 
those surgeons fortunate enough to be assigned an active 


rôle in it, the war was the perfect university. They ` 


mingled at work and at play with others from every 


medical school in the English-speaking world. They 


‘discussed their problems with men who had faced the 


same difficulties under different conditions of climate, 
housing, and supplies. They could seek help from 
surgeons of greater experience and in turn could sort out 
their own ideas by helping the newcomer. They were 
watched, helped, encouraged, .guided, restrained, and, if 
necessary, rested or replaced by consulting surgeons 


who were watching the whole progress of war surgery © 


over a wider horizon than they could possibly cover. 
They kept records of their cases, and received reports of 
the same cases later from other hospitals. They worked 
in the stress of a forward operating centre during battle 
and equally hard in the more regulated surgery of a base 
hospital. They collaborated and argued with experts in 
every branch of medicine or medical research. They 
attended conferences. They were inactive for weeks at 
a time, and if they had used their previous experience 
well they often learned most in these fallow periods ; 
for it is a peculiarity of the human mind that it is often 
most fertile in idle periods between spells of hard work. 
It may thus happen that, while he is watching a 
chameleon stalking flies in the western desert, or leaning 
over the rail in some Pacific harbour while the remains 
of a fleet’s breakfast swirls along the ship’s side, a 
surgeon will capture the idea that has eluded him during 
weeks of intensive study. 


INTEGRATION OF KNOWLEDGE 


One of the greatest needs of surgery as a whole, as 
it is for the individual surgeon, is the integration 
of accumulated knowledge. Intellectual progress, like 
bodily growth, demands ingestion, digestion, absorption, 
synthesis, and the elimination of waste products. Many 
men are spending a forty-hour week on a moderate but 
secure salary accumulating facts. Many men are describ- 
ing new signs or symptoms, syndromes or diseases, new 
instruments or new operations. Very few are attempting 
to correlate these facts, to sift the corn from the chaff, 
to take a broad view of the present state of surgery in 
its relation to medicine as a whole or even to the great 
an of science, largely because few have the leisure to 

O 80. : 

Research scholarships and fellowships are now so plenti- 
ful that, in many cases, they are no longer a spur to the 
ambitious and a help to the deserving but a refuge for 
the timid and a pension for the plodder. Practical 
benevolence may in the future be more profitably directed 
to endowing, with the liberality that the position they 
have secured for themselves warrants and the commit- 
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ments they have already undertaken requires, travelling 
fellowships for successful clinicians between the ages of 
40 and 50, so that they may step aside for a year or two 
from the labour of clinical work and the struggle for 
economic security and see for a while, as onlookers, the 
battle in which they have been engaged ; so that they 
may travel and assess the work of their contemporaries 
in other lands with calmer impartiality and more bal- 
anced judgment than the immediate postgraduate can 
ever do; so that under the stimulus of these fresh 
contacts they may review the experience of the past ten 
or fifteen years and attempt to work out the half-formed 
ideas that have been struggling to find expression. 


THE PAIN CHART 


K. D. KEELE 
M.D. Lond., M.R.C.P. 
PHYSICIAN, ASHFORD COUNTY HOSPITAL, MIDDLESEX 


THE assessment of pain is of prime importance and 
necessarily depends on the patient’s statement and the 
observer’s judgment. In so far as a method can be 
devised whereby the inaccuracies involved in a patient’s 
description are reduced to a minimum, an approximation 
to a ‘‘ true ” description of pain will be obtained. 

Sir Thomas Lewis! concentrates on qualitative 
variations and their significance, but considers that “a 
feature to which too little attention has been given is 
what may be called the time-intensity curve of pain.” 


chart was designed specifically to meet this requirement 
and to make the record as accurate as possible. These 

are but the first steps in rendering pain intelligible to the 
observer; other factors—e.g., sensitivity to pain—are of 
obvious importance, but this paper is concerned only 
with the usefulness of the pain chart. 
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Fig. I—Chart of pains in right and ieft knees recorded s eperarely on 
seventh day after excision of knee-joints for arthritis with deformity 

` (case 3) showing more pain in right knee, in which, unknown to the 
patient, apposition at operation had been more difficult. 


- PRINCIPLES 


Elimination of Inaccuracies of Description | 

Inaccuracies of description on the part of the patient 
arise from three main causes: (1) difficulty in finding 
words to describe an unusual if not unique experience 
(Virginia Woolf appreciated this difficulty when she 
wrote: “let a sufferer try to describe a pain in his head 
to a doctor, and language runs at once dry ”); (2) con- 
fusion about what features of this experience are relevant 
to the observer; and (3) difficulties in remembering the 
experience. 

The pain chart is a time-intensity curve. Qualitative 
features of pain are therefore ignored. Quantitative 
assessment of severity is concerned. From this aspect 
the words chosen spontaneously by patients describing 
pain were observed, and it was noted that the four words 
most commonly used in describing degrees of severity 
were “‘ slight,” ‘‘ moderate,” “ severe,” and “ agonising.” 
The following definitions of these terms were reached : 

(1) “ Slight ” pain means awareness of pain without 
distress. - 

(2) “ Moderate” pain distracts attention from a routine 
occupation such as reading or housework. 


1. Lewis, T. Pain. London, 1942. 
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This has been my opinion for many years, and the pain i Fig. 2—Chart of substernal pain in angina pectoris (case 2) showing 
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pain fills the field of consciousness to the 


(3) “ Severe ” 
visceral reflex accompaniments 


exclusion of other events; 
often oceur. ‘ 

(4) With “agonising’’ pain motor effects, as evidenced 
by restlessness, may occur, or the syndrome of ‘‘ shock ”’ 
ensue. 

These words are explained to the patient and written 
on a chart for him, thus eliminating his difficulty of: 
choice in words, and confusion about the relevant 
features. 


The Time-intensity Curve 

The chart given to the patient is also mapped out into 
24 spaces for the hours of the day, and the patient is 
instructed how to record hourly observation of intensity ' 


of pain. If there is a change of intensity this too is to be 


charted with its time and duration and its relation to any 
possibly relevant event. Inaccuracies of memory are 
minimised by almost immediate recording of the 
pain. | | 
The task is simple, and in almost all cases welcomed by 
the patient, ae after a trial rapidly understands the 


6 8 10 


R HYPERALGESIA 


SED 
MADE 


(1) onset of pain after sligh t efforts, and (2) different types of attack, 
some being followed by hyperalgesia. B.O. = Bowels open. 


object of the record. The patient’s attempt to grasp the 
situation often gives information about his ntenigenoe; 
stability, and coöperation. 


VALIDITY 


To test the validity. of this method of S T the 
intensity of pain, cases of pain following known stimuli 
were selected. The course of postoperative pain is to 
some extent simple and understood, 80 charts were made 
after various operations. 


Case I —Fig. 1 is a postoperative chart in a case which 
presented an unusual opportunity for testing the validity of 
this method, since the operation consisted of excision of both 
knee-joints for arthritis with deformity. On the left knee the 
procedure was easy. On the right, considerable difficulty 
was experienced in obtaining apposition with consequent 
increase of manipulation. The patient was ignorant of this 
difference. 

The pains in both knees were charted separately on the 
seventh postoperative day. The increased amount of pain 
experienced in the right kree as compared with the left is 
clearly shown by the chart. 

Further tests of the method consisted of obtaining 
charts from cases with typical pain syndromes. 

Case 2.—Fig. 2 is the pain chart of a man, aged 65, with 
seven years’ history of coronary disease with angina of effort. 


Pain was substernal, radiating to the left arm. The attacks 
could be induced by slight effort, including defecation. 
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Fig. 3—Chart of epigastric pain in gastric ulcer (case 3) showing relation 
of pain to food and alkalis. , 
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Fig. 4—Chart of pain in reglon of left trapeziusin idiopathic steatorrhoea 
with tetany (case 4) showing relation of pain to muscular activity. 
~» 


Though some attacks are typical in their short duration, 
‘others last longer and subside leaving hyperalgesia. The 
patient was intelligent and codperative but anxious and aware 
of the diagnosis of ‘‘ angina,” The element of psychogenic 
overlay in addition to the “‘ organic ” pain is present in some 
attacks. Few cases of angina of effort survive awareness 
of the diagnosis for many years without this functional 
overlay. 


Case 3.—Fig. 3 shows the relation of epigastric pain to food . 


and alkalis in a patient with gastric ulcer. 


g l USES 


The observation of such cases led ‘to the conclusion 
that this method of charting pain would be capable of 
revealing more clearly than has yet been possible the 
intensity curves of pain in ill-understood conditions, 
such as rheumatoid arthritis, tetany, and carcinomatosis. 

Case 4.—Fig. 4 is a pain chart from a woman of 50 with 
idiopathic steatorrhoea and tetany. Pain was being experi- 
enced in many muscles. For the purposes of the chart, observa- 
tion was limited to pain in the region of the left trapezius. 
At the time of observation she showed positive Trousseau’s 
and Chvostek’s signs. She was a stable and accurate 
witness. | | 


Though we are‘told that tetany is a painful condition, 
it needs the intensity curve of a pain chart to bring full 
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Fig. 5—Chart of organic pain in penis in tuberculous cystitis (case 5) 
showing response to pethidine intramuscularly but not to distiiled 
water. 


realisation of this. Its close relation to muscular move- 
ment is clearly shown. 

These examples illustrate how further knowledge of 
the intensity of pain can be acquired in various types of 
cases. By this method relationships between pain and 
environmental events often emerge more clearly than in 
the history, and sometimes appear for the first time. 


RESPONSE TO ANALGESICS 


Another use for the pain chart is in the assessment 
-of response to analgesics. 

In’ the production of pain there are always two 
elements—the physiological factor of the painful stimulus 
and its transmission, and the psychogenic factor, which 
modifies the former in the production of pain. Three 
broad clinical types of pain can be distinguished : 
(1) “ organic ” pain produced by pain stimuli and not 
modified by suggestion; (2) “ psychogenic” pain, 
which has little or no organic basis and is maximally 
influenced by suggestion ; and (3) “ mixed ”’ pain, which 
-combines both elements in various proportions and is 
-the commonest form met with in practice. 
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It is important to realise that analgesics act ! by the 


` power of suggestion as well as by their specific analgesio 


property, and that even in the presence of an apparently 
sufficient organic cause, such as carcinoma of the stomach, 
pain may be predominantly psychogenic. _ 

Case 5.—Fig. 5 is part of a pain chart from a man of 37 
with bilateral renal tuberculosis and severe tuberculous 
ulceration of the bladder, who complained of intense recurring 
pain in the penis, worse on micturition. The absence of 
response to injection of distilled water is constant in contrast 
to the effect of pethidine. These observations were repeated 
several times. 


Case 6.—Fig. 6 is part of a pain chart from a man, aged 36, 
who had undergone splenectomy a year earlier for Banti’s 
disease, partly because of severe pain in the left hypochon- 
drium. He was admitted to hospital with a moderately severe 
hematemesis. Two days later he complained of severe pain 
in the right hypochondrium, worse on breathing but persistent — 
for long periods. The pain was thought to indicate peri- 
hepatitis, and close search was made for a rub, but none was 
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Fig. 6—Chart of psychogenic pain in right hypochondrium in Banti’s 
disease (case 6) showing response to distilled water and irregular 
response to morphine and pethidine. . < - 


heard. On several occasions response to injection of distilled 
water was similar to that to pethidine 100 mg. and to 
morphine gr. 1/,. In all cases it was irregular in duration. 
Because of this, strong reassurance was given; within a few 
hours the patient was out of bed, and he has now remamed 
free from pain for ten months. 


This case illustrates the characteristic features of 
psychogenic pain: (1) irregularity of occurrence, with 
absence of evidence of organic cause; (2) response on 
several occasions to a placebo such as distilled water ; 
and (3) irregular response to potent analgesics. Pain 
charts must be kept for some days to establish these 
points. In case 6 the chart was largely responsible for 


- converting diagnosis from that of possibly organic pain 


to that of psychogenic pain. 

Case 7.—Fig. 7 is the pain chart from a woman, aged 65, 
with a fungating carcinoma of the rectum, involving the 
sacrum, with persistent sacral pain. The effect of the injection 
of distilled water is comparable with that of morphine. Control 
of pain depended more on suggestion than on analgesics in 
this case. a - 

Figs. 5 and 7 are selected from a group of 16 cases of pain- 
ful organic disease in which assessment of the effect of 
analgesics was being attempted. It was. interesting to 
observe that 11 of the 16 responded with relief of pain 
to the administration of distilled water. This was an 
unexpectedly large proportion and makes clear that in - 
most people the suggestive value of an injection is very 
real. The specific analgesic property of drugs is reflected 
only in the pain charts of the remaining 5 cases, one 
chart of which is shown in fig. 5. 
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Fig. 7—Chart of sacral pain of mixed organic and psychogenic type in 
rectal cancer (case 7) showing responses to morphine and to 
distiiled water. 
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Though the suggestive effects of all modes of treatment 


are recognised to be important, there has been a remark- ` 


able tendency to ignore this factor in assessing the 
many medical or surgical pain-relieving procedures 
designed in the past. Any procedure with a high sug- 
gestive content will probably have some success in over 
50% of cases, regardless of any specific interference 
with the physiology of the pain. This needs to be 
borne in mind particularly when considering the benefits 
of operation for anginal pain or the pain of peptic ulcer. 
SUMMARY 

A simple method of minimising errors of description 
by standardising terminology, and recording intensity 
of pain in a pain chart, is described. 

The validity of the chart has been assessed by observa- 
tion of pain following surgical operations, and typical 
clinical pain syndromes such as angina of effort and 
gastric ulcer. 

Pain charts are of value in defining the actien of 
analgesics. 


“ Psychogenic’’ and “‘ organic” pain can thus be’ 


differentiated. . 

Even in the presence of organic disease the psychogenic 
factor of pain is important, and its share in any response 
to medical or surgical pain-relieving procedures can often 
be assessed by the use of pain charts. 

I wish to thank the ward sisters and nurses of the Royal 
Northern Hospital, St. Bartholomew’s Hospital, and Ashford 
County Hospital, where this work was done. 


LEPTOSPIROSIS CANICOLARIS 
J. E. MINKENHOF : 


PHYSICIAN TO THE DEPARTMENT FOR INFECTIOUS DISEASES, 
WILHELMINA HOSPITAL, AMSTERDAM 
Leptospira canicola, discovered in 1931 by Klarenbeek 
and Schiiffner,!? belongs to a serologically well-defined 
leptospira type *® which appears to affect: mainly man 
and the dog. For guineapigs this micro-organism is 
usually less virulent than L. icterohemorrhagie, but 
L. canicola produces a fatal infection in hamsters 
(Cricetus auratus). Other animals used for laboratory 
tests—e.g., mice and albino, brown, and black rats— 
remain practically unaffected by L. canicola. 
An investigation into the extent of infection in 
dogs 6 17 21 23 26 29 31-34 87 was carried out in various parts 


of the world with the aid of agglutination and lysis. 


reactions of dog sera with L. canicola. The results 


ranged from 0-6 to 90%. 

In dogs, usually males, the disease, which is probably 
identical with the Stuttgarter Hundeseuche described by 
Klett and with typhus canum, may run a mild course 
but is often serious and sometimes fatal. In many 
of the affected dogs acute or chronic azotzmic or uremic 
signs predominate 414; in others ulcerative stomatitis 
and hemorrhagic gastro-enteritis are the most striking 
features, while in some cases jaundice is observed.§ 36 
In animals which survive the disease leptospiruria 
persists for several months; this is easily detected if a 
drop of freshly voided urine is examined with dark-field 
illumination. If the urine is acid the organisms soon die. 

INCIDENCE IN MAN 

Though it appears probable that in many parts of 
the world most dogs become infected with L. canicola 
and remain infectious for .a considerable time, only 


a few score of cases in human beings have been 
reported 1-4 791013 1618 22 23 25 28 30 35: 


“Country Cases Country Cases 
Austria .. re 1 Franco ihe 
Germany .. ae 1 U.S.A. .. ar 7 
Switzerland ..- 18 Argentino ae ] 
Denmark.. -- 2) China... er 2 
Norway .. Sy 1 Netherlands -- 40 


England .. oe l 


In the Institute of Tropical Hygiene in Amsterdam 
49 human cases of this disease were diagnosed between 
1933 and the autumn of 1947 (6 with jaundice ; 1 fatal). 
We have observed 17 of these patients in the Wilhelmina 
Hospital in Amsterdam (14 as inpatients, 3 as outpatients) 
in sixteen months starting in the autumn of 1946. (1 in 
July, 2 in August, 5 in September, 4 in October, and 5 
in November.) Our experience at that time caused us 


- to wonder whether we were justified in continuing to — 


regard febris canicolaris as the rare zoonosis which it 
was generally assumed to be. It seemed probable that 
further investigation would reveal considerably more 
cases in man. 

SIGNS AND SYMPTOMS 


On admission to hospital (in both years only between 
July and December) these patients were suspected to 
have epidemic cerebrospinal meningitis, infantile paralysis, 
or typhoid fever. | ea 


Onset è 
The onset was usually acute, with high temperature, 
shivering, vomiting, severe headache, dizziness, and 
muscular pain which in a few exceptional cases was 
practically confined to the calves. Some patients 
complained of sore throat and obstinate constipation. 
About half of them had suffered from disturbed sleep 
and impairment of consciousness, and were described 
by their relations as having been peculiarly irritable. 
The clinical data at onset were as follows: 


Acute onset 13 cases | Muscular pain 
Fever... ae (chiefly in calves) 3 cases 
Shivering se AO> x, Stitchintheside.. 2 ,, 
Vomiting eo T2 ijy Lumbar pain 4 ,, 
Headache sc 16° ,, Constipation a y 
Dizziness se 10. 4, Nose-bleeding .. 2 ,, 
Sore throat .. 5 ,, Disturbed sleep .. 18 ,, 
Pain in joints .. 5 ,, Drowsiness se 6 ,, 
Muscular pain Stiff neck .. a ae 
(generalised) .. ll ,, Irritability 9 


Course | 

The duration of pyrexia ranged from two to forty- 
eight days, excluding relapses. The other signs observed 
during their stay in hospital were'as follows : 


Seriously ill .. .. 15 | Lowered blood-pressure 7 
Drowsy és -- 7 | Slight pulse-pressure . 5 
Jaundice i -- 0 | Exanthema as 0 
General swelling of Hemorrhages 0 
glands ais -» 5 | Injected conjunctiva 4 
Relative retardation Meningeal irritation after 
of pulse .. .. 9 | admission to hospital: 
Herpes labialis 1 lasting 9 days .. 6 
Coated tongue 7 z5 1, 4 
Spleen palpable 0 E eee 2 
Liver palpable _ 2 be DET 2s eA- 13 
Reflex abnormalities 0 


No jaundice was observed in these patients; no 
enlargement of liver or spleen could be felt; and the 
conjunctiva was injected in only 4 patients. In the 
14 inpatients a temporary fall in blood-pressure was 
observed seven times in the course of one or two weeks, 
and on five occasions the pulse-pressure was notably low. 


Cerebrospinal Fluid | 

All the inpatients but one showed signs of meningeal 
irritation nine to seventeen days after admission. In 
the cerebrospinal fluid (table 1) the protein content was 
increased in all cases (Nonne reaction positive; Pandy 
reaction positive, except in case 6, with 8-4% solutions 
of phenol). The sugar content was normal, slightly 
high, or slightly low ; in no case was the Fehling reaction 
negative, so the value was certainly above 35 mg. per 
100 ml. The number of cells varied from 12 to 2450 per 
c.mm. according to the day of the illness on which 
the count was made (the number of cells increased in 
the second week of illness), and the proportion of 
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TABLE I—FINDINGS IN CEREBROSPINAL FLUID IN 14 HUMAN 
CASES OF LEPTOSPIROSIS CANICOLARIS 


~ | Conc. of l 
; | Pandy Cells | Mono- 
Case |Day of} Nonne phenol | Sugar 
no. | illness reaction reaction solgtion content| ,D°F mole’ tg 
+ + 5 Low 2450 33 
tr. + 4 Normal| 497 35 
— + 8 Normal 12 40 
tr. + i 4 Low 836 90 
tr. + 6:5 Low 14 100 
tr. + 6:5 Normal 2408 70 
tr. + 6-5 Normali 150 84 
Bi 7 tr. + 8 Norma]| 208 28 
9 | tr. + 6-5 |Normal| 63 20 
6 7 | — — High 26 16 
‘a 8 | tr. + 6:5 Low 440 56 
8 | T 1 eR + 5 Low 1540 
| 9 | tr. + 6°5 Low 107 98 
ix’. { -å + + 5 Normal} 1600 10 
11 + + 7 Normal) 320 75 
12 | 8 | + + 7 Normal] 1040 20 
9 | + + 8 Norma]) 1368 10 
13 10 | tr + 7 Normal) 128 47 
a 
14 13 tr + 8 Normal; 120 22 
15 5 ! tr. + 7 Norma) 15 60 
7 il) Se +, 7 Normal]| 1336 28 
16 | 8 È + + 5 Normal| 960 7 


—_—— 


mononuclears ranged from 6 to 100%. Segmented and 
mononuclear célls predominated with about equal 
frequen¢gy ; hence the condition could not t. justiy be 
termed a lymphocytic meningitis. 


Urine _ 

The urine contained albumin in 10 cases and uro- 
bilin in 9. In 6 cases a few erythrocytes, and in 3 cases 
hyaline casts, appeared temporarily in the sediment. 


In 7 of the 14 patients we observed a moderate oliguria — 


(less than 1 litre a day with normal fluid intake) lasting 
from a few days to a week, with poorly concentrated 
urine (sp. gr.: below 1-015). The chloride content of 
the urine was low in 5 cases. No bilirubinuria was found. 


Blood 

In 13 of the 14 patients the blood-urea level remained 
from slightly to moderately high (600-1400 mg. per 
litre) for one to three weeks : 


1400 mg./litre in : patient 700 mg./litre in A patients 


1150 99 99 39 650 99 29 9? 
900 99 29 i 9? 600 - 99 29 3 99 
750 » 9» 3 patients 


A slightly raised value for the van den Ber gh indirect 
reaction was found in 4 patients only (1:0, 1-4, 1-2, and 
1-2 units). Possibly we might have obtained more 
pathological readings if we had done the tests at an 
earlier stage. In many cases, however, it was not until 
the disease was far advanced that we were led to suspect 
leptospirosis. Since we have adopted the. routine of 
testing the blood of all patients with serous meningitis 
for bile pigments, even when there is no question of 
leptospirosis, we have found increased values in many 
cases ; this applies also to blood-urea. Thus high values 
for the- van den Bergh reaction and the blood-urea 
level do not help in the differential diagnosis of the 
various forms of serous meningitis. 

In most cases we found the chloride content of the 
serum to be lowered : l 


345-385 mg. per 100 ml. .. .- 8 patients 
400 298 99 ° es 2 99 
533-562 ,, ,, i ee ee oe š 
540-585 ,, 5, "e sá e 2 j 
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The erythrocyte-sedimentation rate (E.S.R.) remained 
high to very high for a considerable time (14-109 days, 
after admission to hospital) : 


E.S.R. on admission 
(mm, in Lbr.).. 68 72 60 65 100 48 42 25 72 40 22 17 94 86 


Days to become 


normal .. .» $ 41 37 37 109 71 34 30 72 14 14 60 90 28 


The white‘cell counts ranged from 6100 to 16,000 per 
c.mm. Thére was a pronounced shift to the left in 4 
cases, and lymphopenia in 3. The eosinophils in the 
14 cases were 0% in 9 cases, 3% in 1 case, t% in 3 cases, 
and 12% in 1 case. 


Liver 
Owing to shortage of staff it was impossible to carry out 


liver-function tests on all the patients; in some cases 


where such tests were made they revealed distinct 
functional disturbance. 


Relapses | ‘ 
In 4 cases there were Eo ET (on the 1l14th-17th day) 
which lengthened the illness by 12-33 days. 


TABLE II—BAOTERIOLOGICAL AND SEROLOGIOAL FINDINGS IN 
17 HUMAN CASES OF LEPTOSPIROSIS CANICOLARIS 


Examina- 
g tionfor Serological reactions with leptospira 
-| 8 leptospira strains 
g| 2 in—. 

. 0 G . ye) 
al 3 | > Iotero- 13 ag 
Òl p | o | | ù| hemorrhagic 29 of 

Â 18)3)3\aun Canicota| £4 | Ballum| Èg 
ò| | Anti- | Anti- Ee 3° 
72 | ‘a | gena | gen aD = 
1| 7]..| —| --{1:100 |1:30 |1:100 | — - 
14 | —;../]../1:1000) 1:30 11:1000 ;1:100 -= — 
21 |.. ]..|..|1:1000/1:100 |1: 30,000} 1.: 100 
2 4 ee si + ee e ee ee ee e 
14 Ve Pol 43-1080 - 1: 3000 |1:10 - 
20 }..).-)..)/1:100 _- 1: 10,000 _ 1:100 = 
31 15|..]..]|..]1:3000|1:1000|1 : 3000 — — 
136 |.. ]..].. 11:300 |1:30 11:1000 ~ 1:100 _ 
r Mean) ls Fd a een (eee - | 1: 1000] 1: 1000/1 : 300 — _ 
20 |::]-:|:: 1:100 }1:100 |1:3000 ; — |1:100| — 
5 12 eje 1:3000) 1 : 3000/1 : 1000 | “— 11:3100] — 
a3 las bes 1:300 |1:'300 1:3000 | = |1:3000! — 
6 S[..} -i + a | ss + Da 
11 .. |.. |1:30 1:10 j1:300 ox 1: 100 — 
21 a ee ee ee ees ee . m ee (3 
28 .. |.. |] 1:300 |1:300 1: 10,000; — |1:3000 
7.j 12 ce [ee _ - 1:300 e = 
20 Te ee ee = ar 1: 1000 T a 
8 Si..]..!/../1:100 |1:300 |1: 300 - _ 
20 |.. f.. f.. ]11:1000/1:10 |1:3000 - : 1000| — 
26 |.. |.. |.. ]1:300]1:10 jl1:10,000 — 1:1000 — 
9] 131.. eee 1:300 | 1:300 |1 :3000 ; 
53 |.. hi 1:300 |1:300 |1 :3000 | = 
10 |15 |.. le 1:300 ; 1:1000 | 
11 8l.. —'!'— — — — . — — — 
17 |.. |.. |.. ]1:3000|1:300 |1 :3000 | — A Ea 
25 ee . ee 1:300 1 100 1:10,000 = 1 100 = 
12| 8]... oe _ - — - |- 
22 |.. |... ]1:1000/1:30 |1:3000 — 1:300 _ 
37 |-.-|--]..;,1:300 [1:10 |1:3000 1:300 | — 
13 See | Se he ESTO — 1:100 — — — 
11 |..]..]..{1:100 [1:30 |L:300 — — = 
21 |.. ]..].. |1: 300 {1:10 |1:1000 — 1:10 — 
90 |.. |.. ]|..11:30 1:10 |1:1000 — 1:30 - 
14 ]}10].-|]--]../1:300 |1:100 1:1000 — |1:300] — 
86 l.. ie 1:10 {1:10 |1:300 — 1:30 - 
15] 4]--}—-;+]. > — — an Ea E 
14 |.. eje 1: 1000} 1 1000/1 : 10,000 — 1:100 | — 
16 9 e|.. 11:100 | 1:100 11:100 = 2 = 
15 ~ tee fee {1:1000 1:300 |1:3000 — — = 
17 | 12 stash ese  — — 1:30 -— = = 


d.-c.=direct culture ; g.-p.=guineapig. 
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TREATMENT AND PROGRESS 


Treatment was symptomatic. Penicillin was at that 
time in short supply, so we did not feel justified in 
using it, though it has been shown by tests on animals 
and in vitro to be active against L. canicola 2° 27 3® and 
has been recommended by Baber and Stuart ? for human 
Cases. 

Many of the patients in the series , recovered extremely 
slowly ; some of them did not feel well for many weeks 
or even months. The serious complications that have 
been reported,> such as myocarditis, uremia, and 
paralysis, were not seen in this group, and only 1 patient 
developed pneumonia. 

In 1 case the leptospirosis ran such a mild course as 
almost to deserve the designation infection inapparente. 
The patient merely felt slightly unwell for two days. 


BACTERIOLOGICAL AND SEROLOGICAL TESTS 


Table rx shows the results of laboratory tests in all the 
cases. Attempts to culture leptospira directly from the 
blood and cerebrospinal fluid of the patients were-made 
in only a few cases, because in several cases there were 
few if any grounds for suspecting leptospirosis in the 
beginning, and in others the disease was too far advanced 
by the time they were admitted to hospital. A’ further 
difficulty was the great shortage of guineapigs of suitable 
weight (150-200 g ). 

The ‘rise in titre of the sera with canicola strains was 
sometimes perceptible in the second week but often not 
until the fourth week of the illness or later. The classical 
Weil strains usually showed a high degree of co-agglutina- 
tion, especially with antigen A ; this was most pronounced 
during the first weeks of the illness. In some cases it 
was found necessary to confirm the diagnosis by a Ruys 
and Schiiffner absorption test.24 The strain, L. ballum, 
cultured in 1941 by Schüffner from an albino mouse and 
in 1944 by Petersen 1°? from Mus musculus spicilegus, 
often showed distinct co-agglutination with the sera from 
the canicola patients, though. this was seldom observed 
with sera from patients with Weil’s disease. The strains 


TABLE I0—FINDINGS IN DOGS WHICH INFECTED HUMAN 
PATIENTS 


Agglutination and lysis reactions 


Lepto- DNE 
” Case no. | Dog oe L. icterohemorrhagia 
Antigen A | Antigen AB ENS 
1 ani 
2 x y x f 
3 +| + | 1:190 | 1:1000 | 1: 10,000 
4 + + 1: 300 1 1:100 1 : 30,000 
5 + + 1:300 | 1:300 1 : 30,000 
6, 7,9,10] + + 1:30 1:30 1: 10,000 
+ + ~ = 1: 10,000 , 
+l + - = 1: 1000 
+ + — = 1: 1000 
` + i: 1:10 V + 1: 3000 
+ + 1:10 — 1 : 3000 
+ _ = 1:30 1:1000 
11 + + 1 : 300 1:30 1: 10,000 
we: + 1:100 1:100 1 : 3000 
T + Not 
examined 
12 |+ + 1:1000 1 : 300 1:10,000 - 
13, J4, 15, + + _ | = 1 : 3000 


In case 8 the dog was not examined. 
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A pomona, L. sejroe, and L. si ae eal owed 
little or no agglutination. 


DIFFERENTIAL DIAGNOSIS 


Leptospirosis canicolaris cannot be diagnosed without 
bacteriological or serological tests. As a rale, differential 
diagnosis by clinical means from poliomyelitis without 
paralysis, from meningitis due to mumps without any 
affection of the glands, and from Armstrong’s lympho- 


' eytic meningitis—to mention only a few examples—is 


impossible. The complement-fixation test with mumps 
antigen is not decisive until the convalescent phase has 
been reached, and the effect of cerebrospinal fluid injected 
intracerebrally into mice requires ten to fourteen days 
for confirmation—or the reverse—of a diagnosis of 


. lymphocytic meningitis. 


The most we can do clinically is to suspect lepto- 
spirosis. If the patient has been ill for less than eight 
days there is a fair chance of cultivating leptospirain the — 
guineapig or hamster or on Vervoort’s medium within 
a further three to seven days, after which the type can 
be determined serologically. For this purpose 4:5 ml. 
of blood should be used, mixed with 0-5 ml. of 1% 
sterile sodium oxalate solution buffered to pH 8. If 
the patient has been ill for longer than eight days it will 
be necessary to wait until the l0th-l4th day before 
agglutinins and lysins for leptéspira can be expected 
to be detectable. In many cases several weeks elapse 
before it is possible to decide for which leptospira type 
the patient possesses the most antibodies. Thus, as a 
rule, the diagnosis cannot be established until con- 


-valescence is far advanced, and then only with the 


assistance of a skilled bacteriologist with special equip- 
ment. From the clinical point of view all forms of 
leptospirosis (Weil’s disease, canicola fever, swineherd’s 
or pomona fever, mud fever, rice-field fever, Batavia 
fever, &c.) run a precisely similar course. 


SOURCE OF INFECTION 


In 23 of the 49 cases recognised in Amsterdam the 
dog responsible for transmitting the infection was traced ; 
these cases included 14 of the 17 discussed here. The 
results of examination of these dogs are given in table m. 
In connexion with cases 6, 7, 8, and 10 it was found that 
a bitch and her six puppies were all infected. We 
observed leptospira in the urine of these animals for many 
weeks. At least one of them died. (In 19 human ‘con- 
tacts of this canine family, not mentioned above, no 
agglutinins or lysins against L. canicola could be found.) 
Unfortunately we were not in a position to ascertain 
whether the serum of these dogs contained antibodies 
causing agglutination or lysis of L. ballum. | 

Experiments on a restricted scale were made with 
one dog in the hope of ascertaining the effect of penicillin 
on the leptospiruria. After 25,000 units twice daily on 
two successive days the leptospir in the urine were 
temporarily much ‘reduced in numberjand agglutinated 
spontaneously. 


SUMMARY 


At the Institute of Tropical Hygiene_in Amsterdam 49 
cases of febris canicolaris have been diagnosed since 
1933 (6 with jaundice, 1 ending fatally). 

The symptoms and bacteriological and serological 
data of 17 cases observed from the summer of 1946 to 
the autumn of 1947 in the Wilhelmina Hospital in 
Amsterdam are described. 

In 14 cases of this group the sources of infection were 
traced by means of bacteriological and serological examina- 
tion of the urine and serum of canine contacts. 

The laboratory tests from which table 1 is compiled. were 
done by Miss H. Bohlander at the Institute of Tropical 
Hygiene, Amsterdam. 
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' MALARIAL DIABETES 
REPORT OF A CASE l 


Lro Rav 
 M.R,C.P. 


IT has long been known that malaria produces different 
clinical syndromes according to its incidence in different 
organs—e.g., cerebral malaria, malarial dysentery, &c. 
Manson-Bahr (1946) mentions acute hemorrhagic pan- 
creatitis red by a blockage of capillaries by Plasmo- 


dium falciparum. - Cerebral malaria is sometimes wrongly — 


diagnosed as heat-stroke, sun-stroke, heat-exhaustion, 
and often ends in fatal coma, and the true diagnosis is 
established by the discovery of malarial parasites in 
the blood capillaries. . On the other hand, latent malarial 
infection without clinical symptoms of sufficient gravity 
to attract attention is often missed. In the following 
.oase the latent malaria seemed at first to be of no clinical 


significance. 

A married man, aged 43, returned from India in June, 1947, 
after six years there. In the middle of J uly he noticed 
frequency of micturition: and excessive thirst, and he found 
his weight had fallen from 13st. 11 Ib. to 10 st. 13 lb. There 
was no pyrexia at this time. The only disease of significance 
in his past history was malaria, which he had had at the age 
of 19. In January, 1947, he had had an attack of difficulty 
in breathing. He was a ‘member of ‘a large family in which 
. neither hereditary nor any other disease had been noted. 

On examination on Aug. 21 his temperature was normal, 
pulse-rate 66 per min., and blood-pressure 110/70 mm. Hg. 
The patient appeared ill but not pale. 
no dyspnea, and no jaundice of skin or mucose. The pupils 
reacted to light and accommodation, the fundi and ocular 
movements were normal. The tongue was moist, not furred. 
Nothing abnormal was detected in his abdomen ; ; spleen and 
liver were not felt. Central nervous system normal. Urine: 
sp. gr. 1-030, no albumin, sugar + +, no acetone, no diacetic 
acid. Blood film: ring forms of malignant tertian (M.T.) 
malaria present. Next day. his fasting blood-sugar was 
~ 360 mg. per 100 ml. On the 24th he became worse. Urine : 
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sugar eee +, acetone Et diacetic acid ++. Fasting 
blood-sugar 350 mg. per 100 ml. He had a headache and 
felt drowsy and sleepy. He could not walk unaided. Treat- 
ment with insulin (30 units three times daily) and a diet of 
2500 calories was begun. On the 25th his fasting blood- 
sugar had dropped to 182 mg. per 100 ml. and on the 
28th he was much improved. Urine: sugar trace. Fasting 
blood-sugar 170 mg. per 100 ml. : 

During the next two weeks the patient remained fairly well 
His urine was free from sugar, but his fasting. blood- -sugar 
level was still raised. “ 

On Sept. 12 his condition was ' still satisfactory. The 
insulin had been reduced to 30 units twice daily, leading to 
the reappearance of sugar in the urine. ‘On this day he was 
given ‘ Paludrine’ 0-1 g. twice daily for ten days. On the 
22nd the urine was sugar-free although the diet was unchanged 
at 2500 calories a day, and the insulin dosage was still 30 units 
a day. 

On Oct. 9 the urine remained sugar-free, and the fasting 
blood-sugar was 104 mg. per 100 ml. On Oct. 31 he was 
no longer on a restricted diet and was not receiving any 


Section of pancreas through isiets of Langerhans sawing a bleed vents! 
blocked by red biood-cells containing malarial pigment. ( x 900.) 


insulin. During the next three months his urine on weekly 
examination was always sugar-free. 
On Feb. 18, 1948, the sugar-tolerance test after 50 g. 
of glucose-was as follows : 
, Fasting 45 min. 
Blood-sugar (mg. per 100 ml.) 93 104 
Urine sugar-free throughout. 


COMMENT 


. There is reason to believe that this glycosuria was 
caused by a pathological condition of the islets of 
Langerhans. All tests and the _Tesponse to insulin 
and diet confirm this. 

Renal glycosuria and diane: occur in tropical 
countries, but de Langen and Lichtenstein (1936) remark 
that ‘“‘ Glycosuria in the tropics is never caused by 
malaria, and diabetes is a rare disease, occurring in 
1l : 11,000 patients only.” Ash and Spitz (1945) do not 
mention: any abnormality of the pancreas’ in malaria. 
Seyfarth (1926) and Gruber (1929) emphasise the 
possibility of malaria in the islets of Langerhans and 


90 min. 150 min. 
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‘suggest it as a possible cause of diabetes. 


In the present case the diabetes was evidently caused 
by m.T. malaria of the islets of Langerhans, and was 
apparently cured by specific antimalarial treatment. 
Prof. R. J. V: Pulvertaft, with whom I discussed this 
case, showed me sections of islets of Langerhans in which 
the capillaries were completely blocked by red blood 
corpuscles loaded with m.r. plasmodia. These sections 
were obtained for the following cases, observed by 
Professor Pulvertaft : 

The first case which came to his notice was that of & flight- 
lieutenant who was admitted to a Service hospital in Cairo 
immediately after arriving from West Africa by air. He 
complained of vague malaise, was foolish in his manner, and 
did not seem to know where he was. He was thought to be 
suffering from the effects of some drug. . During his first night 
in hospital he was found dead. Necropsy revealed an 


enormous spleen, and all the organs were full of parasites 


AZ 


12 THE LANCET] 


of M.T. malaria ; a section of the islets of Langerhans is shown 
in the figure. 

In the second case, a flight officer, also from West Africa, 
was in hospital for scarlet fever and dysentery. He died 
suddenly, and necropsy showed rupture of a malarial spleen. 
Histologically, the capillaries in the islets of Langerhans 
were again blocked by red blood corpuscles loaded with M.T. 
plasmodia. 

“ SUMMARY 


A case of malarial diabetes is described. The diabetes 
could be controlled in the orthodox way by diet and 
insulin. Antimalarial treatment (paludrine) cured the 
diabetes. 

It- is presumed that in this case the malaria canine 
affected the capillaries of the-islets of Langerhans. 
Two fatal cases are quoted in which red cells containing 
malarial plasmodia were found in these capillaries. 
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, STRANGULATED TRAUMATIC 
DIAPHRAGMATIC HERNIA 
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DOMINION NUFFIELD SURGICAL FELLOW 


H. M. FOREMAN 
M.B.E., M.B. N.Z., M.R.C.P. 


RESIDENT MEDICAL OFFICER, HOSPITAL FOR CONSUMPTION 
AND DISEASES OF THE CHEST, BROMPTON 


IN view of the possible occurrence of similar cases 
resulting from apparently simple chest wounds and 
presenting difficulties in diagnosis, the following case is 
recorded. 

CASE-RECORD 


Previous history.—A rifleman, aged 22, taken prisoner on 
May 26, 1940, had sustained a shrapnel wound 1l in. long 
between the 8th and 9th left ribs in the anterior axillary line. 
He was treated in'a prisoner-of-war hospital for three months 
with dressings on the wound and strapping on the left chest. 
No operation was performed, and radiography revealed no 
foreign body. 

In January, 1941, he had an- appendicectomy, after 
which he continued labouring on a working party, being in 
very good health. Routine medical inspection by the working- 
-= party medical officer in February, 1942, revealed no abnor- 
mality. During 1942 he had periodic attacks attributed to 

‘* indigestion,” during which he felt pain in the epigastrium 
and under the lower sternum, accompanied by flatulence after 
meals. Since these were relieved by alkalis he did not report sick. 

Present history.—On Dec. 25, 1942, he was perfectly fit; 
and, after an evening of Christmas celebration, went to bed 
at midnight. At about 3 a.m. on the 26th he awoke with severe 
griping pain centred in the epigastrium, radiating upwards 
behind the sternum. Shortly afterwards he started to vomit 
—at first stomach contents, later a brown fluid—and dysp- 
nœa began. These symptoms became increasingly severe, 
and he was continually asking for drinks. Owing to the 
prevalence of acute Christmas gastritis among the prisoners-of 
war, his illness was not reported until 7 hours after the onset. 

Examination.—When seen at 10 a.m. he was dyspneeic and 
restless, with-cyanosis of face and extremities. Respirations 
short, sharp, and gasping, 50 per min. Rectal temperature 
101:2°F, and pulse-rate 120 per min., weak, irregular, and 
at times imperceptible. Tongue coated with white fur. He 
insisted on lying on his left side. His condition made it 
impossible to obtain a full history. 

There was epigastric rigidity extending to a lesser extent to 
the lower abdomen. The epigastrium was extremely tender to 
pressure. The lower abdominal quadrants yielded to pressure, 
though deep tenderness was elicited on the left. Liver dullness 
was of normal extent. Rectally there was no pelvic tenderness, 
the bowel was empty, and an enema was returned unaltered. 
His bowels had moved normally the day before. 
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In the chest there was no evidence of the heart in the 
normal cardiac area. Maximal cardiac impulse was in the right 
5th rib space, 31/, in. from mid-sternal line. Heart sounds were 
rapid, feeble; fading, and irregular, with no adventitious 
sounds. Chest expansion was much limited. Respiratory 
fremitus during inspiration and expiration was palpable 
over the right chest anteriorly ; this area was also dull to 
percussion, ‘and the sounds were bronchial, a few moist sounds 
being audible. Whispering pectoriloquy was easily elicited. 
In the left chest the percussion note was impaired posteriorly 
over various ill-defined areas; breath and vocal sounds 
were almost completely absent. No line of ægophony could 
be found. The axilla was hyper-resonant. The trachea was 
displaced to the right border of the manubrium sterni. 

Treatment.—At 11 a.m. morphine gr. 1/4 was given; vomit- 
ing stopped and epigastric pain lessened. At 2 P.M. pulse-rate 
160, respiration 50. Patient had acute air-hunger, being very 
cyanosed. The left chest was needled posteriorly in the 9th 
space, and 500 ml. of turbid odourless bloodstained fluid 
removed, leading to improvement in clinical condition. Colour 
improved, respirations fell to 40 per min,, pulse-rate to 120. . 
Maximal cardiac impulse came inwards My in. Patient took 
200 ml. of “Allenburys Diet.’ 


Because of the general improvement and the uncertainty | 


of the diagnosis, he was transferred 15 kilometres by ambulance 
to the nearest prisoner-of-war hospital, at Cosel, Upper Silesia. 

On admission to hospital—At 5 P.M, on the 27th the clinical 
findings already noted were confirmed, attention being further 
directed to the 1 in. scar between. the 8th and 9th ribs in the 
anterior axillary line. The left lung field still showed diminished 
movement, with dullness up to the 3rd rib, particularly 
posteriorly and laterally. Above the 3rd rib ‘the left chest 
was hyper-resonant. Over left chest the breath sounds 
were absent ; no vocal resonance ; no fremitus. AS gophony 
The right lung field also showed 
diminished chest movement, râles being heard over all areas. 

The abdominal findings were as described above. Nothing 
abnormal detected in other systems. 

Diagnosis.—Left hydropneumothorax resulting from per- 
foration of the cesophagus by an ulcer, or damage from the 
undiscovered shrapnel fragment, was diagnosed. This corre- 
lated the previous periodic dyspeptic history, acute onset. of 
the present symptoms and clinical findings, and the unusual type 
of fluid aspirated (in the sick-bay) from his left. pleural cavity. 

Course.—The case was regarded as a medical emergency 
demanding immediate relief of pressure in the left chest and 
mediastinal displacement. The left chest was therefore 
needled over the dull area in axilla, and 6 ml. of the same 
non-odorous thin red fluid obtained. A fine needle was inserted~ 


anteriorly ; but the expected outrush of air from the pneumo- 


thorax did not occur ; and, on tilting the needle downwards and 
aspirating with a syringe, 60 ml. of feeculent fluid was obtained. 

Meanwhile the laboratory report of the fluid removed from 
the left pleural cavity was: ‘* Bloodstained fluid, muddy 


with fibrinous clots, sour smell, slightly alkaline to litmus. ` 


Pus cells and red cells very numerous. Gram stain and Ziehl- 
Neelsen : many polymorphs ; no organism seen.” 

Examination of the chest an hour after admission revealed 
a change in physical signs: the previously dull area at left 
base was now more resonant, but air entry was still absent 
over the whole of the left lung base. The presence of feeculent 
fluid in the left pleural cavity, and the noticeable changing 
of physical signs, confirmed the diagnosis of herniation of 
bowel into the left chest. As the patient’s condition made 
immediate operation inadvisable, a rectal tap-water drip was 
started, and morphine gr. 1/, was given, with relief of restless- 
ness. During the night there was little change; at times 
pulse was irregular and weakened. At 7.30 a.m. on the 27th 
an oxygen cylinder was obtained (no mean feat in captivity), 
and continuous intranasal oxygen at rate of 5- litres per 
minute was given with benefit to his dyspnea. The colour 
and pulse immediately improved. 

At 10 a.m. it was decided to move the patient 1 kilometre 
by ambulance to a German hospital, where adequate surgical 
treatment was available. Further needling of the left chest and 
radiography there confirmed the diagnosis of hernia of gut 
into the left pleural cavity. 

Operation (Stabsarzt Feiger).—Ethy]-chloride induction and 
open ether (the only available anxsthetic) and continuous. 
oxygen. A midline upper-abdominal incision was made, with 
another extending at right-angles from the umbilicus to the 
left. Antoriorly in the left cupola of the diaphragm was a hole 
11/, in. across, through which gut, fixed by old thickened: 


1 
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adhesions, had herniated. To withdraw the herniated bowel, 
the hernial orifice was enlarged, after which about a third 
of small intestines, acutely congested but viable, was with- 
drawn from thorax. A portign of transverse ‘colon then 
appeared ; but adhesions to left pleural cavity had to be 
manually broken down before all was free. Thereby 45 cm. of 
frankly gangrenous colon and the whole’ of the great omentum 
‘were removed from chest. 
. Throughout operation a large sucking pneumothorax 
through the aperture in diaphragm had been present, and, at 
this stage, 11/, hours after the commencement, the patient died. 
Necropsy, performed on the 29th by a German pathologist, _ 


showed that the shrapnel! splinter wound in 1940 had torn the 


left cupola of the diaphragm. Apparently some time later 
portions of transverse colon and great omentum had been 
herniated through this into the left pleural cavity—i.e., a 
loft traumatic diaphragmatic hernia. Recently, as a result of 
an acute gastric disturbance, 45 cm. of large bowel had 
herniated, and become completely strangulated, showing 
hemorrhagic infarction and necrosis. Through peristalsis a 
portion of the proximal small bowel had also been drawn 
into the chest, and showed acute inflammatory change of the 
serosa, These ‘herniated structures were replaced at operation. 
_ As a result of the acute inflammation in the strangulated 
large bowel, a hemorrhagic left pleural effusion had developed. 
‘During operation a high-pressure left pneumothorax led to 
complete collapse of the left lung. Death was due to gangrene 
of the large gut and acute circulatory failure. 


” COMMENTS 


Though it seems that for some time this patient had 
@ hernia of the transverse colon and omentum through 
the diaphragm,.he did not feel ill enough to report 
sick. The rapid onset of severe dyspnoea was associated 
with gross mediastinal displacement and acute abdominal 
symptoms and signs.’ A hemorrhagic pleural effusion 


developed as a result of the acute inflammation in the. 


strangulated large bowel. 


We wish to thank Major W. Stanley Sykes, R.A.M.C., senior 
British medical officer in the camp, for his help and permission 
to publish this case. 
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SURGEON TO MIDDLESEX HOSPITAL 


©- R. W. SCARFF 
M.B. Lond., F.R.S.E. 
PROFESSOR OF MORBID ANATOMY AND HISTOLOGY IN THE 
UNIVERSITY OF LONDON 


From the wards and Bland-Sutton Institute of the 
Middlesex Hospital 


WE have previously suggested 1 that pilonidal sinus 
cannot be fully explained on the. usual developmental 
basis but is essentially an acquired infective and foreign 
body granulomatous reaction to buried hair. Among 
the reasons which had led us to this view was the 
development of a pilonidal sinus in a barber’s hand 
as a reaction to hair embedded there as a result of his 
occupation. Ewing? has since reported a similar case. 
We here report two further cases. 


Case 1.—A man, aged 34, who first came under our observa- 
tion in September, 1947, had been a barber for twenty years. 


Often during this time he had had to pick out hairs which’ 


had stuck in the skin of his hands. Ten years ago an abscess 
had developed from this cause in the web between the ‘middle 


and ring fingers of the left hand. The abscess had been - 


incised and “had healed Bneventially and heen followed by 
no further trouble. 

About the middle of 1947 he developed a a sinus in the web 
between the middle and ring fingers of the right hand, into 


i 7 Patey, D p H., Scarff, R. W. Lancet, 1946, ii, 484. i 
2. Ewing; M . R. Ibid, 1947, i, 427. 


which hairs particularly tended to enter and whence they often 
had to be picked out. In September, 1947, the condition 
flared up into an acute cellulitis of the web with associated 
_lymphangitis and lymphadenitis, as a result of which he was 
‘admitted to hospital. With penicillin treatment the acute 
inflammatory reaction subsided, leaving a sinus and a nodule 
as large as a small pea which could be felt in the web. A fine 
probe introduced into the sinus led into the. centre of the 
nodule. In November, 1947, he was readmitted to hospital, . 
and under general anesthesia the sinus and nodule were 
excised. The nodule into- which the sinus led was a 
. small cyst containing 

‘about half a dozen 
hairs a fow millimetres 
long (fig. 1). Proxi- . 
mally the cyst had 
ruptured to form a 
small abscess lined 
with granulation tissue, 
which was curetted. 
The wound was not ` 
sutured but rapidly 
healed and epithelised. 
The patient resumed 
his occupation as a 
barber a month later, 
and his condition has 


Srp £ e remained Fig. |—Cys¢ and sinus from barber’s hand 
satıs actory . showing hairs protruding from orifice 
Serial microscopy of of sinus. (x 3.) 


the specimen showed 

a track lined with stratified squamous epithelium leading 
to a cavity lined with inflammatory granulation tissue. There 
was no evidence of hair follicles or of other accessory skin 
structures in the track or in the cavity (figs. 2 and 3). 


The following case was kindly communicated to us 
by Mr. Vincent Patrick, F.R.C.S., of Wolverhampton : 


Case 2.—A hairdresser, aged 53, seen on April 22, 1948, 
said that about tho end of 1944, when employed doing war 
work in an engineering shop, and looking after his own 
business as a hairdresser in the evenings, he had scratched his 
left hand on a piece of wire. The scratch, which was in the 


_ cleft between the middle and ring fingers, had festered and 


discharged for about three weeks and intermittently since. 

He had noted a little opening in the web between the 
fingers, where hairs got in at his work, and he had tried to 
protect this with a bandage or with strapping or by wearing 
a rubber glove at work. 

There was an opening of an epithelised tract in the web 
between the middle and ring fingers easily taking an ordinary 
probe for 4/, in., which passed subcutaneously on the back 
of, the hand to a point beneath some small scars whence 
discharge was said to have issued. With the eye end of a 
needle, instead of a probs, three short pieces of cut hair were 
extracted. The sinus was excised under a local anesthetic 
on April 29 and found to be lined with epithelium and to 
contain a further 8 or 9 short pieces of cut hair. 


Fig. 2—Orifice of 
contin 


pilonidal sinus showing track lined with epithelium 


nuous with surface epichallum. (x 17.) 
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DISCUSSION. 


These are the third and fourth recorded cases of a 
typical pilonidal sinus in à barber’s hand, and it seems 
impossible to avoid the conclusion that the pilonidal sinus 
was an acquired condition and due to the penetration of 
hair clippings. A similar mechanism of origin must 
therefore be admitted as a possibility in the postanal 
region. If pilonidal sinus is an acquired infective condi- 
tion, there are two phases in its development : (l) an 


initial phase in which organisms are introduced into the 
tissues, there to give rise to the infection leading to the 


sinus ; and (2) the entrance of hairs into the sinus to 
produce the foreign-body granulomatous reaction. Subse- 
_ quent epithelisation of the sinus from the surface in part 
or in whole may or may not take place, and the same 
applies to secondary abscess and sinus formation. In 
the case of the barber’s hands hair seems to be concerned 
with both 
phases of de- 
velopment. 


nidal sinus— 
i.e., a foreign- 
body granu- 
loma round 
hair—may 
still develop 
even if the 
original 
mechanism 
of introduc- 
tion of infec- 
tion is not 
penetration 
by a hair. 
In the post- 
anal region, 
for example, 
the infection 
Sd often seems 
g o : ; to start at 
the base of a 
it See à hair follicle. 
™ EET EEE -a The main 
fact requir- 
ing explana- 
tion on the acquired theory of pilonidal sinus is why 
hairs tend to enter sinuses substantially in two situations 
only—the web of the fingers, and the upper end of the 
postanal cleft. Such an explanation is particularly 
necessary for the postanal region, because only a short 
distance away anal and ischiorectal sinuses show no 
tendency to become pilonidal. i 


A possible explanation is that the hairs enter the 
sinus not by being pushed in but by being sucked in. 
If a simple experiment is made with a rubber bulb with 
a narrow orifice, it will not be found easy to introduce 
a long soft hair into the bulb by pushing the hair; but, 
if after the hair has been partly introduced, a sudden 
negative pressure is created_in the bulb, the hair tends 
to be sucked in with great ease. We therefore suggest 
that the reason why sinuses in the webs of the fingers 


Fig. 3—Squamous lining of pilonidal sinus. (x 200.) 


and near the postanal cleft tend to become pilonidal is | 


that in these regions negative pressures are readily 
produced: in the webs of the fingers by the alternating 
tautening and loosening of the tissues during movements 
of the fingers ; and near the postanal cleft by the alternat- 
img pressure and relaxation of the ‘soft tissues against 
the coccyx and sacrum during sitting. It was a current 
idea in the American army that driving for a long time 
in motor vehicles with hard seats predisposed to pilonidal 
sinus, and a popular name for the condition was “ jeep 
disease.” s 
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As regards treatment we suggested in our previous 
article 1 that operation in a field made hairless by irradia- 
tion should help to prevent recurrence. Further, if 
our present view is~correct, an essential principle of 
surgical technique should be to secure adhesion -of the 
skin and subcutaneous tissue flaps to the deep fascia 
so as to avoid a sucking wound. And this principle 
should apply whether the wound is allowed to granulate 
and epithelise secondarily or whether one of the many 
techniques aiming at primary union is used. 


Medical Societies 


BRITISH ASSOCIATION OF UROLOGICAL | 
SURGEONS 


THE annual meeting was held in London on June 24, 
25, and 26. j 


name 


Surgery of Urethral Stricture 


In opening the discussion on June 24, with Mr. WALTER 
GALBRAITH, president of the section of urology of the 
Royal Society of Medicine, in the chair, Mr. H. L. 


ATTWATER remarked that urethral strictures were = 


becoming less common, and he emphasised their very 
slow and insidious development. Only 5% occur within 
5 years of the original infection and the average latent. 


-interval is 251/, years. Dilatation as a method of treat- 


ment has been tried for at least 3000 years. In applying 
it two important principles must be observed—extreme 
gentleness in instrumentation and regular repetition of 
the treatment for the rest of the patient’s life—‘‘ once 
a stricture, always a stricture.” But dilatation is not 
always successful. Failure may be due to extreme density 
of the stricture, acute sepsis, calculi, irritable stricture, 
and the inability of the patient to stand the discomfort 
or pain of repeated dilatation. Resilient stricture is 
rare, and its appearances are often.caused by muscular 
spasm; such cases are best treated by continuous 
dilatation. Impassable and impermeable strictures are 
a definite indication for surgical measures. In acute 
retention it is important to use very little urethral 
instrumentation since severe reactions and uremia are 
easily caused. A suprapubic, cystostomy should be done 
judiciously soon. l 

Traumatic lesions of the urethra are of three main 
types—those due to direct wounding, those due to 
perineal bruising (as in falling astride), and those associ- 
ated with fractured pelvis. In the immediate treatment of 
these injuries it is permissible to attempt catheterisation 
very gently. If this fails it is often necessary to drain 
the bladder suprapubically and leave the local treatment 
of the injury until later, because of the severe shock 
often present. But in rupture of the urethra with frac- 
tured pelvis an immediate repair is necessary to avoid 
the development of a serious obstruction which it would 
be very difficult to put right. If ‘delayed operation 
becomes necessary for any of these types of case it is 
important to wait until all local complications and sepsis 
are over. A preliminary intravenous pyelogram may 
be very helpful in showing the exact site and form of the 
lesion. A new type of traumatic stricture is that due 
to endoscopic prostatic surgery. It has been calculated 
that in an average resection the instrument is moved 
800 times in the urethra and it is therefore obvious 
what chances there are for injury. For the stricture 
due to chronic prostatitis dilatation is often satisfactory 
but the retropubic approach'may be a new answer to 
this problem as it has been to that of postprostatectomy 
stricture. 

In the female urethral stricture is commoner than 
ts generally supposed and it is a serious condition. 
This would be expected, for in the male a stricture becomes 
progressively more serious as its site approaches the 
bladder, and the female urethra corresponds with the 
posterior urethra of the male. 

When local infective complications arise at a stricture 
it is better to do a suprapubic cystostomy (and treat the 
stricture by dilatation later) than to make a local surgical 
attack on the lesion. External urethrotomy is seldom 
done nowadays, recontraction of the stricture being 
likely to follow. The Syme operation demands a passable 
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_ stricture, which ig better treated by other means. The 

Wheelhouse operation is preferable, but it is very diffi- 
cult to~ trace the lumen through the actual stricture 
with or without the help of methylene-blue, and it is also 
difficult to find the urethra proximal to the stricture 
without retrograde instrumentation. The Loughnane 
operation is very useful; in it no attempt is made to 
trace the lumen through the stricture, which is simply 
bypassed by a catheter buried alongside it and lying in 
the urethra above and below. This false passage becomes 
epithelialised from each end and is subsequently treated 
by dilatation. Internal urethrotomy is not satisfactory 
—it seldom leads to lasting results and may even make the 
stricture worse—but it may be useful when a quick 
result is necessary, in true resilient stricture, and in 
patients who cannot attend regularly for dilatation. 
When it is possible to remove all the affected tissue 
(and particularly in single traumatic strictures of the 
perineal urethra) excision is probably the best treatment. 
It is necessary to do preliminary cystostomy and a free 


mobilisation of the urethra above and below the stricture, © 


a procedure made safe by the vascularity of these tissues. 
If a gap has to be left it can usually be bridged by a 
catheter. Strictures of the prostatic and membranous 
urethra may be treated by a combination of excision 
and dilatation. In the perineal approach to these stric- 
tures great care must be taken not to damage the external 
sphincters. : i 

Mr. TERENCE MULLIN described in detail the excision 
of strictures of the bulb. Before operation both ascending 
and descending urethrograms should be obtained and the 
plates superimposed so as to define exactly both limits 
of the stricture. As much as 6 cm. of stricture may be 


excised and there must be no tension on the suture line. 


No indwelling catheter should be left after operation. 
_ Patients treated thus may remain potent. 

Dr. LEANDER (Stockholm) said that the worst strictures 
are .those due to badly treated intrapelvic rupture of 
the urethra with fractured pelvis. He advocated a 
perineal operation, of which the three main principles 
are to excise all fibrosis, to mobilise the urethra 
thoroughly, and to leave no dead space under the skin. 

Mr. W. S. Mack (Glasgow) presented figures showing 
that gonorrhea] stricture is becoming more common 
compared with ten years ago. Cases of ‘‘ non-specific 
urethritis ” may in reality be gonorrhea treated with 
penicillin or a sulphonamide, and stricture may follow. 
Dilatation should be the standard treatment of stricture 
but operation is sometimes necessary and he is quite 
partial to internal urethrotomy. Excision (Marian’s 
operation). is usually practicable only in traumatic 
stricture, since it is impossible to excise all the fibrosis 
left by inflammation. Stricture of the external meatus 
often involves the terminal urethra as well and cannot 
be treated by meatotomy. He creates an artificial 
hypospadias just proximal to the glans. Dilatation is 
useless. 

Mr. H. H. Stewarr (Bradford) described general 
contracture of the penile urethra and an operation he 
has devised for it similar to the.Ombrédanne operation 
for hypospadias. This operation ‘can only be done in 
patients with a foreskin. Potency is retained. 

Mr. H. P. WINSBURY-WHITE (London) re-emphasised 
the importance and severity of strictures in the female. 

Mr. Wo.FRED ADAMS (Bristol) recounted a case 
whose urethra became obliterated from the penoscrotal 
junction after prostatectomy (not by Mr. Adams). 

Mr. A. W. BADENOCcH (London) considered the retro- 
pubic approach very difficult for strictures of the posterior 
urethra, though for the immediate treatment of the injury 
it may be suitable. 

Mr. E. T. C. MILLIGAN (London) referred to the work 
of Hamilton Russell and particularly mentioned his point 
that it is unnecessary to suture the whole circumference 
of the urethra in anastomosing after excision. The glands 
of Littré are mainly in the roof of the urethra, and 
most strictures are centred here, so internal urethrotomy 
. rests on a sound foundation. He maintained that the 
indwelling catheter is an important cause of stricture. 

Prof. J. HELLSTROM (Stockholm) described an opera- 
tion which can be used when it is impossible to find the 
proximal end of the urethra after excising a stricture. 
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An artificial proximal urethra is constructed, and, when | 
it is established, is anastomosed to the distal end. He 
uses a similar method for repairing the bile-duct. 


Stones in the Kidney and Ureter 


Professor HELLSTROM, opening the discussion on. 
June 25, when Mr. A. CLIFFORD Morson, president, of the 
association, was in the chair, compared his results in 
1911-34 at Maria Hospital, and from 1940 onwards at 
Carolinen Hospital. In Sweden renal calculi are common 
and probably becoming more so. In 1911-14 there were 
1244 cases of renal and ureteric calculi and in 1935-38 
therg were 16,312, and this increase could not be due only 
to improved diagnosis. Most cases did not require 
operation. A nutritional factor is probably. mainly 
responsible for the increase in stone. Chemical analysis . 
showed that 63% of stones were composed of oxalates 
or a mixture of oxalates and‘phosphates; 22% were 
classed as infective ; 5% each were composed of uric acid 
and of phosphates ; 5% were uncertain. Oxalate stones 
usually occur in young men, and there is often a history 
of gastro-intestinal upset. There is no evidence of an 
abnormally large dietary intake of oxalate. The stones 
probably originate in.a focus of subepithelial calcification 
which grows, becomes extruded, and is finally detached. 
Stones due to infection are chiefly caused by urea- 
splitting organisms. Of 12 cases of hyperparathyroidism 
6 had renal stones; the urinary excretion of calcium 
falls within 24 hours of the removal of the parathyroid 
tumour and the stones may then shrink. l 

In the treatment of ureteric calculi Professor Hellstrom 
is becoming more conservative. He does not agree with 
an American view that the stone should be removed by 
operation while it is still in the upper ureter simply 
to avoid the difficulties of the lower operation. About 
half of the ureteric stones are passed within a week — 
of the first symptom, but some may remain in the ureter 
for as long as three years without harm. For stones held 
up in the lower ureter the midline approach has several 
advantages. It is important not to tilt the patient until 
the ureter has, been secured above the stone, so as to 


-prevent its slipping up to the kidney. 


‘observation and close follow-up are essential. 


Reported recurrence-rates after’ operation for renal 
calculi range from 2 to 50%. For reliable figures ore 

is 
own recurrences in 1911-34 totalled 25%, the 86 cases 
being divided into : fresh calculi on the operated side, 29 ; 
fresh calculi on the other side, 17; fresh calculi on both 
sides, 13; and calculi left behind at operation, 27. 
He now takes a radiogram of the kidney at operation, 
using a film in a pliable sterilised casette which can be 
put into the wound. Most “ recurrent ”’ stones result 
from either leaving behind at operation some minute 
concretions which later grow into stones, -or infection. 
Blood-clot may be a focus of stone formation, so he 
advises irrigation before closing the pelvis and very 
careful hemostasis. He does not usually drain the kidney. 
In the postoperative period sulphonamides, penicillin, 
and streptomycin may all be valuable, and early rising 
(on the first or second day) is an important preventive 
of thrombo-embolism. A further radiogram is taken before 
the patient leaves hospital and if a small stone is seen to 
remain it may be possible to wash. it out with a ureteric 
catheter. His total mortality-rate is 5%, but since 1940 
it has dropped to 1%. Recently the recurrence-rate 
has been lower than average (18%). 

Mr. THompson Tart (Melbourne) described cases of 
bilateral renal calculi and drew two conclusions—that 
every case of this sort must be dealt with on its merits, 
and that it is sometimes possible to benefit the most 
advanced case by suitable surgery. On the other hand 
there are cases in which operation is far better avoided. 

Mr. J. M. RIDLEY THomaAs (Norwich), in a paper on 
vesical calculus in Norfolk, noted that for centuries this 
county had an unusually high incidence of bladder 
stone. Surprisingly good results were sometimes obtained 
by the early lithotomists. At the beginning of the 
nineteenth century a surgeon performed 147 lithotomies 
with only 17 deaths. The records of the Norfolk and 
Norwich Hospital show that during 1910-30 the 
incidence of primary vesical calculus, particularly in 
children, sharply declined and it is now very rare. 
During these ,years the agricultural economy of the 
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county changed from grain production to mixed farming 
and in the influence of this change on the diet of the 
people Mr. Thomas found the explanation of the dis- 
appearance of Vesical calculus, the essential agent 
probably being vitamin A. 

Mr. N. J. NICHOLSON (Louth) showed his X-ray appa- 
ratus for screening the kidney during calculus operations. 

Mr. L. N. Pyrauw (Leeds) said that the two factors for 
the production of calcification in the renal tubules are 
a high concentration of calcium in the urine and alkalosis. 
Alkalosis is the predominant factor when calcification 
occurs in pyloric stenosis and marasmus, whereas a 
high urinary calcium is the predominant factoy in 
hyperparathyroidism, hypervitaminosis D, and multiple 
myelomatosis. The process can be studied by overfeeding 
rats with vitamin D. The calcium is deposited mainly 
in the tubules of the boundary zone. If the overdose is 
maintained for only 2-3 days the change is reversible 
and the calcium is eliminated in the next 12 days. A 
corresponding, reversibility is seen in human hyper- 
parathyroidism, of which Mr. Pyrah has studied 11 cases, 
4 of them having renal calculi. In 3 of these cases the 
stones disappeared spontaneously after the removal 
of the adenoma. If pyloric stenosis is produced in the 
- cat by tying a ligature round the pylorus, extensive 
TO calcification is found when the cat dies after 5 
ays. | 
_ Dr. N. S. Conway (Glasgow) has investigated the 
urinary citrate excretion of patients with renal calculi. 
The normal urinary citrate excretion is 400-700 mg. a 
day and is unaffected by diet but is reduced by androgens 
and increased by a rise in the urinary pH. The average 
citrate excretion of patients with calculi is only 280 mg. 
a day; their blood-citrate and renal function are normal. 
But if these calculous patients are separated into two 
. groups according to the presence or absence of infection 
in the urine it is found that the uninfected group have 
an almost normal citrate excretion (average 416 mg.) 
whereas those with infected calculi excrete on the average 
only 144 mg. of citrate a day. There is therefore no point 
in giving oestrogens to patients with sterile calculi. 

Mr. WINSBURY-WHITE said that in 63% of cases of 
stone in the upper urinary tract there is evidence of 
infection in the genitalia, urethra, or bladder neck. Two 
important factors in reducing operative mortality for 
stone are the avoidance of instrumentation shortly before 
operation, and effective drainage. 3 ' 

Mr. N. O. T. GIBBON (Liverpool) described a case of 
nephrocalcinosis in a man of 32 who often passed 
mixed oxalate and phosphate stones and in whom: the 
calcium excretion was three times normal. Giving 
citrates reduced the calcium excretion by 20%. 

Mr. A. H. Jacoss (Glasgow) thought that the dissolu- 
tion of calculi with buffered citrate solution has a 
definite place in the treatment of large branching calculi 
of the upper tract which are very difficult to remove 
completely by operation. After removing all he can he 
leaves a nephrostomy tube in the kidney and irrigates it 
with Suby’s solution under repeated control. 

Mr. E. W. RicHeEs (London) has used Suby’s solution 
for treating calculi in paraplegics, but has had much 
better results in the bladder than in the kidney. 

-Mr,. J. C. ANDERSON (Sheffield) described how a ureteric 
calculus disintegrated in six months after irrigation 
with “ solution M,’’ which contains twice as much 
carbonate as ‘solution G” and is less irritating. 

Mr. T. L. CHAPMAN (Glasgow) showed that a small 
stone recurring after operation for a large stone may 
be much more serious than an untreated large one. 

Mr. BADENOCH has not found “ solution G ” effective. 

Mr. JOHN EVERIDGE (London) emphasised the danger 
of phosphate stones forming in patients under protracted 
treatment with alkalis for peptic ulcer and urged that 

X-ray films should be taken periodically to check this. 


Short Papers 


The third day was taken up with short papers and 
films. Dr. Louis MICHON (Paris) discussed the repair of 
exstrophy of the bladder; Mr. T. J. D. LANE (Dublin) 
described an uncommon blood condition simulating 
carcinoma; and Mr. HAMILTON BAILEY recalled some 
urologica] clinical entities frequently missed. 


Reviews of Books 


Anatomie Artistique ve g 
ARNOULD MOREAUX, membre de la Société des Artistes 
francais. Paris: Maloine. 1947. Pp. 366. Fr. 850. 


THE study of anatomy should be that of making 
“ these dry bones live,” though unfortunately to many 
medical students it becomes a static rather than a vital 
subject. The artist, however, does not depend on cadaver 
studies in his work, and while making his work active 
and living he sometimes loses by an imperfect knowledge 
of anatomy. This work, by an artist who is also an 
anatomist, has an original and instructive approach : it 
is a study of bones, joints, and muscles and is treated in 
such a way that the advanced student of anatomy can 
see the subject from a fresh angle. The pages are fewer 


than the illustrations, many of which comprise three or. 


four individual studies. This follows Leonardo da Vinci’s 


. precept that an anatomical subject should be drawn 


from several different aspects which will give a much 
clearer idea of the subject than pages of written 
description. | | : 

The great value of the book as a whole is that it depicts 
movement—showing, for example, how and where move- 
ments of the vertebral column take place and the range 
of joint and muscle action. The positions of the arm 
and shoulder in different actions demonstrate muscular 
function in a manner seen in few anatomical textbooks, 
and other parts of the body are displayed -in a similar 
way, bones and muscles being considered as active 
structures in groups or planes rather than as individual 
structures. . 1G Se 

A return to graphic rather than verbal descriptive 
anatomy, as demonstrated by M. Moreaux, has much 
to commend it. : ; 


Primer of Cardiology ; 
GEORGE E. BURCH, M.D., F.A.C.P., associate professor of 
medicine, Tulane University; PAUL REASER, M.D., 
instructor in. medicine in the university. London: 
H. Kimpton. 1947. Pp. 272. 22s. 6d. 


THE abundance of detail in this book may well confuse 
the beginner for whom it is intended. The description 
of gallop-rhythm, for example, is over-elaborate, and the 
authors might with advantage have borrowed from 
British work on this subject. In some cases the matter 
is inconsistent; thus the text states that arsenicals 
should never be used in syphilitic aortic incompetence, 
while a table above gives the doses of such drugs to be 
used in this condition. Again, auricular fibrillation and 
flutter are given among the pathognomonic signs of 


organic heart disease but are also said to occur-in psycho- © 


neuroses. The presentation is designed to make the 
reader think for himself, ‘and should do so, for every 
attempt is made—by discussion and illustration—to 
explain signs and symptoms on a physical and 
physiological basis. | 
The Legacy of Swift 
Editor: Maurice Craig. Dublin: Sign of the Three 
Candles, for the Governors of St. Patrick’s Hospital. 
’ 1948. Pp. 70. 5s. 

IT is a remarkable paradox, but quite in keeping with 
the man, that Dean Swift, that professed hater of his 
fellowmen, should be the originator of one of the most 
beneficent institutions for suffering humanity ever 
established. But Swift under a grim and cynical crust 
possessed a deep and compelling sympathy, especially 
for the mentally afflicted. St. Patrick’s Hospital, which 
he founded, and to which he bequeathed the whole of his 
fortune, has steadily gone on from strength to strength. 
It is now one of the foremost institutions of its kind, and, 
as is here pointed out by Dr. J. N. P. Moore, the present 
medical superintendent, and by Dr. J. D. H. Widdess, 
it is fully equipped with the most recent methods for 
the treatment of the mentally disabled. It is a far 
from the time when mental cases were exhibited, some- 
times on payment of a fee, for the amusement or scorn of 
their barbarous contemporaries. The legacy of Swift 


~ 


has indeed come to fruition and this booklet tells the | 


story of its development in a brief but - arresting 
manner. ; 
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Our Service 


In shelters, fo’ċ’sles, barrack-rooms, and other 
places of common resort, the talk often turned to 
the shortcomings of society. “‘ But it will be different 
after the war,” we used to say. And in the anxious 
winter of 1942 BEVERIDGE showed how it might be 
made different—how the nation could ensure that 
all its members, whether old or young, ill or unfor- 
tunate, should have a basic minimum of food and 
care. Being older and wiser, we now know that in 
times like- these even social -security is insecure ; 
its money benefits would quickly be made worthless 
by inflation or external bankruptcy, and its stabilising 
influence in time of trial has to be weighed against 
its possible effect in discouraging effort when effort 
is so badly wanted. Moreover, in seeking Freedom 
from Want one may lose other freedoms, and Britain’s 
recent advancęs towards Equality and Fraternity 
have been made at some cost to Liberty. The 
balance proper to our day and generation is hard to 
strike, and it may be long before we reach equilibrium. 
Yet with all these reservations it is certainly a source 
of strength to a country for its people to feel that, 
in peace as in war, the necessities of life will be shared 
according to need ; and we can all be proud at least 
of the impulse behind the legislation that comes into 
force next Monday. 

The new arrangements confer a great benefit on 
medicine by lessening the commercial element in its 
practice. Now that everyone is entitled to full 
medical care, the doctor can provide that care without 
thinking of his own profit or his patient’s loss, and 
can allocate his efforts more according to medical 
priority. The money barrier has of course protected 
him against people who do not really require help, 
but it has also separated him from people who really 
do: and only time can show the relative proportions of 
the two classes. But though, as we hope, removal of 
this barrier will help to bring medicine to those who 
need it most, a truly satisfactory application of medical 
knowledge and resources demands much reorganisation 
and development both in general and hospital practice. 
Given time, the rationalisation of hospital services 
under. State ownership should mean real progress in 
applied medicine, and anyone. who has studied the 
membership of the boards and committees charged 
with their management must agree that our profession 
has. been given a full opportunity for leadership. 
If we continue tó think of the National Health Service 
as a State service it will fail; but if we recognise it 
as our own service we can make it a great and increas- 
ing success. For this we shall require all the sense 
of duty that training and tradition can inspire, and 
the result will ultimately depend on the standards 
of the teaching schools. But our tradition is strong 
because it is a good tradition ; and it will prevail. 
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History at Geneva 


~ CLINICIANS generally think of medicine as a personal 
art: “take care of the patients,” they say, “and 
the populations will take care of themselves.” For 
clinicians this may be right and proper.and wise ; 
but it is only penny wisdom if it blinds them to the 
benefits of the communal approach to health. Simi- 
larly a national outlook is pound-foolish if it dis- 
‘courages an international approach that would be for 
the general good; and only the most. perversely 
insular will deny the immense potential significance 
of the World Health Assembly which opened in 
Geneva last week. The constitution of the World 
Health Organisation was signed two years ago by 
61 nations—probably the greatest number that have 
ever agreed on any set of principles—and the new 
body is unique among United Nations special agencies . 
in containing representatives of the Soviet republics. 
To everyone it appeals as a constructive effort; and 


it is a good basis for working together, because, as 


the Chinese delegate said, 
health takes it from another.” 
In our own country the public-health movement 
arose early last century from recognition that disease 
in the poorer sections of the community was a peril 
to all. In the same way the international movement 
is based first on the fact that “ unequal development 


‘no nation by gaining 


in different countries in the promotion of health 


and control of disease, especially communicablé 
disease, is a common danger.” Today, in a world 
growing rapidly smaller with the development of 
transport, there is increasing need of centralised 
epidemiological information ‘and a central body able 
to take the kind of action required by last year’s 
cholera epidemic fn Egypt. As a defensive organisa- — 


- tion .W.H.O. assumes functions previously carried 


out by several others, including the Office International 


' d'Hygiène Publique and the Health Organisatian of 


the League of Nations, and it will also be continuing 
previous work when it provides us with international 
standards for drugs and biological products, an 
international pharmacopeia, and an international 
classification for diseases and causes of death. But 
although there are obvious advantages in having all 
these necessary tasks undertaken by a single organisa- 
tion, there is admittedly nothing very new or exciting 
about them. What is really novel about W.H.O. is 
the size of its ultimate objective—“ the attainment 
by all people of the highest possible levels of health.” 
Nowadays not only do we know how to prevent the 
spread of infections, at relatively low cost, but also 
we know that scientific medicine, wherever it is 
applied, is capable of greatly increasing the health 
and strength, and therefore the prosperity, of mankind. 
The duty laid by its founders on W.H.O. is to spread 
more widely the advantages now enjoyed by relatively 
few. The old negative conception is thus supple- 
mented by a new positive one, and the World Health 
Assembly will have to decide exactly where, in this 
present year of grace, the emphasis should be placed. 

Two widely different lines of policy might be 
followed. Some of the participating countries— 
including some with long experience of international 
endeavour—believe that W.H.O. would do well to 
concentrate at first on the tasks which cannot possibly 
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be undertaken by nations individually—-epidemio- 
logical information, sanitary conventions, standardisa- 
tion, and the like. The right course, as they see it, 


is to proceed quietly with this unspectacular work - 


which may not interest the public but is unquestion- 
ably essential and is also inexpensive. At the other 
end of the scale are countries which see in W.H.O. 
a means of bringing the resources of science to vast 
populations now living in medical darkness. From 


the statement that W.H.O. makes no distinctions of ’ 


race, political belief, or social condition they deduce 
that it should direct its gaze towards the East rather 
than the West, forming regional branches which could 
undertake big schemes for eradicating tropical diseases, 
training medical workers, and perhaps even subsidising 
hospital care. Between these extremes is the com- 
promise policy placed before the assembly by the 
_W.H.O. interim commission which has gone on with 
the work during the two years that have preceded 
ratification of the constitution. | 

Under the able chairmanship of Dr. ANDRIJA: 
STAMPAR, of Yugcslavia, who was last week unani- 
mously elected president of the World Health 
Assembly, this commission has not only carried on 
defensive epidemiological services but has maintained 
technical missions in many countries and has initiated 
a very successful scheme of fellowships by which 
already 250 doctors and other health workers have 
gone abroad to gain experience or information. The 
fellowships and missions, which have hitherto been 
financed from the residual funds of UNRRA, must 
undoubtedly be continued, and the missions ought 
to be extended to other than UNRRA countries. In 
addition, however, the interim commission suggests 
that in the immediate future W.H.O. should tackle 
four major problems—malaria, tuberculosis, venereal 
disease, and the health of mothers and children. In 
so doing it would follow the example of the Rocke- 
feller Foundation ; rather than embark on large 
schemes of its own it would help countries to help 
themselves, and use its experts and its funds as 
catalysts. To fulfil this compromise programme the 
interim commission proposes a budget of some 
6,500,000 dollars in. 1949—a small enough sum 
when one considers the cost of national medical 
services or of other agencies of the United Nations. 
But even this modest demand now seems unlikely to 
be granted; for in the United States the World 
Health Organisation has unfortunately come under 
suspicion as a potential exponent of “ socialised 
medicine,” and in ratifying its constitution the 
Congress has made regrettable reservations, one of 
which is that the American contribution shall be limited 
to 1,920,000 dollars per annum while another is that the 
United States reserves the right to withdraw on a 
year’s notice. If the United States contribution is scaled 
down, others are likely to be reduced in proportion. 
- Ratification with reservations is not exactly ratifi- 
cation; and though the U.S. delegation was last 
week provisionally admitted to full membership of 
the World Health Assembly its members find them- 
selves in a slightly equivocal position. The U.S.A. 
has nevertheless set a valuable example by sending 
to Geneva an exceptionally large number of delegates, 
including representatives of unofficial bodies such as 
the American Medical Association. The assembly 
will have to decide whether in future years non- 


governmental médical agencies should be entitled to 
attend as observers—and if so which of them should 
be invited. Though this may seem a small matter, 
it is closely related to the question whether W.H.O. 
is going to remain a smallish official organisation 
with strictly limited functions, or is going to develop 
rapidly with the stimulating support from public 
opinion which it could easily enlist. In such a project, 
at such a time as this, it is very necessary to keep 
both feet on the financial ground ; yet those respon- 
sible for the new venture must be well aware that 
money usually comes in the end to those who can prove 
that they would use it profitably. Nowhere more 
than in international effort is there need of faith, and 
Dr. STAMPAR was right in saying that if the World 
Health Organisation adopts a negative attitude, and 
does not treat health problems as of global importance, 
“it is bound to experience setbacks right from the 
beginning, and we shall gradually lose the faith in it 
which all of us express at present.” In mutual aid 
between nations, as between individuals, lies our only 
real hope for the future, and the World Health 
Organisation has it in its power to play a notable part 
in the process of civilisation. In President TRUMAN's 
words, we look to it ‘‘ with hope and expectation.” 


Surgical Physiology of the Stomach — 


THE flow of gastric juice is under dual control. 
There is a psychic flow, produced by the taste, sight, 
and even thought of food; and a chemical flow, 
provoked by the arrival of certain foods, particularly | 
meat extracts, in the stomach. The psychic flow 
results from the passage of nerve impulses down the 
vagi, and can be imitated by stimulating the vagi 
electrically or abolished. by cutting them. EDKINS 
showed in 1906 that the chemical flow is due to 
gastrin, a hormone which is formed by pyloric mucosa 
in contact with appropriate foods and enters the 


_blood-stream to reach the glands of the gastric fundus. 


The existence of gastrin, for long in doubt, has been 
confirmed by cross-circulation experiments and by 
the preparation of the hormone in a considerable 
degree of purity and free from histamine. It is a protein 
and is water-soluble. Experimentally it works: only 
on intravenous injection and it stimulates the parietal 
cells only, the juice produced by its injection being 
poor in enzyme content. Gastrin is also responsible, — 
as a humoral intermediary, for the psychic flow. Vagal 
stimulation induces a flow of gastric juice by causing 
the prepyloric antrum to elaborate gastrin. Thus 
excision or cocainisation of the prepyloric antrum 
almost abolishes the nervous flow from the fundus; 
whereas, if the antrum is isolated with its blood and 
nerve-supply intact, stimulation of the vagi produces 
an ample flow from the fundus. Cross-circulation 
experiments show that stimulation of the vagi of the 
donor animal will produce a flow of gastric juice in the 
recipient animal. Such experiments, repeated with a 
variety of modifications, have yielded the results, 
negative or positive, which the underlying theory 
would lead one to expect. Gastrin extracted from the 
human pylorus and duodenum, when injected into 
animals, will excite a flow of gastric juice which ceases 
thirty minutes after the injection. Though injection 
of purified gastrin will provoke only the parietal cells 
to activity, vagal stimulation yields gastric juice of 


_the secretion of an. element of the gastric juice. 
place for histamine in the control of gastric secretion 


. mine in increased quantity. 


7 


` accompany the vagus resection. 
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full enzyme ‘content. - This suggests that the gastrin 
isolated is only a part of the pyloric antrum hormone 
and that, like secretin, it will be shown to consist of 
more than one chemical entity, each responsible for 
A 


is suggested by the findings that the fundus of the 
stomach ‘contains more histamine than the pylorus ; 

that gastric’ juice’contains histamine which does not 
vary in quantity with the type of stimulus used ; and 
that. blood leaving the stomach does not yield hista- 
Prof. G. S. KARLSON, 
of Lund, who summarised the present knowledge of 
gastric secretion in a leċture at Guy’s Hospital in 
May, postulates _ that gastrin liberates histamine 
locally in the gastric fundus and that histamine is 
thus the immediate stimulus to the gastric cells, but 
he would not yet raise this hypothesis to. the status 
of a theory. . 

It is notoriously baiso to spy experimental 
results from animals to ‘the treatment of human 
beings, because human and animal physiology show 
subtle but important differences. The limited experi- 
mental work on man, however, suggests that man and 
the laboratory animal control their gastric secretion 
in the same way and justifies physiological reflections 
on the surgery. of peptic ulcer in man. The aim of 
surgery is to reduce the flow of gastric juice which is 
the immediate cause of peptic ulceration; and in 
theory it should be possible, where medical treatment 
has failed to relieve symptoms, surgically to weaken 
or break the physiological chain of gastric secretion 
in three different places. The vagi might be cut to 
‘abolish the psychic flow; the pyloric antrum and 
duodenum might be removed to -ablate the tissues 
forming gastrin: or the stomach from cardia to 
pyloric antrum might be resected to put the peptic 
juice factory out of business. In practice most 
operations for peptic ulcer make-an incomplete attack 
at more than one point. A vagus resection is incom- 
plete because it tackles only the psychic flow, and some 
advocates: of this operation believe that pyloric 
antrectomy—for gastric ulcer at any rate—should 
Partial gastrectomy 
attacks the formation of both gastrin and peptic 
juice, but it does neither completely. How miserably 
it fails to prevent fresh ulceration if the pylorus must 
(for technical reasons) be left behind is known to all 
gastrectomists. The finding that gastrin is also formed 
in the duodenum might mean that the removal of 
more duodenum would improve the results of gastrec- 


tomy. Many surgeons, but by no means all, believe 


that very high gastrectomies are the operations of 
choice ; and it is certain that the higher the gastrec- 
tomy the greater the destruction of tissues forming 
gastric juice. Nevertheless only total gastrectomy 
destroys all the cells forming gastric juice and this is 
the only procedure which will guarantee a patient 
against recurrent ulceration, though at the cost of a 
variety of undesirable side-effects, not to mention 
an increased risk of dying from the cure. 

The moral seems to be that an incomplete interrup- 
tion of the physiological chain of gastric secretion at 
more than one point gives the best results at present 
obtainable in the surgery of peptic ulcer. But the 
surgeon might. consider whether removal of more 
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duodenum at gastrectomy would yield better results ; 

and whether redoubled precautions to guard against 
reflux of food into the duodenal stump would lessen 
gastrin formation by depriving the duodenum of its 
physiological stimulus. or 


B.P. 1948 


THE British Pharmacopaia, 1948,! which will come 
into force on Sept. 1 and is not yet on sale, is a 


. handsome volume, clothed in scarlet and embellished 
with gold lettering —a brave attempt to gild a pill 


of enormous dimensions made up of an astonishingly 
heterogeneous collection of ingredients. There are 
about 600 pages of monographs describing drugs and 
preparations; the 24 appendices, mainly concerned 
with physical and pharmaceutical chemistry, fill 
another 200 pages ; and it is significant of the scope 
of the work that the index contains well over 4000 
items. 

Lists of deletions and sdaitions shouid not bo taken 
at face value, for here and there a drug is deleted 
merely because of a minor change of name. ‘Thus 
ergometrine is apparently “ struck off strength, ” but 
is immediately reinstated as ergometrine maleate. 


Similarly about a score of these ifgms are “new” 


only in a strictly official sense, for such old friends 


as calamine lotion ‘and emulsion of paraffin oil are 
like good wine that needs no bush. Again, sodium 
metabisulphite, an ingredient of half a*dozen official 
injections, is a preservative of interest only to the 
manufacturing chemist ; and terpineol is introduced 
merely as a perfume for the ‘solution of chloroxylenol, ‘ 
Nevertheless, the status of such compounds jis a 
matter of some moment to the pharmacist. Then in 


future we must try to say ipomcea when we think of 


s¢ammony (which happily is not often), and ouabain 
rather than strophanthin. The soluble forms of drugs 
such as barbitone, phenobarbitone, fluorescein, ; and 
saccharin are now more precisely described as sodium 
compounds—e.g., sodium barbitone for soluble barbi- 
tone. Similarly phemitone is called. methylpheno- 
barbitone ; and instead of the word pulverata to 
indicate a powder suitably standardised, as in Cigana 
pulverata, we read preparata. 

- Besides the additions made in the seven addenda 
of the past twelve years, the new volume contains 
155 new names. The most impressive series of new- 
comers is the 57 injections, which bring the total up 
to 84, compared with a mere half-dozen: in the 
B.P. 1932. Here again, however, the majority are 
familiar remedies now made immediately available 
in this convenient form. These include such common- 


‘place substances as morphine sulphate, adrenaline 


tartrate, atropine sulphate, dextrose, neo-arsphena- 
mine, sulpharsphenamine, ouabain, strychnine hydro- 
chloride, sodium phenobarbitone, Ringer’s solution, 
and many others. The modern tendency ‘to produce 
pure chemical substances for therapeutic use continues 
to be reflected in the introduction of a large number 
of new remedies which can be injected if necessary 
—e.g., digoxin, ergometrine maleate, mepacrine 
methanosulphate, neostigmine methyl sulphate, pethi- 
dine hydrochloride, and suramin. Hormonal prepara- 
tions are often most suitably dispensed in this form, 


1. T9 be published for the General Medical Council by Constable 
o. Ltd., London. Pp. xl-+ 914: 


20 THE LANCET] 


and there are now official injections of desoxycortone 
acetate, chorionic (and serum) gonadotrophin, ethi- 
sterone, hexcestrol, cestradiol dipropionate, cestradiol 
monobenzoate, progesterone, and testosterone pro- 
pionate. Separate injections are now official for 
vasopressin and oxytocin. Vitamin K as menaphtone 
and vitamin B, as aneurine hydrochloride are, as 
expected, now available as injections. 
miscellaneous injections include those of diodone and 
of iodoxyl which are intended for pyelography. 
Soluble salts of sulphathiazole and of sulphadiazine 
are Official preparations for parenteral administration. 


Ethanolamine oleate is used as a sclerosing agent - 


for varicose veins. - Vinyl ether has earned approval 
presumably because experience has shown that in 
expert hands it is a valuable general anesthetic. 
A growing literature shows how difficult it is to combine 
efficiency with safety in cocaine substitutes. Butyl 
aminobenzoate and butacaine sulphate (known by 
the trade names ‘ Butesin’ and ‘ Butyn’) and 
cinchocaine hydrochloride join amethocaine and 
orthocaine. Among drugs used as basal anesthetics 


are the sodium salts of hexobarbitone and thiopentone, ` 


which have long been in common use as ‘ Evipan ’ 
and ‘‘ Pentothal.’- Picrotoxin, which is firmly estab- 
lished as the drug of choice in barbiturate poisoning, 
is now Official; and phenytoin represents the newer 
drugs for the treatment of epilepsy. Thiouracil and 
methylthiouracil are included, and so are papaverine 
and pethidine, which share an antispasmodic action 
but differ in other important respects. The original 
flavine antiseptics did not fulfil expectations, some 
‘tending to delay the healing of wounds, but the best 


of these compounds, proflavine, becomes official as 


the hemisulphate. Suppositories of old familiar drugs 


(cocaine, hamamelis, &c.) have returned to the 


pharmacopeia. The list of vaccines is growing, but 
the only recent ones- that interest the practitioner 
in Britain are those for the treatment or prevention 
of acne, whooping-cough, staphylococcal infections, 
and tuberculosis. The use of tubercle bacilli as an 
antigen brings the B.P. into line with its continental 
equivalents. 


Much wholesome pleasure can be derived from 
deleting the names of drugs from a pharmacopeia. 
Thus there will be general satisfaction on finding that 
upwards of 100 articles and preparations included in 
previous editions find no place in the B.P. 1948; 
but this is not to say that the Commissioners’ reasons 
for lightening the load will always be appreciated. 
For example, ammonium carbonate is banished, but 
ammonium bicarbonate (possessing all the virtues of 
the carbonate, such as they are) takes its place. 
Several aromatic ‘waters are excluded, but one 
(aq. menth. pip.) is replaced by a concentrated water. 
Few will lament the passing of hoary remedies whose 
title-deeds to therapeutic potency are lost in antiquity ; 
such are copaiba, buchu, asafcetida, and sandalwood 
oil—drugs which were once esteemed as ‘urinary 
antiseptics. Not a few drugs formerly official have 
been discarded because more active preparations are 
now preferred ; dry extract of liver, powder of vitamin 
B,, anti-dysenteric and anti-pneumococcal serum, 
Easton’s syrup, injection of iron, carbromal, and 
injections of mercury and calomel are all examples of 
this type. To exclude hexamine on the same grounds 
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seems odd, for even if the sulphonamides have ousted 
hexamine it is undoubtedly a potent drug in large 
doses. Other preparations can be sacrificed more 
readily because they have objectionable side-effects ; 
such are methylsulphonal (though sulphonal remains), 


‘cantharadin (including liquor epispasticus), jalap, 


chrysarobin ointment, and sulphapyridine. . Eight 
infusions and the majority of 17 tinctures are deleted 
for reasons best known to the pharmacist or on grounds 
of redundancy. | | 


` Many doctors will be surprised and perturbed to 

find some of their most cherished remedies thrown - 
on the scrap heap. The confections of senna and of 
sulphur, lobelia, linseed, black wash, and the solution 
of glyceryl trinitrate no longer claim monographs ; 
but it is comforting to know that many drugs which 
do not pass muster for the B.P. are listed in the 
B.P.C.; and who shall say that none of these will 
regain its former status in some future edition ? 


Annotations | es 


REMUNERATION 


LAYMEN reading successive reports from the Spens 
committees have been known to question the need to 
improve the financial position of doctors ‘and dentists 
in relation to other people. They remark that such 
improvement was not part of the original programme 
for a public medical service. Doctors, on the other hand, 
can fairly reply that it was no part of the original 
programme to lower the standard of living of professional 
men and women who are doing good and necessary 
work. The Minister’s message on p. 24 suggests that 
he accepts this principle, and we hope he will be able 
to give early attention in particular to the situation of 
the country doctor with a relatively small potential 
number of patients—a situation which has been well 


_ presented in our correspondence columns and was dis- 


cussed by the representative body of the British Medical 
Association last week. As was pointed out at the 
representative meeting, one of the difficulties of payment 
by capitation fee is that any doctor trying to give really 
good attention to a small number of patients—and 
perhaps prevented geographically from augmenting that 
number—is at a serious monetary disadvantage, and a - 
speaker suggested that the deserving general practitioner 
in such circumstances should be entitled to some additional 
emolument for merit, on the lines of the “ distinction 
awards °- which the Spens Committee has proposed for 
specialists. nig 

This suggestion is the more interesting coming at a 
time when the Spens proposal is itself under fire. Its 
opponents say that all sorts of personal difficulties will 
arise if any primarily professional body has to decide on 
unequal payment of doctors holding similar appointments. 
Certainly the awkwardness of choice will be increased 
by the fact that the three awards of £500, £1500, and 
£2500 differ so widely, and the committee’s task might 
be less formidable if these awards took the form of 
promotion to one of three ascending scales in which length 
of service would again operate. Complaints might also 
be reduced if the regular increments granted to all 
specialists did not cease quite so abruptly and so early 
in their career. Such minor modifications, however, do 
nothing to meet the main objection that a. small central 
committee cannot possibly know much about all the 


candidates, and that the chances of personal acquaintance 


might therefore affect its decisions. In answer to this, 
the suggestion has been put forward that the awards 
should be made in the regions, by regional appointments 
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committees which would know more about the people 
concerned. On the other hand, it would be manifestly 
unfair to allot each region a quota calculated on any 
rigid scale, and there appear to be strong arguments for 
leaving the ultimate decision to a central body. We 
share the opinion of Dr. Cochrane Shanks,! who was a 
member of the Spens Committee, that the principle of 
making the higher salaries conditional on special merit 
and ability is a proper and necessary means of encouraging 
initiative, and we are glad to note that he pictures the 
national committee making its final selections “ only 
after considering most carefully the recommendations 
from ‘regional boards, teaching hospitals, Royal Colleges 
and Corporations, and specialist associations.” 

Other related questions which burn brightly are the 
‘remuneration of doctors directly employed by the 
Government and local authorities and the remuneration 

of teachers. The Minister has already shown himself 
` aware of the anomalies that arise from payment of teachers 
in medical schools at rates far below those obtainable 
: in the public service by men and women of equal or 
inferior qualifications,? and we are glad to hear that the 
council of the British - Medical Association is seeking 
immediate negotiation to secure that the recommenda- 
tions of the Spens Committee on the remuneration of 
specialists are made applicable to full-time teachers and 
laboratory workers. ; 


ADRENALINE AND INFECTIONS 


\ WHEN a bacterial suspension is inoculated into guinea- 
pig skin and muscle, the resulting infection is much more 
severe if a small quantity of adrenaline is injected at 


the same time. ` Evans and colleagues * show that the 


degree of enhancement varies with the species of 
bacterium used from twice to a hundred-thousand-fold 
and is most pronounced with Ol. welchii and Ol. septicum. 
In their experiments the effect of bacterial toxins was 
increased only slightly by the addition of adrenaline, 
and there is reason to think that the enhancement of 
infections was due to the inhibition of diapedesis 
of leucocytes and to interference with the mobilisation of 
the other primary defences of the body; possibly the 
local ischemia also prevents the early removal of 
bacteria from the site of infection. The dose of 
adrenaline used was insufficient to damage the tissues 
permanently, and the effect must net be confused with 
that of such substances as calcium chloride whick pro- 
duce sterile necrosis in the absence of bacterial infection. 
= Haye these findings any application to clinical practice ? 

Cooper ‘ reported a case of gas-gangrene in man following 
the injection of adrenaline and showed experimentally 
that 62-5 yg. of adrenaline reduced the minimum 
lethal dose of Ol. welchii for a guineapig to 1/10,000 of 
the dose without adrenaline. The dose used by Evans 
and colleagues was only 2 ug. Even allowing for 
differences in body-weight (which are probably of small 
importance for a drug having a strictly local action) 
doses many times as great as these are used daily in 
local anzsthesia, and experience has shown that, given 
the usual aseptic precautions, local infections after the 
use of adrenaline are extremely rare. Many surgeons 
avoid local anzsthesia in the presence of gross sepsis, and 
with goed reason ; but it must be remembered that the 
early local anssthetics themselves had some slight 
cytotoxic action. With the improvement of these 
drugs it might be worth while to investigate the validity 
of this old tabu. . . 

There are several established practices based on 
laboratory work whose application to clinical medicine 


1. Sunday Times, June 20. 
2. See Lancet, 1948, i, 374, 911. 

3. Evans, D. G., Miles, A. A., Niven, J. S. F. Brit. J. exp. Path. 
1948, 29, 20. 

4. 


Cooper, E. Lancet, 1946, i, 459. 


is on unsure ground. For example, is the doctor 
justified in withholding anti-typhoid inoculation during 
an epidemic for fear of rendering the patient more 
susceptible to infection during the negative phase ? 


‘The answer is that we just do not know, but the objection 


is raised in every outbreak of enteric infection. . Similarly 
the paper under discussion may lead to the omission 
of adrenaline from local anesthetics with which it has 
been incorporated for very good reasons. The careful | 
experiments of Evans and colleagues do not pretend to 
reproduce the conditions of clinical practice and they 
do not seem to call for any change in current procedure. 
They do suggest however that someone might profitably 
make a detailed clinical and bacteriological examination 
of the effects of local anesthesia in the light of modern 
knowledge. 


IN SEARCH OF BETTER HOSPITALS 


IMPRESSED by the need for a re-examination of the 
purpose and. pattern of our hospitals, the Nuffield 
Provincial Hospitals Trust has joined with the University 
of Bristol in sponsoring a detailed investigation. The 
time, as we have suggested,! is apt; for years must 
elapse before new construction makes good existing 
deficiencies and meets the fresh needs of the new service. 
The Nuffield research programme concentrates principally 
on aspects which may be clarified in the 2-3 years that 
the inquiry will continue. It will be undertaken by a 
whole-time team, including representatives of a number 
of interested professions, under the direction of Mr. John 
Madge, A.R.1.B.4., with Mr. L. Farrer-Brown, secretary 
of the trust, as codrdinating chairman. The investigators 
are setting themselves to gain a panoramic picture of 
the hospitals’ structure and life, and at points their study 
will run parallel with the hospital job-analysis which is — 
already proceeding under the egis of the trust. But 
beyond that an attempt will be made to look at planning 
“ with fresh unprejudiced eyes,” and to review the 
distribution of work between hospitals and other health 
agencies—a scrutiny that is long overdue. Not the least 
of the advantages that may accrue from this- programme 
is the stimulation of long-term research in the same 
field. 


DAMAGE AT ENDOSCOPY 


INJURY to the pharynx and csophagus, whether by © 
swallowed foreign bodies, endoscopy, or flying missiles, 
has always carried a grave risk of death from suppurative 
mediastinitis and toxemia. Thoracic suction and the 
loose bed of cellular tissue in which the mobile pharynx 
and cesophagus lie give rise to a rapidly developing 
surgical emphysema and spreading infection which 
ordinary surgical drainage has little power to arrest. 
In consequence of this, an tltra-conservative attitude 
has been adopted in cases of accidental perforations 


. occurring during cesophagoscopy or gastroscopy, treat- 


ment being limited to chemotherapy and prohibition of 
fluids by mouth. Some endoscopists have advised 
incision of the neck to open up the fascial coverings 
in the region of the tear and packing of the wound to 
prevent surgical emphysema and spreading cellulitis, 
and this is a method which hás given excellent results 
in penetrating wounds of this region in the recent war.? 
Before the days of penicillin, cellulitis and sloughing of 
the tear in the pharynx or csophagus either prevented 
adequate suturing or ruined it through postoperative 
infection, but, now that penicillin can prevent this, 
prompt surgery can undoubtedly save patients who have 
sustained a tear of the esophagus through endoscopy. 
Fletcher and Avery Jones * pointed out that the common 
site for tears after cesophagoscopy and gastroscopy is 


1. Leading article, Lancet, 1948, i, 373. 
2. Lichtenstein, M. E. Surg. Gynec. Obstet. 1947, 85, 734. 
3. Fletcher, C. M., Jones, F. A. Brit. med. J. 1945, ii, 421. 
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the posterior wall of the lower pharynx and upper — 


esophagus, and Hermon Taylor ‘ indicated how this 
resulted from pressure between the instrument and the 
prominent convexity of the extended cervical spine, 
rather than from any anatomical weakness of pharyngeal 
wall. In his article last week (p. 985) Mr. J. C. Goligher 
takes the view that the cesophagopharypgeal wall should 


_always be explored in patients developing surgical 


emphysema in the neck after endoscopy, provided 
the endoscopist can exclude damage, for example 
by biopsy or dilatation, to the lesion-for which 
the examination was undertaken. 
and cesophagoscopists would perhaps advocate a more 
cautious approach, since clinicians with experience in 
this field will recall many cases with excessive soreness 


in the throat and perhaps a degree of swelling in the 


neck which they have felt must have been due to a small 
laceration, and which have readily recovered with 
chemotherapy and the withholding of fluids. However, 
if such a case shows no sign of limitation, Goligher’s plan 
of prompt operation is the correct one, with the object 
of suturing the tear as he describes; and if this is 
impossible, the wound should be packed and drained. 


DISTRIBUTION AND SAFETY OF MILK 


Tue Williams Committee on milk-distribution, which 
reported last month, recommended the setting up of an 


independent commission to take over the responsibility 


of the Ministry of Food for the marketing of milk. It 
suggested that the commission should operate experi- 
mentally as processor and retailer, with monopoly powers, 
in one or more of the new satellite towns. Such a 


‘commission would take over some of the functions of 


the Milk Marketing Board, which has done much to 
stabilise prices for the farmer since the depression of 
the 1930's. It is therefore not surprising that there 
should be strong opposition from farmers to these 
proposals. The committee believes that its scheme 
would be preferable to the alternative of public ownership 
both now and in the more distant future, but two of 
its members consider that public ownership and operation 
would ultimately secure greater economies. 

' The committee urged the application of compulsory 
heat-treatment to all milk except in remote areas. For 


. the present it would exempt T.T. milk, “ which largely 


protects the consumer from at least the most serious 
of the milk-borne diseases,’ but it would prohibit 
from the outset the retail sale of accredited milk in any 
area scheduled for heat-treatment. The Government 
have now decided to introduce a Bill to prevent milk 
from being sold retail unless it has been heat-treated or 
is sold as T.T. milk or accredited milk ‘from a single 
herd. There is no scientific justification for the exclusion 
of accredited milk from heat-treatment, even if it comes 
from one herd. Accredited milk is usually cleaner than 
non-accredited, but it has no greater freedom from disease. 
On the average, milk from any one herd will contain 
tubercle bacilli less often than bulked milk, but when it 
does the infection will usually be much more severe. 
The Government’s reason for not accepting this recom- 
mendation of the Williams Committee appears to be the 
‘practical one that facilities for heat-treatment are in- 
sufficient. The Milk Marketing Board will be establishing 
an experimental creamery in Durham: which will offer 
producer-retailers facilities for heat-treatment which 
they could not afford for themselves individually. If 
the scheme is successful these facilities will presumably 
be extended to other areas as rapidly as possible. 

It is of the utmost importance to dairy farmers and 
milk consumers that better progress should be made 
with the attested herds scheme, so that within the next 


. Taylor, H. Jbdid, 
. Farmers Weekly, bis. 5, 27. 


Most gastroscopists- 


few years: groups of parishes and then whole counties 
can bé cleared of bovine tuberculosis. A recent summary $ 
of the progress already made shows that there are now 
over a million cattle in attested herds. As was emphasised 
during the Parliamentary debates on the Veterinary 
Surgeons’ Bill, the control of tuberculosis and other 
diseases of cattle contributes directly to public health 


and also increases the efficiency of milk production. - 


PHARMACY IN THE SERVICE 
ALL dispensing in the National Health Service, except 


the relatively small volume done by doctors in rural 


areas, will be in the hands of retail pharmacists and is 
likely to remain there at least until health centres are 


firmly and widely established. No extensive examina- ` 


tion of the position of pharmacy has been attempted since 
the inquiry instigated by the Pharmaceutical Society 
over a decade ago, but a concise picture of present-day 
conditions emerges ‘from the report” of a working party 
set up by the Minister of Health and the Secretary 
of State for Scotland to study the dispensing practicés 
in their respective domains., The working party 
estimates that in England and “Wales 80% of practi- 


tioners now undertake dispensing for their private — 


patients, whereas in Scotland the figure is only 10%. 
Hence the English pharmacist must expect 4 large 
increase in his “ non-insurance’”’ dispensing and this will 
usually involve enlarging the dispensary. Shortage of 
staff may prove an additional difficulty, but most 
qualified dispensers are not fully employed on this work ; 

the average usual output per dispenser was found to be 
6390 prescriptions in England, 4040 in Wales, and 5120 
in Scotland, whereas an expert dispenser, working in 
a properly equipped dispensary, might be expected to 
deal with 9000 prescriptions a year, or about 4 per work- 
ing hour. This potential output could be increased 
in areas where prescribing follows a common form but 
in a London West End pharmacy, following the best 


traditions of the craft, 3 prescriptions an hour is perhaps 


the maximum capacity of the pharmacist. Man-power 
shortage can be reduced by the use of non-dispensers for 
many ancillary tasks in the pharmacy. 


Prescribing habits differ widely in the two countries ; 


in England over 83% of mixtures in insurance practice 


are prescribed from formularies, either the National or » 


a B.P.C., and 37:8% in private practice, against only 

3-5% "and 1: ‘3% respectively in Scotland. In Scotland, 
however, about 19% of mixtures are prepared from 
doctors own formule, a feature which is absent from 
English and Welsh prescribing; ointments prescribed 
show a similar trend. The shelves of English pharmacies 
contain an average of 12 stock mixtures, all of which 
are prepared on “the premises and used within a few 
days ; these time-saving devices are not used in Scotland 
or in Wales. Concentrated stock mixtures are little 
used throughout Great Britain. Scottish pharmacists 
look on each prescription as a thing apart, ordered for 
the needs of a particular patient, and maintain that it 
should be compounded from scratch ; 
pharmacist contends that the small errors which are 
inseparable from all processes of measurement are reduced 
to a minimum in the larger quantities involved in stock 
preparations. 


The terms offered to English and Welsh pharmacists 


for participation in the new service have been accepted- 


with only a token resistance movement in a few areas. 
A conference of pharmaceutical committees and branches 
of the National Pharmaceutical Union, which represents 
proprietor chemists, first rejected the terms offered, 
but then accepted an amended offer, regarded as “equal 


6. Vel. Rec. 1948, 60, 302. 

7. Report of the Working Party on Differences in pa 
Practice between England and Wales and Scotland, H.M. 
Stationery Office. 1948. Pp. 46. Is. 


the English 
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to an increase of $d. on the average dispensing fee, 
with little dissent. The average dispensing fee has been 
fixed at ls., and at the end of three months, when the 
relative frequency of prescribing mixtures, tablets, 
ointments, &c., 
fee for each class of medicament will be fixed ; fees will 
vary with quantity and dosage. Sterile preparations, 


eye drops, bougies,. suppositories, lozenges, cachets, 
blisters, and other less common methods of administra- 
tion will carry special fees. The Government expect 
about 140 million prescriptions to be dispensed each 
year. The average fee for all prescriptions under 
N.H.1. terms is only 6-2d. and though the new fee is 


almost double this, figure, many chemists believe that 
the dispensing department will continue to be subsidised 
from sales at the counter. In addition chemists will 
rece ive a 
ingredients, a substantial addition on the higher-priced 
proprietary preparations but a trifling sum on ‘practically 
all formulary preparations. For each prescription, 
irrespective of the medicament required, a container 
allowance of 2$d. will be paid and the chemist must 
supply a suitable container without charge to the patient. 
For rota duties after the normal closing hour, which will 
probably be 6 P.M., a service fee of 7s. an hour will be 
paid, and for service on Sundays and Bank Holidays 
this will be increased to 12s. 6d. an hour. For the next 
three months, until the final allocation of fees is deter- 
mined, the dispensing fees in the Drug Tariff will be 


increased by 161-5%, bringing the average fee up to about . 


ls. In Scotland, where the loss of private dispensing 
will be of serious consequence to chemists, an average 
fee of ls. 3d. has been rejected, though discussions 
continue. An impartial inquiry on the lines of the 
Spens Committee has been demanded on behalf of the 
pharmacists, and they have agreed to accept its findings. 


THE ACCELERATED ELECTRON 


THE electron has now to conform to man’s require- 
ments; gone are the days when it was merely observed 
as an object of curiosity—it has become a very valuable 
tool. We know nothing of the electron at rest ; only in 
motion does it betray its presence, and it happens to be 
the easiest particle in the world to accelerate. The first 
application of the accelerated electron was in the gas-dis- 


charge tube, studies of which led to the discovery of X rays . 


two years before electrons were themselves discovered, 
so we were using them many years before we knew they 
existed. Since then “‘ acceleration ” has been the keynote 
of action, and the two ways of changing the state of 
motion of the electron have been exploited to the full. 
Since moving electrons behave like an electric current 
they can be accelerated or retarded by a magnetic. field, 
whereas’ by virtue of their charge alone they react 
similarly if brought into an electric field. The electric 
field was at first the chief agent for producing high-speed 
electrons, and the method was to apply a steady electric 
field of the maximum voltage needed to realise a certain 
speed ; the more ingenious modern methods accelerate 
the electrons in jumps magnetically, the interval between 
jumps being about a hundredth of a second. This 
magnetic pushing is the principle of the synchrotron, 
which gives the electrons a speed equal to that produced 
by 30 million volts; yet, because the magnetic impulses 
are synchronised with the arrival of the electrons at one 
particular region of the circuit, the operating voltage has 
nowhere to be greater than in an ordinary wireless 
circuit. 

High-speed electrons can be used as such or can be 
made to hit a target, so producing very penetrating 
X rays. Technically the radiotherapist wants the most 
penetrating radiation possible, for with this he can more 
‘easily attain the desired depth and surface intensities 
with minimal damage to the skin and normal structures. 


THE ACCELERATED ELECTRON 


has been determined, the appropriate- 


331/,% profit on the buying price of 
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But there is one unresolved consideration which may 
make him hesitate before using 300 million volt. rays, 
for it is an experimental finding that such penetrating 
rays can render the tissues they traverse radioactive ; 

it is a feeble radioactivity but it may well act asa danger 
sign. The acceleration of electrons is now being applied 
to fluoroscopy. If the electrons are accelerated just 


before they reach the fluorescent screen, their increased 


energy will excite the crystal matrix to greater lumin- 
osity. This is done by allowing the X rays that have 
passed through the body to fall on a screen which readily 
emits electrons, and then to introduce an electric field 
between this electron surface and the fluorescent screen. 
The originator of this idea is Edward Chamberlain, of 
Philadelphia, and it has been successfully worked out 
by J. R. Coltman, physicist to the Westinghouse research 
laboratory. Any device which reduces the exposure of 
the radiologist to X rays will be sure of a welcome. 


D'ARCY WENTWORTH THOMPSON 


Sir D’Arcy. Thompson, who died on June 21, was 
appointed professor of biology in University College, 
Dundee, in 1884, at the age of 24; and in 1948, at 
the age of 88, he still graced the chair of natural history 
in St. Andrews University. During those long years of 
teaching he had befriended and inspired succeeding and 
growing classes of young men and women at the most 
impressionable stage of their training. His earliest 
class—for there was only one student—recalls that 
skeleton-mounting and preparation of specimens filled 
most of the course, but for one hour each day the class 
assembled and was entranced by a formal lecture, 
beginning: “ Sir, .’ The following passage, taken 
from Thompson’s review of some of Ronald Ross’s poetry, 
will serve to illustrate the power over words and thoughts 
that afterwards delighted so many generations of 
students : 

‘“Only a few days ago, lecturing to my class of some 
eighty young men and women newly entered a week before 
upon their medical course, I tried to tell them what Protozoa 
meant to our fathers, and what (thanks to Pasteur and 
Grassi and Patrick Manson and David Bruce and Ronald 
Ross and many another) they have come to mean to us. 
In my studént-days an Ameeba, a bell or slipper animalcule, 
a little ooze from the Atlantic, a few radiolarian or foramini- 
feral shells, told us all we knew of Protozoa. Today a 
new world is opened, in which we hear of tiny things with | 
strange life histories, of momentous chains of cause and 
consequence wherein rat and louse and gadfly and mosquito 
play their insidious part, bringing fever to the swamp and 
murrain to the plain: we are told at last of mysterious 
maladies explained, of epidemics held at bay, of territories 
and peoples emancipated from disease. And then as an . 
example of the spirit of the scientific physician, of aims 
conceived, of dreams come true, I ventured to read them a 
couple of Ronald Ross’s early verses. ... My students 
listened and went quietly away, and I could see by their 
faces that they had heard the words of the poet and 
physician, as though he were speaking to them.” 


A poet and scientist was indeed Serene and many 
heard him. 


AN OCTOGENARIAN PRACTITIONER 


_ Wita its July issue the Practitioner, founded in 1868 
by Dr. F. E. Anstie, of the Westminster Hospital, 
Its first volume is 
reviewed by Dr. W. R. Bett, who also gives a brief account. 
of its contemporaries. An article contrasting 1868 and 
1948 as regards world affairs, social conditions, and 
medicine is contributed by Sir Heneage eis the | 
present editor. 


By June 26 16,537 doctors in England and Wales and 
1976 in Scotland had joined the National Health Service. 
By the same date 7,400,C00 patients not previously 
oee by health insurance had been enrolled. 
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NATIONAL HEALTH SERVICE 


A Message to the Medical Profession from the Minister of Health 


On July 5 we start, together, the new National 
Health Service.- It has not had an altogether trouble- 
free gestation! There have been understandable 
anxieties, inevitable in so great and novel an under- 
taking. Nor will there be overnight any miraculous 
removal of our more serious shortages of nurses and 
others and of modern replanned buildings and equip- 
ment. But the sooner we start, the sooner we can try 
together to see to these things and to secure: the 
improvements we all want. 

On July 5 there is no reason why the whole of the 
doctor-patient relationship should not be freed from 
what most of us feel should be irrelevant to it, the 
money factor, the collection of fees or thinking how 
to pay fees—an aspect of practice already distasteful 
to many practitioners. Yet it has been vital, if this is 
to be the new situation, to see that it did not carry 
with it either any discouragement of professional and 


scientific freedom or any unfair worsening of a doctor’s. 


material livelihood. I sincerely hope and believe we 
have secured these things. If we have not, we can 
easily put that right. 

The picture I have always visualised is one, not of 

“panel doctoring ” for the less well-off, not of any- 
thing charitable or demeaning, but rather of a nation 
deciding to make health-care easier and more effective 
by pooling its resources—each sharing the cost as he 
can through regular taxation and otherwise while he 


is well, and each able to use the resulting resources if 
and when he is ill. 
group or class in this; and I know you will be with 
me in seeing that there does not unintentionally grow 


up any kind of differentiation between those who use. 
. the new arrangements and those who, for any reason 


of their own, do not. Let this be a truly national 
effort. And I, for my part, can assure you that I 
shall want vigilantly to watch that your own intellec- 
tual and scientific freedom is never at risk of impair- 
ment by the background administrative framework, 
which has to be there for organising purposes, but in 
which your own active . participation is already 
secure. 

In this comprehensive scheme—quite the most 
ambitious adventure in the care of national health 
that any country has seen—it will inevitably be you, 
and the other professions with you, on whom every- 
thing depends. My job is to give you all the facilities, 
resources, apparatus and help I can, and: then to leave 
you alone as professional men and women to use your 
skill and judgment without hindrance. Let us try to 
develop that partnership from now on. 

It remains only to wish you all good luck, relief— 
as experience of the scheme grows—from your lingering 
anxieties, and a sense of real professional opportunity. 
I wish you them all, most cordially. 

ANEURIN BEVAN. 


The Opportunities 


| In developing the new service members of the medical profession are already playing a large part. We Wiebe asked 
six of them to say something about the aims of the boards or committees to which they belong. 


`” MANAGEMENT COMMITTEE 


Some people still think that the fiery cross will go 
round the professional clans on the fatal night of July 4-5. 
They are mistaken. Nurse Robertson will drink her cup 
of tea, and Dr. Hendry will take his white coat down 
from the.peg as usual. Mrs. Richard Brown will lie 
placidly in bed, at Roxton Cottage Hospital, on Monday 
as she did on Sunday ; and ner new baby will be just as 
wonderful. 

When the hospital managomini committee meets, the 
first thing that its members have to learn is to extend 
their loyalty from the unit to the group, in the firm 
belief that the group will reward their fąith by offering 
wider opportunities for service to the sick. The second 
point to remember is that they do not represent any one 
hospital or any single interest. Most of them are local 
folk, sensitive to the traditions and prejudices of their 
own place. That is as it should be ; but it must not allow 
them to turn the management committee into just one 
more link in the long chain of administration. The job 
of the committee is not to delegate, but to manage the 
hospitals of its group. 
coordination, it fails altogether. 

-~ A hospital group is not a machine ; ; it is a form of 
human society woven together by the threads of human 
relationships. In the balance it is the persons that count, 
‘and the coöperation of medical, nursing, and technical 


staff in the work of the group is far more important than. 


mere administrative tidiness. The composition of the 
hospital group under one management varies greatly : 
some groups contain several general hospitals with full- 
time directors and professional staff; others have a 


If it fails to bring about this. 


special hospital with national as well as regional obliga- 


tions ; and others again support one big parent hospital 
surrounded by @ family of little ones. It is of great impor- 
tance that the staff should get together quickly and study 
how:they can best work as a team, so as to render the 
most effective service to the group as a whole. There will 
be one main committee to balance the various needs and 
serve them in a rational way, and there will be one staff 
to help where help is most‘required. This excellent X-ray 
apparatus at Loxton will serve three small hospitals 
comfortably and in this way all of them will have the 
benefit of Dr. Martin’s wide experience in radiology. The 
three radiographers also will be able to arrange their 
duties so as to get regular time off, without interrupting 
the service. That dangerous little set at Poxton Cottage 


- Hospital can now be dismantled, and the room it clutters 


up can make a useful addition to the outpatient depart- 
ment. We may even ask the regional hospital board to 
pension off the poor old isolation | hospital at Moxton and 
transfer our patients to the splendid modern wards at 
Foxton. The first step is to bring together and to 
simplify. 

There are pitfalls to be avoided. The people of any 
district have a pride and delight in their own hospital. 
It is right that they should continue to give support, 
both personal and financial, to the institution which they 
have built up, perhaps over many years. There ought to 
be no conflict between the unit and the group. All 
places for the care of the sick have needs that budgets 
cannot satisfy ; some of these needs cost money to fulfil 


—the delicate amenities such as flowers and special’ 


decorations that mean so much to the sick, and in 


There is nothing of the social | 
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addition give an atmosphere of individuality to each 
hospital ; others require personal service, and it would 


be an unhappy day when that were cast out from our- 


midst. A house committee will not manage its hospital, 
but it will have a valuable function in advising the 
management committee and in meeting these indefinable 
needs of the hospital patient. 

As chairman of a hospital management committee the 
first thing I can see is that groups of hospitals which used 
- to go their own way will now be united under a single 
managing body. This offers an immediate opportunity 
for the staff, both senior and junior, to get together and 
inquire what service they can render, not to one unit 
alone but to the group. It also creates for the first time 
a real chance for the visiting consultant to become an 
active member of the staff of the hospital in which he 
. used to pause for an hour or two on his great journey. 


THE EXECUTIVE COUNCIL 


First to be established among the many new bodies 
needed to administer the National Health Service Act, 
the executive councils suffered at the start because of this 
priority. They were set up when medical opinion was 
running strongly against the Act, when every move of 
the Minister was regarded with suspicion, and when any 
coöperation offered was likely to be grudging and 
conditional. Moreover, they had to try to weld into an 
executive whole elements drawn from five distinct (and 
potentially antagonistie) sources. Three of the groups 
_ were professional, severally representing the doctors, the 

dentists, and the pharmacists, while the rest were govern- 
mental—nominees of the local health authority and of 
the Minister. 
survivors of the old insurance committees, often having 
strong associations with approved societies. It can hardly 
be said that this pattern gave promise of easy codpera- 
tion. Nevertheless in most areas things have worked out 
- better than might have been expected. The local medical 
committees chose doctors of experience to represent them, 
and the expert professional advice they have been able 
to afford on a host of different complicated schemes 
coming before the council for ratification has done much 
to promote respect and understanding for the doctor’s 
point of view. 7 4 
The executive councils have found it necessary to set 
up financial and other subcommittees. Doctors have 
been afforded a full share of responsibility in these sub- 
committees, and have often been chosen as chairmen 
or deputy chairmen. Particularly in the larger local- 
authority areas, the need for liaison with such bodies as 
.the hospital management committees—of which there 
may be twenty or more within the boundaries of the 
larger counties—has thrown a considerable extra strain 
upon the already overtaxed time of council members. 
The doctors have had to accept part of this responsibility, 
each taking his place on the appropriate local hospital 
committee. a 

The executive machine must at present run in top 
gear, if it is to be able to cope with the influx of applica- 

tions and sbttle the problems of patients and doctors 


proposing to participate. in the service. Soon this initial. 


work should quieten, and more time and thought can 
then be spared to face the tasks the future holds. Pre- 
dominant among these must be the establishment of 
health centres. By the time this appears on the agenda 
the doctors in most counties will probably have settled 


into a relationship with their colleagues on the céuncil . 


that will give them considerable authority in discussion. 
The doctors are now numerically stronger than in 
the old insurance committees, and can be drawn from a 
wider selection of areas. For the first time they meet 
and confer with the councillors, who in. another place 
are responsible to the people for health provision. The 

_ design is one which can, and eventually will, provide 


The Minister’s nominees were mostly 


great and growing opportunity for professional guidance 
of, and influence on, the developing pattern of the new 
service. 


THE TEACHING HOSPITAL 


The Act gives the teaching hospitals opportunities 
which, if‘used wisely and imaginatively, augur well for 
the future of medicine in general, and of medical educa: 
tion in particular. All hospitals will be less susceptible 
to those financial anxieties which changing economic 
circumstances bring in their train; equipment and 
facilities will be more closely related to demonstrable 
needs and less dependent on the whims of the generous. 
But it is especially in the solution of two closely related 
problems for the teaching hospitals that the new order 
opens the way. 

Firstly, in adjusting the internal pattern of its services 
so that the demands of undergraduate teaching may best 
be met: In the past few decades the increasing complexity 
of diagnosis and treatment has been reflected in an 
increasing compartmentalism ; the teaching hospital has 
too often become a collection of highly specialised units, 
and undergraduate training has correspondingly suffered. 
The future offers opportunities for experiment: for — 
example, in the design of the undergraduate teaching 
hospital; the distribution of beds; the provision of 
“ admission ° wards through which most patients will 
pass before they are directed to the medical, surgical, or 
specialist services; the association of model health 
centres with the work of the hospital; and a host of | 
other issues. sa | 

Secondly, teaching hospitals have hitherto remained 
too often isolated both from each other and from non- 
teaching hospitals. The inadequate use, for teaching, of 
the staff and facilities in non-teaching hospitals has been 
rightly criticised. Clearly-all suitable resources in both 
groups of hospitals should be tapped for both under- 


‘graduate and postgraduate teaching. To this end the 


term ‘ non-teaching ” hospital should be abolished, and 
two desiderata promoted : i 


(1) There must be a large measure of common staffing 
between both groups of hospitals. Special units will be placed 
where they are best suited, and the needs of the undergraduate 
will not be sacrificed to those of the member. of a teaching 
hospital staff who is developing such a unit. = 

(2) There must be set up non-statutory committees, repre- 
senting three interests—the university medical school, the 
regional board, and the board of governors—whose prime 
concerns will be how to ensure this common staffing and how 
and where can best be provided the clinical requirements of 
the medical school for its undergraduates and postgraduates. - 


The harmonious working of such a committee, and the 
personal contacts it would permit, would play a most 
useful part in breaking down any barriers which might 
arise between regional and teaching hospitals. Nothing 
will militate more against the success of the projected 
hospital service than its inheritance of antagonisms 
analogous to those which so often existed in the past 
between teaching and non-teaching hospitals, and 
between voluntary and municipal hospitals. 

In a unified hospital system, the regional and teaching 
hospitals have complementary rôles : both will take part 
in teaching; both will, it is hoped, provide the highest 
standards of service. But each will so model itself that. 
it can best fulfil its special purpose for the general good. 


THE REGIONAL BOARD 
Most regional boards have now completed their first 


_task—the grouping of hospitals and the selection of 


committees of management ready to take over on the 
appointed day. Much more ‘ domestic ’’ spade-work 
lies before them. Work of this type is all-important if 
the hospitals are to be efficiently and economically 
administered. For the most part such problems are the 
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natural concern of the lay members of boards. To the 
medical members, however, more fascinating problems 
loom ahead, and it is clear that the Act has conferred upon 
us as a profession great responsibilities for the exercise 
of imagination and leadership. These responsibilities 
are ours alone, and we must not fail to rise to the occasion. 
Regionalisation, in essence, is the diffusion throughout a 
region of a complete specialist service : based on the 
hospitals, and the integration of all fields of specialist 
practice in a coherent whole. We are primarily concerned 
with the.standards of the science and practice of medicine. 
Such regionalisation cannot be achieved by any so-called 
bureaucratic plan involving regimentation and direction 
of the members of a specialist corps within a region ; nor, 
-as I see it, does the Act suggest or even encourage such 
notions. One master there must be in the final analysis 
—the Treasury—which implements the ideas of the 
‘nation on the amount to be spent on the hospital services. 
To this disciplinary check we must all bow. But regional 
boards, boards of governors of teaching hospitals, and 
committees of management all contain large quotas of 
medical members; and advisory medical committees, 
both in hospitals and outside hospitals, will soon be set 
up. As a profession we are in a more powerful position 
‘than ever before. If we grasp the opportunities presented 
to us the hospital services of the future will bear the 
imprint of the ideas and standards of our free and 
learned profession. July 5 in the hospital world in this 
country is not the Loss of Independence Day, but, as 
- President Woodrow Wilson long ago said of July 4, 
“ This is Interdependence Day.” 


THE LOCAL MEDICAL COMMITTEE 


So that the transition from National Health Insurance 
to the National Health Service should be smooth, the 
Minister of Health said some-months ago that he would 
recognise the existing local medical and panel committees 
as “ local medical committees ’’ for the purposes of the 
new Act. As election to these committees was suspended 
-during the war, many have been preparing themselves 
for their new duties by fresh elections and sometimes by 
revision of their constitution. 

Many of the duties so far undertaken are not new ; 
they had their parallel under National Health Insurance. 
‘It was no novelty to older members of the committee 
to be asked to scrutinise, amend, and approve schemes 
for allocation, distribution, and mileage; nor did they 
find it hard to accept membership of such familiar bodies 
as the medical service committee (dealing with com- 
plaints against doctors) and the allocation committee 
(dealing with patients unable themselves to secure 
acceptance on any doctor’s list), or even of the executive 
council itself. For though the council offers the local 
medical committee a larger part to play, it remains the 
old insurance committee writ large. What are new are 
the opportunities now being provided for linking the 
activities of the local medical committees with those of 
bodies such as the statutory health committees of the 
local health authority, the hospital management com- 
mittees, and the regional committees for consultants and 
specialists. In some local medical committees, also, 
‘reciprocal codption of representatives from such fields 


as obstetrics, ophthalmology, and preventive medicine | 


is being discussed. Through these new links the local 
medical committees are finding new means of integrating 
the different parts of the growing service, and particularly 
of ensuring that at no level shall the needs of the general 
practitioner be unknown, nor his advice unsought. 

If the load is to be spread and the work well done, such 
diverse calls as these demand that in many areas there 
should be larger committees, meeting more frequently 
than has usually been necessary in the past. On the whole 
the extra work is being readily undertaken. In my own 
committee, meetings are well attended: each new 


‘NATIONAL HEALTH SERVICE 


[JULY 3, 1948 


scheme or fresh regulation is critically examined ; the 
many nominees required for service with other bodies 


_are forthcoming in more than adequate number; and 
_altogether there is good reason to hope that, even though 


the infant service does not escape all teething troubles, 
these inevitable maladies will at least be detected and 
corrected without either undue delay or disaster. 


THE MEDICAL OFFICER OF HEALTH 


The great debate is over. Some questionings and some 
doubts remain, but the fundamental question is answered. 
It has been a necessary phase, which has secured to the 
profession its essential freedoms. Now the tumult and 
the shouting dies and the hurm of preparation gains in 
intensity. What are the opportunities as they present 
themselves to the eyes of a medical officer of health ? 
His gaze may at the moment be somewhat myopic—no 


section of the profession indeed has been more drastically - 


reoriented—and focused on his departing glories 
rather than on the future; but his work, one hundred 
years of struggle towards the greatest good of the greatest 
number, both needs and develops the philosophic mind, 
and he has the consolation of seeing the preventive idea 
now dominating the whole of British medicine. He has 
the still greater consolation of an important place in one 
of the three great branches of the new service. -Here 
he can be of real value in fostering the team-work which 
should be the keynote. n . 

Coöperation, not competition. «Not at any rate compe- 
tition for the most patients and the biggest income, but 
rather for the best standard of service, whether in 
consulting-room, health centre, or hospital. And coöpera- 
tion in placing knowledge and technical resources at the 


disposal of any patient who needs them. This is the 


greatest of the many opportunities the Act presents. 
Nothing less must be the goal of those who join. Those 
who stay out will miss something. They may be less 
pressed ; the amount of time they can give to individual 
patients may be greater ; but the stage on which they 
perform will be smaller. Attending to the medical needs 
of 40 million people is a big and worth-while job. It 
will mean pressure on those providing the service, it will 
certainly involve frustrations and vexations, but it will 
give satisfaction—not least the satisfaction of working 
in teams. 

The profession can mould the service. On every piece 
of administrative machinery it is well represented and 
on some it is dominant. Committee work can be boring, 
but it is indispensable and the profession’s opportunity 
is as great as its responsibility. Traditions must be 
made, and policy guided by the accumulated skill and 
wisdom of the profession. Its committee men must do 
a good job. i l ~ 

The profession must also examine its rôle in health 
education. Much of what now passes under that name 
only produces disease consciousness. That in turn means 
fear. It is surprising how large a part fears play in 
modern life. We have it that the right kind is the begin- 
ning of wisdom, and the doctor can perhaps discourage 
some of the others. The effort, one imagines; will have to 
concentrate more on the individual than on the mass, 
but there will be scope for it in the new service. Even 
within the profession itself there are some of these fears 
and bogies that we might well start to exorcise. 

The nation has recently lived triumphantly through its 
finest hour. We are all a bit tired and the road to the 
new service will be uphill at the beginning ; but the vista 
at the top will match the vision at the foot. Pioneering 
has never been easy, but the profession now has its 
chance. Grumbling in traditional style, it is also getting 
ready to get on with the job. The shades of Simon, Budd, 
Farr, Hunter, Lister, Osler, Macewen, Robert Jones, 
Dawson, and others of the elect must be watching with 
interest. And so must that of Chadwick. 
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In 1914 the British Medical Association met at 
Aberdeen ; and its first full meeting after the first war 
was held, in 1920, at Cambridge. In 1939 the meeting 
“was again at Aberdeen; and now the second round 
has been: completed by the first full meeting since 1939 
which opened last week at Cambridge. — # 

T PRESIDENT’S ‘ADDRESS 

In his presidential address, on the Changing Face of 
Medicine, Sir LIONEL WHITBY measured the past against 
the future. He was able to show that State control is 


no new venture, for. about 1948 B.c. King Hammurabi,- 


of Babylon, issued an edict whereby medical practice 
was governed by a code which was published in every 
market-place. Egyptian medicine was governed by the 
code of the Ebers Papyrus ; whilst the books of Leviticus 
and Deuteronomy described a fine example of public- 
health regulations under central control. Nor was the 
“ closed shop ” principle new.: For many centuries the 
physicians in this country clung to their, monopoly, 


stubbornly refusing the claim of the barber-surgeons to: 


prescribe internal remedies. | 
= In more reeent times State intervention had been 


l 


hastened by three wars in the first half of this century. 


The examination of recruits for the Boer War revealed 
appalling unfitness, which led to the establishment, 
in 1907, of a school medical service, and subsequently 
of maternity and child-welfare services and the National 
Health Insurance scheme. The. Ministry of Health 
was born of the turmoil of the 1914.18 war; while in 
the late war the Emergency Medical Service afforded 
experience for the foundation of the National Health 
Service. : 7 

It had to be admitted that the State’s growing 
participation in medicine was not ‘without advantages. 
Modern team-work provided, organised, and financed 
by the State could do much to exploit and perfect a funda- 
mental discovery : witness the speed with which money 
and coördinated work brought penicillin into the realm 
of everyday therapeutics. But’ nationalisation must 
inevitably restrict individualism; and = |=. © 
“let us hope that there will always be elbow-room for a 
man to work out his own ideas, to be outspoken in criticism. 
and in debate, and to be free from unnecessary restrictions, 
regulations, and regimentation. Let us.-hope that men ma 
still be inspired to undertake work for the love of it.” .- | 


e 


oe « *, Representative Meeting 


- The representative body assembled on June 25, under 
the chairmanship of Dr. J..B. MILLER. It was agreed 
that next year’s meeting should be held at Harrogate, 
under the presidency of Dr. C. W. Curtis Bain. Dr. Peter 
Macdonald and Prof.. R. M. F: Picken were elected 
vice-presidents in appreciation of their exceptional 
services to the association. | 


. WORLD MEDICAL ASSOCIATION 


Dr. H. A. PripHam (Dorset) reported that the World 
Medical Association now had offices in New York. A 
general assembly to be held at Geneva in September 
would consider a wide range of subjects, including medical 
ethics, social security, postgraduate training, resettle- 
ment of refugee doctors, secret remedies, and exchange 
of visits between doctors in different lands. 


NO WITCH HUNT 


Dr. H. Guy Darn, chairman of the council, said that 
sincé the representatives’ last meeting the Negotiating 
Committee had set up subcommittees concerned with 
general practice, specialist practice, compensation, and 
other problems. a 3 

Dr. A. C. E. Breacu (Bromley) moved that, in view 
of the doubts and criticisms among some doctors, the 
council should be asked to set up a committee to investi- 
gate the conduct of the profession’s case this year. 
The purposes, he suggested, should be to learn what 
really happened, and to get information which would 
be useful in the future. Dr. J. B. W. Rowe (Harrow) 
agreed that many doctors were dissatisfied with the 
recent conduct of affairs, and he thought that such a 
committee’s report might be useful in the future; it 
should not be forgotten that the Socialist party still 
adhered to the idea of a whole-time salaried service. 
Dr. Dain retorted that the motion was founded on 
suspicion ;~ the implication was that he and the councit 


had not disclosed information, and this he refuted 


absolutely. ‘‘ There is nothing which the committee 
can disclose which is not already fully known to you.” 
Moreover, representatives had taken responsibility for 
each step. The real purpose of the resolution was to 
discover what differences existed among representatives ; 
but they had agreed to codperate in the new service, 


and it was for them to keep the association firmly on its: 
feet. The proposed investigation would have a harmful 
effect on public and medical opinion and on the standing 
of the association. Dr. E. A. GREGG (St: Pancras) 
urged that there should be no heresy hunt. -Only bad 
feeling, resentment, and unpleasantness could come. from 
the setting up of this committee. Mr. A. Dickson 
WRIGHT (Marylebone) was puzzled: to know why the 
chairman of council and Dr.- Gregg were so vociferously 
opposed to the establishment of the committee. There 
was, he thought, mystification among the profession 
and the public ; and even as a member of the council hè 
had been surprised at the sudden collapse of opposition. 
At the centre it was said that the rot had started at the . 
periphery ; but at the periphery it was asserted that it 
had begun at the centre. Dr. C. F. Mayne (Plymouth) 


pointed out that the council had been given a free hand ; - | 


and Dr. S. WAND (Birmingham) pleaded for unity which, 
he said, implied standing by the majority vote. Dr. 
Breach’s resolution was rejected. © ite 


REMUNERATION 


Dr. P. J. GIBBONS (Liverpool) called for negotiation 
of terms of service for all medical hospital staffs not 
covered by the Spens report. This wag accepted after 
Dr. Darn had explained that the council intended: to 
examine the remuneration of all doctors in.the light of 
the two Spens reports ; the intention was to see how the 
remuneration of all—including those in the Public Health. 
Service, the Armed Forces, and the Colonial Service— 
could be related to the recommendations in these reports. 

Dr. R. G. ANDERSON (Gloucestershire) demanded 
adequate remuneration of general practitioners as a vital . 
factor in maintaining and improving the quality of 
medical practice. Dr. O. C. CARTER (Bournemouth). 
said that the Spens Committee on the remuneration of 
practitioners, of which he had been a member, had taken 
2000 as the desirable maximum number of patients ; 
and as soon as more doctors were available, remuneration 
should be determined according to a lower maximum 
than the present 4000. It was important, moreover, 
to see that special awards were correctly allocated to 
outstanding practitioners; the fact that a doctor had 
4000 patients on his books did not necessarily mean: that 
he was outstanding. Finally, it was necessary to make 
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special provision for doctors in areas where the number 
of chronic sick was abnormally high. 

Dr.. W. WooLLEeEY (Bristol) argued that, for future 
protection, representatives should make sure that the 
Minister of Health fulfilled his promise to implement the 
Spens report. Dr. WAND agreed that the “ spread ” 
had not been obtained ; but attainment of it was difficult 
with payment by capitation fees, and it might be wise 
to leave this question in abeyance for a short time. 
He hoped that representatives would give their attention 
to the betterment factor, which seemed insufficient to 
him. Dr. R. B. McCorL (Denbigh and Flint) reported 
that in his part of the country some doctors would have 
to be content with lists of 1200-1500; there, he said, 
the possibility of remuneration by a sliding scale had 
been mooted. - 

Dr. DAIN reminded representatives that the Minister 
had given an assurance that as soon as the service started 
they would be free to raise the question of the better- 
ment’ factor through the appropriate Whitley council. 
Except that the full range was not covered, the Minister’s 
offer had assured full implementation of the Spens 
report. The average list would be of about 2000; only 
the very able and those geographically well situated 
would be able to take 4000. He argued that doctors. in 
rural areas with considerably less than 4000 patients 
would fare well enough with -remuneration from the 
capitation pool and the special inducements fund, and 
with ordinary and. special mileage allowances; and 
soon the betterment factor might be increased. The 


idea of a sliding scale, by which those with most patients: 


_got least reward, was pernicious ; and he preferred that 
special protection should be given to the rural practi- 
tioner. The Gloucestershire motion was carried. 

Dr. J. S. Ross (East Herts), moving that the question 
of remuneration of practitioners on the staffs of cottage 
hospitals should be brought to the notice of the Minister, 
said that there was a good case for their proper remunera- 
tion. This resolution also was carried. 


© ~ MILEAGE © 
Dr. R. G. GEMMELL (Dumfries and Galloway) won 


-. Support for a resolution that the Minister of Health 


should be pressed to grant an adequate mileage fee for 
rural practitioners. After Dr. Dain had described the 
proposed mileage arrangements, which he thought 
- adequate, Dr. O. G. BARBER (Mid Essex) suggested that 
capitation fees should be determined in units up to a 
maximum of 4000. 
as l unit; in some rural areas each would count as 
11/, units, while in others each might count as 2 units. 


MATERNITY MEDICAL SERVICE 


Dr. W. D. STEEL (Worcester and Bromsgrove) proposed 
the abolition of’ local obstetric committees. How, he 
asked, was efficiency to be estimated by a committee 
consisting of 1 obstetrician, 1 medical officer of health, 
and 2 general practitioners? Dr. D. L. S. JOHNSTON 
(Halifax) thought that the best solution would be for 
new entrants to the service to undertake three months’ 
postgraduate training in, midwifery, to qualify them to 
take part in the midwifery service. In his area no-one 
was willing to sit in judgment on his colleagues ; owing 


to the difficulty of adjudication established practitioners | 


should be allowed to continue midwifery. Dr. DAIN 
pointed out that originally there was no place for the 


practitioner in the new midwifery service, except when — 


he was called in by the midwife. Now, however, the 
doctor who was doing sufficient midwifery and wanted 
still to do it could be entered on the list; and time 
would show whether he continued to do enough. The 
difference in fees between approved and non-approved 
practitioners was determined by difference in the extent 


of service : the five-guinea fee was for attendance at the | 


In towns each patient would count 


confinement, while the seven-guinea fee was for ante- 
natal and postnatal attention in addition to, some. 
times, attendance at the confinement. The Worcester 
motion was rejected. _ 


PHARMACEUTICAL SERVICES 


Dr. Ross (East Herts) gained support for a 
resolution that patients who obtained medical service 
outside the scheme should not have to forgo the benefits 
of the pharmaceutical service. Dr. Darn said that the 
Minister had refused to concede this point, arguing that 
he must retain some control over the ordering of drugs. 
It was hoped that such drugs as insulin might be obtained 
through hospitals by private patients. The whole 
question was still under review. 


MEDICAL REPRESENTATION ON COMMITTEES 


Dr. BARBER proposed that legislation should be 
introduced so that the appointment of doctors to 
statutory bodies should be by democratic election by 
the profession and not by the Minister’s nomination. 
Dr. DAIN pointed out that this right had already been 
gained in respect of executive councils. As regards 
other bodies, the Minister was bound to consult, but he 
consulted many organisations in addition to the B.M.A. 
Dr. Dain thought that the association might publish 
the names of its chosen nominees ; Dr. Barber’ s resolution 
was caro: 

VACCINATION 


Dr. J. W. McCartuy (Hendon) called for the restora- 
tion of compulsory vaccination. What he feared most 
was encephalitis among those vaccinated for the first 
time during a smallpox outbreak. The meeting preferred, 
however, a more modest resolution by Mr. A. LAWRENCE 
ABEL (Marylebone), which demanded constant vigilance, 
frequent review of the position, and a reminder to the 
Minister that there might be a serious outbreak in a 
few years. Dr. J. M. GiBson said that in his industrial 
area not more than 25% of infants had been vaccinated, 
owing to the conscience clause. Results would be better 
with a voluntary system. | 


COMPENSATION TO RADIOLOGISTS 


Dr. A. CAMPBELL (Edinburgh) drew attention to the 
possible plight of private radiologists in the new service, 
for they now had expensive equipment and many 
operators. Dr. DAIN explained that in the service there 
would be room for every radiologist; and the Minister 
was prepared to take over at proper valuation the 
equipment of those wishing to.enter the service. $ 


A TRADE UNION ? 


Dr. J. A. GorsKyY (Westminster and Holborn) amad 
that the association should explore the possibility -of 
setting up a body equivalent to a trade union. There 
was no doubt in his mind that the association, as a body 
registered under the Companies Aċt, was not able to 
turn itself into a trade union. He argued, however, 


that doctors’ contracts were of service rather than for 


services, and that, this being so, they could form 
themselves into a union. 

Dr. J. O. McDonaGu (Perth) said that his division, 
recognising that the association could not apply its funds 
to the purposes of a union, suggested the formation of a 
parallel body. Under the new conditions doctors were 

simply another group of workers; and in future the 
association’s bargaining position would not be strong 
enough. Dr. R. P. Liston (Tunbridge Wells) thought 
that the name ‘“‘ medical guild ” would come more easily 
to the lips of doctors than “ trade union.” The urgency 
of the need was underlined by events in the recent 
crisis, when it had been necessary to set up an 
Independence Fund as an entity separate from the 
association. Dr. M. W. GARDNER (Brighton) said that in 


-~ from time to time by strong action. 
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the profession there was a tremendous body of opinion 
against forming a union. Dr. Doris ODLUM (Bourne- 
mouth) held that among the necessary modifications was 
redistribution of geographical representation to conform 
with the new regions. 

Dr. J. N. P. Davies (Uganda) intervened to tell of his 
experience of a complete service under government 
control. If, he said, representatives knew what had gone 
on in the Colonial Empire for 25 years, they would see the 
need for a union. Governments were now conditioned 
to collective bargaining, and this had to be backed up 
In a government 
service. conditions were never permanent; they were 
liable to be changed without negotiation. l 

Dr. GREGG recalled that he had belonged to a medical 
trade union but had left it. Applying to the T.U.C. 
with claims from this union, he had been told that only 
one body w as recognised as representing doctors—namely, 
the B.M.A.- He was now more than ever impressed 
with the Government’s attitude to the association. 
There had been no hint, outside the ranks of the associa- 
tion, that it was not strong enough for its new tasks. 
He had eventually resigned from the union because he 
had found there destructive criticism of, and rivalry 
with, the B.M.A. 


Dr. DAIN agreed that a special committee should 


consider modifications in the constitution, and that a 
representative meeting should be called as soon as the 
committee’s investigation was completed. Satisfied with 
this promise, the meeting passed to the next business. 


CONSULTANTS AND SPECIALISTS’ COMMITTEES 


Mr. A. M. A. Moore recalled that the consultants and. 


specialists’ committee (of which he is chairman) had 
gained the council’s approval for a proposal to establish 
regional committees to protect specialists’ interests. 
Medical staff committees were to elect members of these 
regional committees. Each of the 19 regional committees 
would appoint 2 representatives to the central com- 
mittee, whose total membership would be 72. The 
latest conference convened to consider this plan had been 
attended by medical representatives of the staffs of non- 
teaching hospitals and of the provincial teaching hos- 
pitals. Previously, fear. had been’ expressed by the 
teachers that they might be outvoted by the non‘teachers ; 
but at this last meeting the non-teachers had agreed that, 
in view of the urgent need, they would abandon their 
advantage in numerical superiority, and would accept 
equal -representation with teachers on the central com- 
mittee. 
between teachers and non-teachers should be deoaided 
by. local conditions. These regional committees should 
have the greatest possible autonomy within the machinery 
of the B.M.A. In every region meetings were to be held 
in order to set up interim committees to operate until 
the permanent organisation was established in a year’s 
time. The recent conference had urged that the central 
committee should elect its own chairman who should 
be an ex-officio member of the B.M.A. council. - 

Mr. N. Ross Smita (Bournemouth) moved that the 
central.committee should be autonomous. Specialists, 
he added, feared. that they might be outvoted in the 
association ; and it was essential to allay this fear since 
otherwise they might form an outside body, which 


- would perpetuate the division among themselves and 


between themselves and other doctors. Dr. DAIN 
accepted the suggestion that the central committee 
should have the same status and independence as 
the Insurance Acts Committee. Mr. HuGH Carson 
(Birmingham) reported that in his area the sentiment 
of specialists was that the committee should be separate 
from the association ; and he believed that this feeling 
prevailed elsewhere. The Bournemouth resolution was 
carried. - 


In the regional committees, however, the ratio 


‘the recommendations : 


The meeting also agreed that the central committee + 
should elect its own chairman who should thus become 
a member of the council. ; 

Dr. PRIDHAM said that no organisation other than the 
B.M.A. could supply the machinery needed by consultants 
and specialists, who could come into partnership with 
the association as had the Insurance Acts Committee. 
Mr. ERIC STEELER (Marylebone) said that consultants 
feared a split in their ranks, one section turning 
to the Royal Colleges and the other to the association. 
A large majority “of his “constituents .thought that 
the colleges should have their support. Dr. MAYNE, 
on the other hand, reported that in his part of the 
country there was strong support for an organisation 
associated with the B.M.A. Why had the colleges 
suddenly emerged from their academic sphere? Their 
influence would be greater if they remained apart from 
the hurly-burly of political activities. Mr. R. L. NEWELL 
(Manchester) pointed out that the colleges offered no 
peripheral organisation ; he perused to submit to such 
a state. 

The meeting approved the plan put forward by 
Mr. Moore on behalf of the B.M.A. committee. 

Dr. Darn said that by this plan consultants and 
specialists would be assured of an autonomous machine,, 
free from control by any central caucus. The a would 
be put into immediate operation. 


CERTIFICATION 


-Dr. WAND, chairman of the wenéralopractios: com- 
mittee, reminded the meeting that a committee, which 
included representatives of the association, had been 
set up by the Government to consider certification.. The 
meeting supported Dr. Wand’s resolution that a practi- 


‘tioner should be required by the regulations to furnish 


patients, receiving treatment under the Act, only with 
such certificates as were necessary to claim (a) sickness 
and disablement benefit, (b) essential surgical appuantes, 
and. (c) special treatment. 


HEALTH CENTRES 


Dr. A. TatBot Rocers (Bromley), chairman of a 
special committee set up last year to report on health 
centres, announced that the committee’s findings had 
just been placed before the council. The committee 
was satisfied that the time was ripe for experiment 
with health centres; there was knowledge enough for 
a start to be made without risk of serious mistakes. 
He believed that a central committee should watch 
over experiments, give advice,-and collect experience. 
Several representatives spoke against undue. haste; 
and the following resolution, proposed by Dr. D. S. 
SAKLATVALA (West Bromwich) was passed as a reference 
to council : 

That this meeting would view with the greatest dismay 
any hasty widespread starting of health centres, and 
is of opinion that the Minister should. sanction at the 
present .time only carefully chosen experimental types in 
properly selected areas, and that he should ensure that 
the data collected and the lessons learned from these 
experimental centres should be made generally available 
to local health authorities and executive councils as soon 
as possible. 


= . CORONERS’ ACTS 


Dr. R. ForRBES, chairman of the Coroners’ Acts 
committee, secured approval for recommendations made 
by a special committee set up in 1946 to report on the 
medical aspects of these Acts. The following are among 


(1) (a) That the most suitable persons for appointment 
to coronerships are those with dual qualifications in 
medicine and law; (b) that coroners’ jurisdictions 
should be merged in natural areas large enough to 
warrant the appointment of suitably qualified coroners. 
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(2) That every coroner should keep adequate records, 
of which copies should be obtainable by interested 
persons on payment of a fee. 

(3) That a consultative committee be set up to consider 
matters affecting the duties of coroners. 

(4) That: all inquests be in public; that in the case of an 

l inquest on a ‘suicide’ the: press be prohibited from 
publishing an account of the proceedings and permitted 

- only to publish the fact that an inquest has been held, 
the name and address of the deceased, and a verdict 
that the deceased died by his own hand. 

(5) That early action should be taken to provide a full 
post-mortem service on a nation-wide scale. 


A further recommendation—that as an interim measure ; 


urgent consideration should be given to mobilising 
‘pathologists and enabling them to travel to the various 
outlying mortuaries with fully equipped motorised 
laboratories—was withdrawn and. referred to council 
after, several representatives had. objected that this 
proposal was unreasonable. 
7 ELECTIONS 
Dr. E. A. Gregg was elected chairman and Dr. J. A. 


Brown vice-chairman of the representative body. Mr. | 


A. M. A. Moore was elected treasurer in succession to 

Dr. J. W. Bone. At the annual general meeting Sir 

Hugh Lett, the retiring president, inducted as president 
Sir Lionel Whitby. | anan 
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Special Articles 


HOSPITAL ADMISSIONS IN METROPOLITAN 
i REGIONS l 
"LHE Metropolitan regional’ hospital boards have 


circulated a letter to local authorities and executive . 


councils giving details concerning the admission of patients 
to hospitals in their area. As was explained in our 
leading article of June 19 (p. 951), the boards intend 
that as far as possible admissions shall be arranged direct 
between the doctor and the hospital. Where a doctor 
cannot secure a patient’s admission to the hospital of 
his choice he should apply to the Emergency Bed Service 
(E.B.S.) who will try to find a suitable vacancy and if 
successful will arrange for the patient’s transport to 
hospital. If free treatment is desired in any hospital 
not administered under the National Health Service, 
application must be made through the regional hospital 
board. A doctor representing the boards will be 
attached tothe E.B.S. | 

Arrangements are being made to provide local 
admission centres, where necessary, throughout the 
regions. The establishment of these centres will take 
time and it will not be possible to complete arrangements 
for all areas by July.5. The E.B.S. has appointed 
officers to organise the admission system throughout the 
four metropolitan regions and these officers will visit 
all hospitals as soon as possible. Information concerning 
these centres will be issued locally. ve ' 

Acute Sick.—Present procedure will be generally unchanged. 
Doctors may apply for admission direct to the hospital of 
their choice or through the E.B.S. 

Non-urgent Cases.—Hospitals will maintain waiting-lists 
for non-urgent cases as at present, and will’ notify patients 
direct when a bed is available. | ` 

Chronic Sick.—There are now a large number of unstaffed 
beds for patients in this category and it is unlikely that 
additional nurses for these beds will be forthcoming for a 
considerable time. It will be necessary, therefore, for rigid 
selection to be exercised as regards admissions. Where the 
case is one of medical urgency the practitioner will apply to 
the nearest general hospital, and, if no bed is available, will 
apply to the E.B.S. for a vacancy. If the predominant 
need for admission is on social grounds, the E.B.S. will make 
arrangements through the appropriate medical officer of 
health for the home conditions to be investigated. If the 
case is not urgent the patient’s name will be placed on the 
waiting-list of the nearest suitable hospital. 

Infectious Diseases.—The present admissions procedure 
in the County of London area will be undertaken by the 
E.B.S., to which applications for admission should therefore 
be made. Uncomplicated cases ‘of measles, chicken-pox, 
scarlet fever, german measles, or mumps will not be admitted 


to. infectious disease hospitals unless the medical officer of 
health of the area supports the applications for admission, 
so in such cases applications should be made through the 
medical officer of health. Outside the County of London, 
doctors should apply direct to their nearest fever hospital 
or, if they cannot obtain a bed in this way, they should apply 
to the E.B:S. ok 
Maternity.—Maternity patients will normally' be admitted 
either on medical or social grounds. In the case of the former 
admission will be arranged between the practitioner and the 
hospital concerned ; in the latter, a statement on social condi- 
tions will be required from the local health authority. In 
cases of obstetrical emergency application can be made to 


the E.B:S. 


Mental Cases.—Mental cases requiring urgent admission 
will be dealt with by the duly authorised officer (who replaces 
the relieving officer), particulars of whom can be obtained 
from the local health authority. These officers will arrange 
for the admission of patients to mental observation wards 
or mental hospitals. Arrangements for the admission of volun- 
tary patients under the Mental Treatment Act should be made 
direct with the appropriate mental hospital. 

Mental Deficiency Act Cases—Local health authorities 


remain responsible for the initial action ; they should continue 
to arrange admissions direct with those mental-deficiency 
institutions within the National Health Service which they 


now use. If free treatment in a mental-deficiency institution 
outside the National Health Service is desired, application 
must be made to the regional hospital board and not to the 
institution. i ; 
Tuberculosis.—The E.B.S. will not be concerned with 
tuberculous cases save to arrange admission of emergencies— 
e.g., hemoptysis—to a general hospital if required to do so. 
All recommendations for admission of tuberculous patients 
will normally come to the regional hospital board. through 
the tuberculosis officers. Practitioners will refer all cases 


‘to the tuberculosis officer, who will make the appropriate 


recommendation for sanatorium or -other. treatment. No 
application for sanatorium treatment should be made to the 
E.B.S. l ie 
Convalescence.—Inquiries concerning convalescent beds 
may be made to the E.B.S. Further details will be issued to 
hospitals shortly. : 7 


_ The London offices of the Emergency Bed Service 
are at 10, Old Jewry, E.C.2, and the telephone number 
is Monarch 3000. i 


“THE STRESS DISEASES 
` SIR STAFFORD CRIPPS AT ROFFEY PARK 


OPENING the new training and research department 
at Roffey Park Rehabilitation Centre, Sussex, on June 12, 
Sir STAFFORD CRIPPS, Chancellor of the Exchequer, 
spoke of the very large amount of sickness absenteeism 
“ which arises not from what in the past we regarded as 
illness or disease but from those once vague and rather 
despised causes which passed under names such as 
neurasthenia,”” and which the.chairman, Lord Horder, 
had described as stress diseases. . fe, a eee 

At the present time, said Sir Stafford, the country 
probably loses 40 million working weeks a year from sick- 
ness absenteeism; the average man loses 10 days a 
year, and the average woman 15 days, from sickness— 
or 3% and 5% of their working time. Nothing is more 
wasteful than the casual absence through sickness which 
often disrupts the flow of production. oO 

“ A great deal of most useful work has of course been 
done on this subject, but we should all agree that the field 
is not yet by any means fully explored, and a great deal 
still remains to be done. ... Both the Industrial Health 


Research Board and the Medical Research Council have- 
done much excellent research, but it has not earned the - 


practical appreciation and application which it deserves. 


If all the findings of those bodies were being applied in 


practice, we should certainly very much cut down this 

present degree of stress disease, with great benefits to all 

of us.” . 

The close relation between stress sickness and industrial 
morale has been made clear, and it has been shown that 
the rate of absentecism arising from this cause is at a 
minimum where a 2 

(i) the selection of employees is made on a proper and 
sound basis ; 
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(ii) there are adequate chances of promotion for efficient 
workers; . i l 

(iii) there is full knowledge of the purpose and objects 
of the work; and 

(iv) there is stability in the organisation itself. 


A good deal of stress disease is being created by 
management through lack of understanding or failure 
to take the necessary preventive measures, and that 
emphasises the need for management and medical 
science to get together in the attack on this industrial 
handicap. In the Army during the ‘war much was 
discovered about misfits and the stresses and strains of 
putting people into jobs which were either too much for 
them or too humdrum to engage their interest, and much 
too was done on selection ; 
work have not received the study they merit in their 
application to manpower problems in industry. ~ — 

“ During. the war I got set up a committee of psychiatrists 
and psychologists to study these methods, with a view 
to their impact upon our post-war industrial problems. 
publication of their report lust year gave others an oppor- 
tunity to study their work and the work that had been 
done in the Army, Navy, and Air Force, and I hope that 
study will not be neglected, as I am sure there is much 

. to be learnt from it. To some extent we are trying to 
carry on that Work through the panel that has been set up 
' under Sir George Schuster’s chairmanship, which is con- 
cerned with all the problems of industrial morale. I am 
delighted that Roffey Park through the person of Dr. Ling 
‘is contributing to that study.” 


. The Goodenough Committee emphasised the need to 
include the problems of industrial health in student and 
postgraduate courses for medical: men, and the Nuffield 
Foundation has given a lead in establishing university 
chairs of social and psychological medicine. The present 
Government increased the money allotted to the Uni- 
versity Grants Committee to £12 million a year, much 
of which will go to medical education. 

“It is up to the medical schools to see to it that the 
social and industrial problems are given their rightful place 
in the educational syllabus. In the same way, I hope that 
the Departments of Commerce and similar faculties will 
.devote some of their curriculum to the questions of human 


relations in industry. In- this way we shall get the problem , 


attacked’ from both sides simultaneously, which is what 
_ we need for success.” | ; 


It is sometimes forgotten that today some 400,000 
persons in this country are engaged in managerial 
functions of one kind or another, and that there are 
12,000 entrants a year, many of whom at present are 
very ill equipped to appreciate the importance of the 
psychological factors in human relationships. All this: 
is now recognised as a matter of first-class importance 
and is no longer regarded as the hobby of a few cranks. 
But in the average place of employment the practice 
lags very far behind the theory, and everything possible 
must be done to bring about the practical application 
of the remedies and methods that can now be safely 
advocated as cures or preventions of stress diseases. 
In the training department at Roffey Park, said Sir 
Stafford, regular courses are being provided for both 
doctors and industrialists, and the two partners are 
being brought into useful contact with one another. 

his introductory speech Lord Horder referred to 
the growing support for Roffey Park. This centre had 
treated and resettled 3600 men and women, of whom 
80% were known to be working contentedly six months 
or more after leaving. The breakdowns which brought 
these people to Roffey arose from a number of causes 
—“ the square peg in the round hole, poor factory 
conditions, bad morale, poorly trained departmental 
' ma@nagers and foremen who spread an atmosphere of 
suspicion and unhappiness, and, of course. disharmonies 
in family life.” At least 70% of all sickness absence 
in office and factory was accounted for by the “‘ stress 
diseases.” Prevention lay in training doctors and laymen 
alike in the fundamentals of healthy mental and physical 
living in an industrial environment. The impending 
amalgamation of Roffey Park with St. Thomas’s Hospital, 
under the National Health Service Act, augured well for 
both institutions. 


but the results of all this - 


The 


- . In England Now 


A Running Commentary by Peripatetic Correspondents 


CLAIMING priority is a dangerous game—hence this 
preliminary communication as a feeler before I put in 
a claim for my ‘‘ Skymaster cedema.”’ — 

Skymasters, as every schoolboy knows, are the four- 
engined Douglas planes which South African Airways 
use for their express air service between Johannesburg 
and London. The plane leaves Johannesburg shortly after 
midnight. The first stop is at Kisumu, at the northern 
tip of Lake Victoria, where passengers are taken to a 
hotel for lunch. The next stop is the same evening at 
Khartoum for dinner. Then, flying all night again, 
this time over the Sahara, there is a stop just before 
dawn at Castel Benito, the airport for Tripoli, and the 
next hop brings one to Heath Row, where the plane is 
scheduled to land shortly after midday. So the whole 
trip of some 6000 miles takes just over thirty hours. 
When full, the plane carries over forty passengers. 
No sleeping bunks are provided, and though the seats 
can be tipped back it is practically impossible to do so 
to any extent when the plane is because either the 
back of your seat smothers the passenger behind you or 
your feet stick into the back of the passenger in front 


of you. The most that one can hope for during the two 
nights in the plane is to sit in a semi-recumbent 
position. K i 


My attention was first drawn to the ‘“‘ new ” disease 
by a senior colonial medical officer who bad flown out 
to Johannesburg in this plane. Being of the old pioneer- 
ing school who believe in being as comfortable as possible 
under all circumstances, he took his shoes off before 
settling down for the night. On waking in the morning 
he discovered that his ankles were so swollen that it 
was extremely difficult to get his shoes on. Visions of 
unsuspected cardiac or renal disease rose before him, but . 
as a good Irishman he refused to be perturbed, and 
within twenty-four hours the cedema had gone and did 
not recur. A few weeks later a distinguished South 
African physician told me he had been consulted by a 
middle-aged lady with the same story. 

When I flew home by Skymaster I was therefore well 
primed, and on settling down for my first night in the air 
I kept my shoes on. I examined my ankles at breakfast- 
time and there was nothing to swear to, so I -began to 
think that .my two “ cases” must have what our 
American friends call “some underlying pathology.” 
After my second night in the plane, however, both feet 
and ankles had the loveliest pitting cedema I have ever 
seen. And I can now sympathise with my patients when 
they complain: of aching in their cedematous feet. It 
took about forty-eight hours for the pitting to disappear, 
and during this period my feet ached steadily whenever 
I walked about. That I was not the only victim was 
evident when I quietly studied the lower extremities 
of the other passengers; several of them had’ definite 
swelling. 

The obvious comparison is with the “ shelter legs ”’ 
of the war. But this mainly affected elderly people, 
whereas I am nearer forty than fifty and my first 
informant was only just on the wrong side of fifty. 
Then again, shelter leg was supposed to be due to sitting 
still all night in a cramped position on a deck-chair, 
with the cross-bar obstructing the venous return. I 
admit that the conditions in the Skymaster (pace S.A.A.) 
could be described as cramped, but there was no hard 
bar at the front of our well-padded seats, and certainly 
in my case there was no question of keeping still all the 
time—on the contrary, one was continually turning from 
side to side, crossing and uncrossing one’s legs and 
stretching them, trying to find a comfortable position. 


tt 


“Perhaps I should add that the Skymaster has no 


pressurised cabin, and that at no time did we fly above 
5000-7000 feet. | 

This may well be a recognised condition,* but I have 
yet to meet someone who knows about it. This brief 
note will have served its purpose if it allays the anxieties 
of passengers who awake to find their ankles cedematous. 


* Alas for priority ! A leading article on shelter legs in 1940 (ii, 722) 
mentioned that a similar condition had been seen in people 
fiying home from Cape Town.—Eb. L. 
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I don’t know whether it’s worth reading the medical 
journals each week (except of course for this column). 
My brain gets very battered having new facts put. in 
so often and then having them extracted again. I was 
thinking last night of the number of things I have read 
which I later find refuted in another article, sometimes 
within a few months: just when I’d mugged up about 
fibrinoid necrosis of glomeruli causing vicious circle 
hypertension, I read elsewhere that all rats have got 
fibrinoid necrosis anyway and that the other work might 
be invalid. Just when I had it clear that crush syndrome 
kidneys got cortical necrosis from a nervous mechanism 
making the medullary bypass open out and the cortical 
vessels close down, somebody says that the cortical 
vessels are squashed by swollen cells and it isn’t a 
nervous mechanism at all. Again, what about breast- 
milk ? I’ve read in the last year that thyroid increased 
it. then that iodine alone was better still, and just 
lately that iodine doesn’t increase it after all. 

I really don’t know what to believe or which side to 
take. If one keeps on packing and unpacking a suitcase 
with different contents everything gets muddled, con- 
tainers burst, and toothpowder and hair-lotion impreg- 
nate the shirts and socks. That’s what’s going to happen 
to our brains if we go on poking in facts and plucking 
them out at the same time. 

Some beliefs are cherished a long time before some pundit 
kills them for us, and the extraction of a firm-rooted belief 
is as unpleasant as the removal of an impacted wisdom 
tooth. I was brought up to believe that pulmonary edema 
was due to left ventricular failure, but apparently it isn’t 
today. As a student I fondly believed digitalis worked 
by shielding the ventricles from the futile rampagings 
of the auricles above them, but the Hammersmith 
chaps say I must cross it all out now and talk about 
right auricular pressure. We used to be taught that the 
rock dust and not the coal dust hurt the miners’ lungs, but 
I see that the coal dust is the villain after all. Spina 
bifida has nothing whatever to do with enuresis, though 
it had when I was a boy: Though I’m anything but 
clever, as Captain Corcoran remarked, I could talk like 
this for ever. 

What’s to be done? I’m getting suspicious and dis- 
trustful of all medjcal literature, and I’ve a jolly good 
mind to cancel my subscription to THE LANCET and 
become a stockbroker. Stocks and shares are no more 
variable than medical theory, and one can make money 
out_of their fluctuations. 

* * * 


A close study of the student nurse’s education, in 
theory and practice, should be compulsory for any 
member of the medical profession concerned with its 
reorganisation. The only way to know what is going on is 
to hear from the student nurses themselves how and what 
they are taught. ` I have been following with interest the 
progress of a girl who entered the P.T.S. a few weeks ago. 

Having ‘‘ done ” the skeleton in a week or two, with a 
distant view of the various bones during lectures and a 
closer view obtained in competition with fifteen other 
people, she was required in a test paper to draw a diagram 
of the skull. Joints were disposed of in an hour, in a 
practice lecture by a sister-tutor in training. Now the 
muscular system has been dealt with, though no student 
has yet seen a muscle and the names are a curious 
conglomeration of old and new terminology. Somehow, 
the authors and illustrators of nursing textbooks never 
agree, so that the inguinal ligament of the text becomes 
the Poupart’s ligament in a diagram, to add to the 
nurse’s confusion. 

In practical nursing they have all seen a dummy 
carefully washed with real soap, although the student 
nurse receives but one soap coupon a month. This 
dummy is invaluable, but when it came to a practical 
demonstration of enema technique the two holes (intake- 
and output) provided (what will the nurse make of this 
anatomical arrangement ?) were not used, and the enema 
- was given into a basin. 

Re * * * 

A rural health visitor, having vividly described the 
dangers of raw milk to her little audience, asked whether 
in future they would order only pasteurised milk. ‘ Nay,” 
answered one thoughtful mother, ‘‘ ah doan’t think‘ ah 
shall; ah’d rayther drink a menagerie than a cemetery.” 
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Letters to the Editor 


THE ROYAL COLLEGE OF SURGEONS 


Srr,—I regret that the fellows of the Royal College 
of Surgeons of England who signed the letter in your 
issue of June 19 (p. 963) feel that they have a grievance 
about the conduct of meetings which have been held in 
the college in recent years. They were conducted strictly 
in accordance with the by-laws and regulations of the 
college. For the information of the general body of 
fellows it will be well for the facts to be put on record. 

The meeting held on April 28 of this year was sum- 
moned with the approval of the council in response to a 
requisition signed by thirty-three fellows. It was, as 
stated by your correspondents, the first meeting of 
fellows since the National Health Service Act became 
law at which resolutions were in order.. 

There had, however, been the annual meeting of 
fellows and members in November, 1947, when questions 
relating to the Act could have been the subject of resolu- 
tions ; but no notices of motion were received and there 
was no quorum at the meeting. B 

There had also been the meeting of fellows on Nov. 29, 
1946, referred to by your correspondents. The council 
agreed to this meeting being summoned before Nov. 30 
“ for the exchange of views,’ in response to an urgent 
request at the annual meeting of fellows and members 
on Nov. 13, 1946, at-which again there was no quorum. 
It was made clear that resolutions would not be in 
order since the statutory notice could not be given. 
The general opinion of the meeting was however expressed 
in a recommendation .that the college should act in 
conformity with the general feelings of the profession 
in regard to the question of negotiating on the regulations 
of the Act. The council held the view that negotiations 
should take place, but, when the majority of the pro- 
fession favoured the opposite course, they acted as 
requested. ; 

Three resolutions were passed at the meeting on 
April 28 this year. They were as usual submitted to 
the council for consideration and such action as they 
might think desirable. The first resolution, which was 
passed nem. con., urged the council that opinions 
expressed at the meeting be represented to the Minister 


of Health. This was done. The terms of the other . 


two resolutions; which were passed by 153 to 73 and 67 
to 58, were taken as representing the views of the 
meeting. The council were opposed to the resolutions 
but in accordance with usual practice members of the 
council did not vote. The resolutions were sent not only 
to the Minister (who personally acknowledged them) 
but also to the Negotiating Committee, through which 
body the council has acted in representing views to the 
Government. It can hardly be maintained, therefore, 
that opinion has been suppressed. 

Meetings at the college. are not public meetings; and 
representatives of the press, either lay or medical, are 
not invited as a rule, though the annual meeting of 
fellows and members is sometimes attended by represen- 
tatives of the medical press. College meetings are held 
for the receipt of council reports and to enable those 
present to put their views before the council. Resolutions 
which are passed are reported to the council, which is 
responsible for the government and management of the 
college, and is representative of the fellows as a whole, 
not only those who happen to attend any particular 
meeting. l 

It is usual for proceedings at collegiate meetings to be 
confidential. Occasionally a college may issue resolutions 
for publication, but the proceedings of meetings are not 
usually open to the medical or lay press. The by-laws 


and regulations of the Royal College of Surgeons are ` -Ê 


strictly drawn in regard to the management of meetings, 
with a view to preventing them from being used as a 
means of publicity or an opportunity for propaganda. 


During the discussions on the National Health Service 
Bill before enactment, many resolutions were passed at 
meetings of fellows, and of fellows and members. These 
were dealt with in exactly the same way as the later 


ones, and were sent by the council to the Negotiating 


- Committee, and sometimes to the Minister of Health, 
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without any publicity being given to them and without , 


any complaint being made on that account. 

Fellows of the college are quite at liberty to express 
and publish any views they may hold, but those attending 
a meeting at the college are not entitled to speak for the 
college as a whole. The council is charged with that 
duty, and also with taking such action on the views 
expressed at meetings as they may think fit. Pronounce- 
ments by the president have been made with the approval 
of the council, the body which has full responsibility 
and Sic n be regarded as representative of the fellows as 
a whole. , 

The Royal College of Surgeons is an academic body 


and was founded, and granted powers and privileges, | 


‘to pr omote and encourage the study and practice of 
surgery.” It fulfils these functions by maintaining high 
standards of examination for its diplomas, and by using 
its unique facilities for research and postgraduate educa- 
tion to the fullest possible extent. These are the true 
functions of the college, and its constitution is. designed 
for ‘their: fulfilment. I quite agree that the college is 
not so constituted as to be an adequate body for day 
to day medicopolitical negotiations, and the council has 
repeatedly expressed this view. 

Finally, I hope that the signatories of the letter in 
your columns will cease trying to use the college as a 
public platform for political purposes, and will join with 
the council and the majority of fellows in supporting 
the college, interesting themselves in its activities, and 
doing their best to carry it forward to an even greater 
position in' the world of surgery than it has occupied in 
the past. 

WEBB-JOHNSON 
President. 


THE GEOGRAPHICAL ORIGIN OF NURSES 


Sm,—Though greatly impressed by ‘Dr. ‘Woolf's 
thorough and interesting study of this subject in your 
issue of June 19, I cannot help feeling that his conclusions 


Royal College of Surgeons of England. 


lose some of their potential validity because of the method . 


of geographical subdivision which he employed. To lump 
the county of London and the county boroughs together 
as “town ”’ and to call the rest of England ‘ country ”’ 
shows some lack of appreciation of the typical English 
social pattern. 

The population of the county of London is roughly 
4,000,000. The population of the Metropolitan police 
district is about 8,000,000. Even when adjustments are 
made for the three considerable county boroughs in 
Greater London, a population not greatly less than that 
of- the county of London lives in extrametropolitan 
London and has more in common with Dr. Woolf’s 
“ big-town ” class than with his ‘‘ rural’’ class. In all 
the other principal- population centres of the country 
there is a pattern of city or great-town centre, with a 
small-town and suburban fringe separating it from the 
countryside and regarding itself as town rather than 
country ; and ih most cases the ‘‘ fringe ’’ population is 
not greatly less than that of the central-city. Certainly, 
the majority of Dr. Woolf’s “ country ” girls are not 


country-dwellers in any sense except the special and- 


arbitrary one in which he uses the term. 

The dullness of rural life probably plays some part in 
driving country girls into nursing, but two other impor- 
tant factors are seen to operate when one appreciates 
the true nature of the difference between the population 
groups concerned. ‘‘ Fringe ” areas usually contain & 
greater proportion of middle-class people than do “ great- 
town ”’ areas. In addition, great-town areas are more 
highly industrialised than fringe areas. 

Hospitals tend to regard the middle-class girl as a 
better potential nurse than the working-class girl, 
because of her ‘ better ” educational and social back- 

ground. Those fortunate hospitals which can still pick 
“ and choose their recruits, because of the glamour asso- 
ciated with their reputations and histories, deliberately 
pick the-middle-class girls. In this way the great London 
hospitals and some of the major provincial hospitals 
close the door to town girls from their own areas. Again, 
it.is anything but easy for a girl to live on the salary a 
probationer receives, even under the Rushcliffe scales. 
So long as the nurse’s pay is kept low because of her 
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“ student ” status, we can expect most recruits to come 
from the social group which can afford to subsidise its 
children’s living up to the age of 21. 

In the industrial areas the hospital is competing with 
the factory for its recruits, and the hospital is doomed 
to failure from the start. - The factory offers more money 
and more freedom, and will accept its recruits at the age 
of 15. Other things being equal, the hospital might have 
an equal chance with the factory if both were willing to 
take the girl who had just left school; but nursing will 
find it hard to attract the girl who, at ‘the age of 18, has 
already spent two years in another job. ` 

It certainly behoves the hospitals to do what Dr. 
Woolf suggests; this will help them in any form of 
competition. But the problem is not merely one of 
recruiting the town girl; it is one of recruiting the 
working-class girl, to whom and to whose family economic 
considerations loom large. And in spite of the Working 
Party’s cavalier dismissal of the “ gap ’’ between school- 
leaving age and entry upon nursing trainmg, the possi- 
bilities opened up by prenursing training courses, 
especially when these are combined with maintenance 
allowances or with paid practical work in association with 
local authority or other medical services, are worthy of 
a good deal of study. l 

JOHN D. KERSHAW 
Medical Officer of Health. 


REGIONAL ILEITIS 


Str,—Perhaps I may make a few remarks on your 
interesting leading article of May 29. These are based on 
12 cases seen in private practice between 1939 and 1947, 


` Colchester. 


and on others seen by me in the Army during the war, 


or in consultation. Some of them had been diagnosed 
as ulcerative colitis on account of chronic diarrhcea, and 
the true diagnosis was established only by investigation. 
A further indication for investigation was complications, 
among which the following were noted : retarded growth 
and development (intestinal dwarfism in one case), when 
the disease arose in childhood ; mental abnormality, such 
as retarded intelligence or anxiety state ; hyperchromic 
or hypochromic ansemia; iritis or iridocyclitis; and, 

once, non-union of a fracture. 

The X-ray findings may clinch the diagnosis, but there 
is often supporting evidence—intermittent pyrexia, 
diarrhoea, leucocytosis; increased. blood-sedimentation ` 
rate, intermittent occult blood in the stools, and increased 
feecal fats. 

The radiological examination (barium meal and 
barium enema) practically always shows a positive 
string sign of Kantor. At the same time, other abnor- 
malities can be noticed: calcifying lymphadenitis in the 
right lower abdomen, and a cecum irregular in outline 
and placed higher than normal. Radiology alone can 
reveal the extent of the disease, which may start prac- 
tically in the stomach, affect intermittent. parts of the 
jejunum and ileum, and be manifest also in the colon 
as segmental or polysegmental colitis. 

The methods described here have been employed in 
all cases of chronic ulcerative colitis, a great number of 
which proved to be ameebic in origin; treated as such, they 
were greatly improved or cured. In almost all these cases 
the stools contained E. histolytica. In some the possibility 
of an amecebic infection was evident only after routine 
radiological examination of the chest, which showed an 
abnormally raised and irregular right diaphragm. The 
cases which were not proved to be amoebic could be 
divided into segmental colitis (Crohn) and idiopathic 
ulcerative colitis. In ‘the group of segmental colitis, 
typical string signs were found in the terminal ileum, 
in addition to the abnormality in the colon ; whereas in 
idiopathic ulcerative colitis no abnormality of’ the ileum 
was found, and the investigations did not show any signs 
of tuberculosis, diverticulitis, or other disease. 

_It is often suggested that chronic ulcerative colitis is 


the expression of an anxiety state or of some psycho- 


somatic disorder. In my cases the disease persisted, 
though the general condition benefited by psychological 
treatment. Such a case was seen in July, 1947, and 
reinvestigated recently. Although the patient’s general 
condition was greatly improved—her weight had risen. 
from 9 st. 3 lb. to 10 st. 3 Ib.—the radiological appearance 
of the colon had certainly not improved. 


34 THE LANCET] 


BACTERIOLOGICAL NOMENCLATURE 


[JULY 3, 1948 


Lastly, I should like to mention the following case of a - 


man who first came to me in May, 1947, with four weeks’ 
history of abdominal pain and loss of weight (1 st.). 
During this period he had had two or three severe attacks 
of acute pain, each lasting about twelve hours. 

While serving in the Army, “this patient had repeated 
attacks of diarrhea and abdominal pain. He was investigated 
on several occasions, with completely negative results. There 
had been a tendency to diarrhoea since 1941. He was dis- 
charged from the Army in 1945, diagnosed as an anxiety state. 

Clinical examination revealed a large mass in the centre 
of the abdomen which was movable, and could be felt at the 
right and left of the umbilicus. At times a well-marked increase 
of peristalsis in the left abdomen was noticed. A provisional 
diagnosis ef subacute small-intestinal obstruction due to 
Crohn’s disease was made. Operation on May 30, 1947 
(Mr. E. W. Riches), showed subacute obstruction of the 
jejunum, caused by, acute jejunitis (Crohn’s disease) of mid- 
jejunum. - In addition, four other areas of this disease were 
found. In thé terminal ileum—the classical position—only 


the scar of previous inflammation could be seen; but other - 


areas showed signs of healing, or were in a subacute non- 
obstructive stage. There was extensive lymphadenitis. 


From my cases I did not derive the impression that 
. this disease is more prevalent among Jews than others, 
only 6 out of a total of 24 pees being Jewish or of 
Jewish extraction. 


London, W.1. Lro RAU. 
POST- CRICOID PHARYNGO- ŒSOPHAGEAL 
PERFORATION ; 
‘Sm,— ‘When the head is extended, as it must be 


-a3 


during the introduction of the... cesophagoscope . 
(my italics). This sentence at the foot of p. 986 (Mr. 
Goligher’s article of June 26) caught my attention, since 
for 20 years I have preached and practised, in some 
hundreds of cases, the exact opposite. I am aware that 
the view is current. . But extension of the head, and still 
more extension of the neck which is hard to avoid if the 
head is extended, means that the instrument is brought 
up. hard against- the seventh cervical vertebra, and may 
even inflict damage in that region. It is usually possible 
to introduce an endoscope with the head extended, but 
it is always much easier and safer with the head and neck 
fully flexed forward. Let anyone try; it is clear at 
once that in flexion the instrument passes directly down 
the lumen of the cesophagus in the natural line of that 
lumen—the better the flexion, the easier the manœuvre. 
I commend this point particularly to the novice, especially 
when he is searching for a foreign body. Of course, once 
in the cesophagus gradual extensign is needed for further 
progress ; ; indeed, on my own operating-table (Thackray) 
there is an additional joint to provide mid-dorsal 
extension on approaching the cardia. But for the 
introduction of any instrument the rule, for ease and safety, 
should be ‘‘ full flexion of neck and of head on neck.” 


Bristol. E. WATSON- WILLIAMS. 


H 


BACTERIOLOGICAL NOMENCLATURE 


Srr,—Unless workers in this country express their 
disapproval more strongly than they have done in the 
past, Bergey terminology is Jikely to become the inter- 
national standard for bacteriological nomenclature. 
This country is adequately represented on the Nomen- 
clature Committee of the International Association of 
Microbiologists, but.on the more important Judicial 
Commission on Bacteriological’ Nomenclature we are 
represented by a mycologist. One of the permanent 
secretaries, Dr. R. St. John-Brooks, formerly acted as 
the mouthpiece of British bacteriologists, but since 
he now lives in the U.S.A. he is no longer in a position 
to represent opinion in tHis country. 

It is important that some means should be found to 
keep our representative on the commission informed on 
the views of British bacteriologists, and an advisory 
nomenclature committee, preferably set up by one of 
the scientific societies, could do this. All British members 
of the International Nomenclature Committee would 
be on this committee and its other members would be 
bacteriologists representing medical, veterinary, agri- 
cultural, and industrial interests. The committee would 


have two main tasks: first, to define genera and species 
that should be afforded recognition ; ; secondly, to review 
and prepare opinions on the problems to be considered 
by the International Judicial Commission at its next 
meeting. Many of these problems are highly contro- 
versial, and, unless our sole representative is adequately 


briefed, British bacteriological opinion is not likely to 


be heard by the commission. 
S. T. Cowan. 
National Collection of Type Cultures, i aaa ~ 
Lister Institute, Elstree. eae 


- 


CURARE IN ANÆSTHESIA ` 


SIR,—-Às you pointed out in an annotation two years 
ago,! it was Bennett and Griffiths in Canada who revived 
the interest of clinicians in curare. But as early as 1912 
Laewen, the German surgeon, was using curare for 
muscle relaxation in anesthesia.? ‘ 

Zwickau, Saxony. Max DETLEFSEN. 


SCHOOL DOCTORS AND THE ACT 


Sm,—What is the position of school doctors under the 
Act? I have received a notice from my son’s preparatory 
school telling me that the school doctor will accept the 
boys as patients under the Act, but in addition there 
will be a termly charge, which is to be paid to the doctor 
as an honorarium for his visiting the boys at school 
instead of insisting that they should go to his surgery. 
I felt that it was contrary to the spirit and the letter 
of the Act that the doctor should receive - payment 
apart from the capitation fee for patients on his list. 
I rang up the Ministry of Health and they confirmed 
my view that the procedure was “ highly irregular,” 
but they admitted that the particular problem of visits 
of school doctors had not yet been considered. 

I have since been told that the Preparatory Schools 
Association is recommending the payment of an hono- 
rarium to ail school doctors, and I know of at least 
one pune school at which the same thing is proposed. 

-. ~ FATHER OF BIGHT. 


EARLY DIAGNOSIS OF GASTRO- INTESTINAL - 
CANCER | 


Sir,—In the first decades of this century, at a time 
when great emphasis was laid on painstaking examina- 
tion of the abdomen, two forms of gastric cancer were 
distinguished : one palpable and the other impalpable. 
In those days it was generally admitted that cancer of 
the stomach is nearly always inoperable, for by the time 
that the tumour has become palpable it has extended 
over a great part of the stomach and of the regional 
glands. Sometimes however—for example, with tumours 
involving the posterior wall of the stomach and invading 
the pancreas—the condition may become inoperable 
without the tumour ever being palpable. 

It is deplorable that, as Mr. Hermon Taylor makes 


clear in his article of April 17 (p. 581), the position is ` 


still substantially the same. Moreover, tumours elsewhere 
in the digestive tract may also remain symptomless for 
a time, the appearance of symptoms being followed 

uickly by the state of inoperability. It thus seems 
decir rable, as Mr. Taylor says, to adopt some method which 


‘will indicate the presence of a tumour of the alimentary 


tract in general, even if this method gives no evidence 
of the exact location. More than 30 years ago I pointed 
out, for the first time, the significance of finding occult 
blood in the feces. It was then shown that this finding 
is not characteristic of chronic peptic ulcer but is constant 
with cancers of the alimentary tract, irrespective of their 
site. Mr. Taylor proposes that each year 1 in 25 of the 
45-60 age-group should undergo radiological examination. 

I suggest that each year every person in thjs age-group 
should have two examinations of the fæces for occult 
blood. The test is easy, cheap, and quick. If the patient 


is properly prepared, and if other conditions which may ` 


cause it to become positive—e.g., pyorrhosa, heemorr hoids, 
and congestive heart- failure—can be ruled out, a positive 
result would call for a detailed X-ray study. 


Sydney. EUGENE J. ROSENTHAL. 
1. Lancet, 1946, i, 424 . 


2. Beitr. klin. Chir. 1912, 80, 168. 
3. Rosenthal, E. J. Berl. klin. Wschr. 1916, no. 35. 
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TWO QUALITIES OF SERVICE? 


Sir,—-You are to be congratulated on your annotation 
last week. Surely the real difference in the future between 
a private and a State patient will be that the former will 
have an appointment to see his doctor at a time con- 
venient to both,' whereas the latter will attend at the 


doctor’s regular consulting hours and take his turn 


with others. 


Worthing. 7 HAROLD LEESON. 
- | ARTIFICIAL LIMBS 
Str,—Recent articles and letters in the press have 


referred to the artificial limbs to be provided in the new 
service as ‘‘standard”’ or “ utility ”?” limbs. As one of the 
firms of artificial-limb makers appointed to supply these 
limbs we have no knowledge whatsoever of a “ standard ” 
or “ utility ”?” limb. `The limbless sent to us to be fitted 
with artificial legs each constitutes an individual case, 
and there is no such thing in our experience as 
standardisation. The appliances for children and adults 
born with congenital deformities are also individual in 
design for each case. Because of the size of our organisa- 
tion we can employ specialist fitters for each site of 
amputation (incidentally we have no knowledge ofa 
“ standard “amputation”? but only of a good or bad 
stump for fitting) and we are probably the only firm in the 
world doing this. 

To allay other fears which have been expressed we 
- should like to make it clear that we have for years past 
carried out repairs to artificial legs of all makes, and we 
are in a position to continue to do so. 


_ J. E. Hanger & Co. Ltd. 
. Roehampton. 


A. W. SHAW 
Managing Director. 


HEALTH CENTRES 


- SmR,—One aspect of the proposed and now, alas,- 


postponed introduction of health centres has not, I feel, 
been sufficiently stressed. This concerns the relation- 
ship between general practitioners and consultants. 
I believe that the extra ‘facilities, such as radiological 
departments and laboratories, made possible by establish- 
ing health centres, would bring about a more normal 
and healthy relationship. 

Fifty years ago, before the technical side of medicine 
_ became so advanced, a practitioner would seek the advice 
as constltant of a man whose clinical acumen was 
respected or who had had special experience in a par- 
- ticular type of disorder. The consultant would approach 
the case with the same implements for examination as 
the practitioner—i.e., his eyes, ears, sense of touch, and 
so forth. Nowadays, however, the practitioner starts 


at a technical disadvantage, since he is not in a positions 


‘to use many of the methods of investigation in which 

` he has been trained, and which would be useful to him. 
Hence the hospital specialist or consultant is now in 
some respects valued more because he has resources for 
these methods than because of his clinical acumen or 
experience. His work is greatly increased because many 
cases are sent not so much for advice as for that extra 
investigation. The diagnosis of pernicious anemia, 
though it can be made very nearly by a laboratory 
technician, can seldom be made with any certainty by 
the general practitioner. : 
_ A properly organised system of health centres with 
direct access for the practitioner to laboratories and 
radiography facilities would improve the efficiency of 
the medical services in several ways: | 

1. It would reduee the amount of outpatient work at 
hospitals. | l 

2. It would allow the general practitioner to use the 

methods of examination and investigation by which he has 
been trained to diagnose disease, and so greatly increase the 
quality and interest of his work. | 
_ 3. It wouldcounteract the tendency in the occasional less 
conscientious practitioner to become merely the tenant of an 
office for dispatching patients to hospital. . 
. 4. It would put. the consultant and the general practitioner 
back into ẹ proper relationship with one another, in that, 
on the whole, they would approach a case on the same terms. 
The ‘consultant would not need to be called in for help in 
diagnosis solely because the practitioner was unable to do 
the investigation, but only because he was not certain of his 
interpretation of the findings. 


It may be said that general practitioners would not 
have enough experience to prevent them overlooking. 
disease or making mistakes through misinterpretation. 
I have even heard a case quoted, as an argument against 
such facilities in health centres, in which a healthy 
kidney was removed because the practitioner had 
mistaken a staghorn calculus on one side for a normal 
pyelogram. Without adequate safeguards such mis- 
interpretations. could possibly take place, but with 
visiting radiologists and pathologists to check X-ray and 
laboratory findings they should be rare. 

A final word must be said on the differences of opinion 
about the scope and structure of ‘‘ health centres ’’ !1— 
differences fostered by this rather vague name for them 
which could be abandoned with advantage. Some 
think of the centre as similar to the Peckham Health 
Centre, which concentrates on frequent overhauls of the 
healthy population. Others think of it as an outpost of 
a hospital in hitherto unserved country, and run by 
specialists and consultants as a kind of branch out- 
patient department. Much can be said in favour of 
both these ideas ; but the first cannot be widely applied 
for many years, while the purpose of the second would 
be better served by having more hospitals with outpatient 
departments. . 

What. is required, whatever its name, is a centre 
where practitioners can work under good conditions, 
with administrative staff to look after records and notes, 
and where they have direct access to those pathological 
and radiological services without which they literally 
cannot nowadays make a diagnosis. 


Barry Accident and Surgical Hospital. 
J i 


H. M. GRANT. . 


_ ATTACK ON RHEUMATISM 


Smr,—In his letter of June 19 Dr. Stone is attacking 
the word ‘“‘rheumatism,?” not the group of diseases, 
This word has the advantages of antiquity and of being 
S R accepted. Any substitute. must prove its 
worth. 

The Shorter Oxford English Dictionary defines rheuma- 
tism as ‘‘a disease of which inflammation and pain of 
the joints are prominent features.” The Encyclopedia 
Britannica states that rheumatism is a “general term 
for various forms of disease subdivided as follows: 
acute, subacute, chronic, muscular, and arthritic.” It 
is clear that ‘‘ rheumatism ” refers to a group of diseases 
affeeting a section of the body—the muscles, joints, and 
allied structures. ‘‘ Rheumatology ”? therefore is the 
special aspect of medical science that cares for this 
group of diseases. The definition, admittedly loose, is 
anatomical. The neurologist deals with diseases of the 
central nervous system—an anatomical division—but 
no-one complains because tabes and disseminated sclerosis 
are not clinical varieties of the same disease. : 

The causation of many of the rheumatic diseases is 
unknown, but that is no reason to object to the term. 
If it were, then other branches of medicine would be in 
need of similar treatment. Altering the name of this 
group of diseases will not bring divine inspiration and 
solve our problems. 

The example quoted by Dr. Stone is comparable to such 
a phrase as: ‘‘ This man has palpitations; are they 
neurotic ? ’?: Misuse of words by others is no reason for 
changing them. No-one suggests that neurologists 
should be styled ‘‘ nervous physicians,’ or that there 
should be such terms as “ geriatric physician’ or 
“ venereal surgeon.” I can see no reason why the term 
“ orthopeedie physician ” should be introduced, if only 
because I should not like to see broken bones in the. 
rheumatic clinic. 


London, S.W.1. DAVID P. NICHOLSON. 


1. Lancet, 1947, i, 32. 


St. Thomas’s Hospital have once more published their 
list of old students. This first post-war edition also contains 
the school’s roll of honour and the names of those who have 
died since 1938. The kindly pre-war custom of free distribu- 
tion has had to be reluctantly abandoned, but copies may be 
had from the beadle of the medical school for 28. 6d. 
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' Scarlet Fever in Lanarkshire 


OvER 70 cases of scarlet fever were reported in the 
Lanark area between June 10 and June 17. All of 
these patients had eaten ice-cream from a shop in 
Lanark, where two assistants were found to be carriers 
of a hemolytic streptococcus. The shop was closed for 
disinfection, and farms in the district were visited to 
make sure that workers handling milk were not carriers. 
The outbreak has now subsided. 


Food-poisoning from ‘‘ Cream ” Buns 


The medical officer of health for Lambeth has reported 
that on and after May 19 there were 93 cases of food- 
poisoning in this district, in all of which synthetic cream 
was incriminated. Each of the patients had eaten 
the cream in buns and cakes sold by the same confec- 
tioner on May 15. S. typhi-murium was isolated from a 
sample of cream taken on the 18th. At the bakery 
supplying the confectioner it was found that one of the 
staff had been absent from work with an illness suggesting 
food-poisoning ; and S. typhi-muriwm was isolated from 
the feces of another employee. The M.O.H.’s report 
points out that a local authority can legally forbid 
a carrier of enteric or dysentery to handle food for human 
consumption but that similar measures cannot be 
taken against a carrier of salmonella organisms. 
The M.O.H. urges that. this discrepancy should be 
corrected. 


Towards Cleanliness in Catering ` 


__A campaign launched by the British Tourjst and 
Holidays Board, with Government support, has as 
its object the promotion of improved hygiene in the 
various sections of the catering industry. As the 
first step, attention is being drawn to the dangers 
of infected food and utensils and to the importance of 


THEIR FUTURE 


y > ‘ 
ARLINESS PREVO DISEASE 


personal cleanliness. Hach of the 184,000 catering 
establishments in the United Kingdom has been sent 
posters and aluminium plaques for exhibition in staff 
quarters. One of the posters is reproduced here. Another, 
showing a dirty knife casting a shadow of a dagger, 
has this caption: ‘‘ Dangerous Weapons—Dirt Means 
Disease. Keep Foods, Hands, and Utensils Clean.’’ The 
theme of clean hands i is continued on the plaques, which 
are designed to hang over wash-basins and in lavatories. 
Managements and staffs are to be invited to conferences 
at which the dangers of unclean habits in their work will 
be discussed. 


PUBLIC HEALTH—PARLIAMENT | t 


[JULY 3, 1948 
Parliament 


QUESTION TIME 
Treatment under the National Health Service 


Mr. H. E. RANDALL asked the Minister of Health how many 
instances of doctors informing their patients that there was 
a restriction on drugs which might be ordered for free supply 
for the proper treatment of patients under the new health 
service had been brought to his attention; what steps he 
had taken in the matter; and what action was open to 
patients so informed by their doctors. 

Mrs. LEAH MANNING asked the Minister if he was aware 
that certain doctors were urging patients who go:to them to 
be placed on their register to remam as private patients on 
the grounds that they would in that event receive better. 


attention and be entitled to certain drugs which they could 


not have as National Health patients; and what steps he 
proposed to take to prevent such action.—Mr. ANEURIN BEVAN 


replied : I trust there have not been many such cases, and 


I am Confident that doctors will not attempt to discriminate 
between those who use the service and those who do not. 
Moreover, I welcome this opportunity to make it clear that 
patients are entitled under the new health seryice without 
restriction to every kind of drug and appliance necessary for 
their treatment. Indeed, any doctor who failed to prescribe 
these drugs would be breaking his terms of service. 

Mr. RANDALL: Is the Minister aware that two such cases 
have been brought to my attention ? Will he give an assurance 
that he will make the fullest inquiry ? Furthermore, will he 
answer the latter part of the question in which I ask what 
appropriate steps can the patients take when a doctor makes 
this statement ?—Mr. Bevan : The course open to the patient 


is to make a complaint to the local executive council and- 


that body will investigate the complaint. There is machinery 
under the Act to deal with this matter.—Mrs. MANNING : 
In view of the fact that I have also sent two cases to the 
Minister, and as this is a matter which is causing great anxiety 
among people of all parties, and belonging to many classes, 
who have looked forward to being free from the burden of 
doctors’ bills in the future, can he tell the House what steps 
he himself will take to end this rather disgraceful action on 
the part of some doctors ?—Mr. Bevan: All I can do is to 
answer the questions here, to call general attention to the 
facts, and to ask the public to note what is being said here, 
and not to listen to what certain doctors, who have been 
acting well below the ethical standards of the profession, have 

said. 

Colonel M. StoppART-SCOTT : Will the Minister assure the 
House that doctors will not be surcharged for supplying 
certain drugs as they are at present under the panel system ?— 
Mr. Bevan: There are regulations“concerned with the nature 


. of the drugs to be prescribed. There are certain things 


prescribed as drugs which are not drugs, champagne, for 
example. 

Dr. L. HapEN GuEst : Is the Minister aware that the British 
Medical Association take the strongest view of the improper 
conduct which a few doctors have been following, as suggested 
in these questions, and that they are taking action to bring 
this to the attention of the whole profession ? Does not the 
Minister agree that, since the B.M.A. are now codéperating in 
order to give the best possible service under the slogan of 
Dr. Dain that ‘‘Only the best is good enough,” it is 
desirable that-their help in this matter should be welcomed 
by the Minister ?—Mr. Bevan: Ihave already welcomed the 
help that has been given by Dr. Dain, especially in a letter 
which he wrote recently to the Times. I am happy to think 
that the vast majority of the medicdl profession frown 
disapprovingly upon these practices. - 


Registration of Patients 

Miss ALICE Bacon asked the Minister under what authority 
a doctor refused to take a person on his list, and intimated 
that he was prepared to take the same person as a paying 
patient.—Mr. BEVAN replied : Such conduct is quite unethical 
and I confidently expect that the profession will express the 
strongest disapproval of it. Miss Bacon: Is the Minister 
aware that this is happening, and that these practices give 
point to the criticism made by some supporters of the Govern- 
ment during the debate on the second reading of the National 
Health Service Bill, namely, that to allow a doctor in a public 
service also to undertake private practice is a means of destroy- 
ing public confidence in the whole scheme ?—Mr. BEVAN: 
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I am hoping that as we gain accumulative experience this 
practice will disappear. I am sure that it is believed in only 
by a very small minority of the medical profession, and I 
‘believe that as experience develops this alleged dichotomy 
in that service will be prevented. But, as I have said, such 


conduct is entirely unethical, and ought to receive the dis- 
= Mr. Hastincs : 


approval of the House and the country. 

Mr. Witson Harris: Is there any specific remedy when, 
as in a case which I know myself, a doctor refuses to take a 
patient on the grounds that the patient is in a position to pay, 
and therefore will not be accepted on the general list ?— 
Mr. Bevan: If there are patients who are so informed they 
can, of course, go to another doctor. 
process there are patients who are without a doctor they may 
be assigned to one. - 


Mrs. Mase, RipeateH: Is the Minister prepared to take © 


action at a later date in cases where a doctor is prepared 
to take a husband and wife, but refuses to take the children 
unless the parents pay private fees for the children ?— 
Mr. Bevan: There have been one or two instances of that 
kind. I believe that this action is also frowned upon by the 
medical profession and it only serves to show how necessary 
it is to organise this profession into a service for the nation 
as a whole in order to raise its standard of conduct. 

Dr. S. Seear: Will not the Minister enlist the active 
coöperation of these patients in reporting such cases to the 
proper authority _—Mr. Bevan: They are obviously making 
their complaints known now, otherwise we would not have 
heard about them. 

, Patients Outside Doctor’s Area 

Mr. G. C. ToucHe asked the Minister if he was aware that 
some persons joining the National Health Service had been 
told that they could not retain the services of the doctor 
‘whom they had engaged for several years because they lived 
outside the area for which the doctor was zoned; and if he 
would amend the regulations to enable such persons to retain 
the services of their present medical advisers.—Mr. BEVAN 
replied: A doctor has the right when joining ‘the service 
to fix the area within which he will visit patients in their 
homes, as he is required to do when necessary. There is 
nothing to stop him accepting patients who live outside this 
area, provided he is prepared to visit them. 


= Decentralisation of Local Health Services 

Mr. G. H. OLIVER asked the Minister, having regard to the 
decision of the Derbyshire county council not to delegate 
any of the duties under part Im of the National Health 
Service Act to the borough of Ilkeston, how many county 
councils had disregarded his advice in adopting this course ; 
and whether he would effectively intervene in cases where the 
health services were permitted to fall below the present 
standard of efficiency.—Mr. Bevan replied: Of 62 county 
councils in England and Wales, 27 have not decentralised the 
administration of their health services, but this figure includes 
some counties in which decentralisation would be inappro- 
priate. I should certainly intervene wherever services of 
a proper standard were not being provided. Mr. OLIVER : 
Could the Minister be induced to ask the county councils 
exercising their discretion not to delegate their powers under 
ur to state their reasons for their action to the smaller 
authorities whose health service they intend to supersede, 
particularly when the service is being run efficiently ?— 
Mr. Bevan: The local authorities are acting within their 
powers and I have no statutory power to interfere. I can only 

intervene if the standards of the service are not high enough. 


Maternity Medical Services 

Mr. SOMERVILLE Hastines asked the Minister why he 
had decided to reverse the policy of Statutory Instrument 
.606 as regards the method of obtaining maternity medical 
services by encouraging doctors who had had no midwifery 
experience to undertake maternity work and arranging to 
pay them for it.—Mr. Bevan: I have decided after consulta- 
tion with the medical profession to provide a lower fee for 
maternity medical services undertaken for his own patients 
by a doctor with ordinary experience. Such a dactor could 
not otherwise receive any fee for such services, either from 
public funds or from the patient. This does not affect the 
higher fees for special experience or the main objective 
that maternity work should generally be done by practi- 
tioners with such special experience. Mr. Hastines: Does 
this not mean that doctors who have seen no midwifery cases 
for 20 years or more will be able not only to undertake them 
but will be paid for them by the nation, and does he not 
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think that this is a public danger and a scandal ?—Mr. BEVAN =£.. 
This does not alter the existing situation. A general practi- 
tioner can do obstetrical work now and does it, so there is 
no new scandal being created. What is happening is that a 
new system is being introduced which will mitigate the 
present evils and I hope before long entirely remove them. 
Does not the Minister feel that as he is 
responsible for the quality of the service he ought to take 
some steps to see that it is of a sufficient quality ?—Mr. BEVAN : 
Steps are being taken. The scheme is to create a panel of 
general practitioners who will do obstetrical work and relieve 
other general practitioners without the same experience from 
doing it. This will in fact powerfully modify and improve the 
existing practice. 

Commander T. D. GALBRAITH : Can we really give official 
recognition to what is an undesirable practice ?—Mr. BEVAN : 
I cannot quite understand what the hon. Member means. 


' What this means is that a doctor will be paid for obstetrical 
work if he does that work for his own patient at the request 


of his own patient. This is, in fact, an attempt to preserve the 
relationship for which hon. Members opposite have clamoured 
for two years. i 
Call-up of Medical Practitioners 
Sir Ernest GRAHAM-LITTLE asked the Minister whether 


‘he was aware that the recent call-up of young medical practi- 


tioners, notwithstanding earlier representations that the 
supply was more than adequate, had caused hardship to those 
holding A appointments at the hospitals, who would thus be 
prevented ‘from proceeding to B2 appointments, with detri- 
ment to their professional careers and, in particular, would 
make it impossible fully to carry out the recommendations 
of the Goodenough Committee, which declared that house- 
appointments for one year should be the minimum experience 
for the young practitioner before commencing practice ; 
and if he would rectify this position—Mr. Bevan replied : 
I am fully’ aware of the implications of the decision referred 
to. The Medical Priority Committee,- on whose advice the 
decision was taken, recommended it as an exceptional means 
of meeting an expected deficiency in young practitioners 
for the Services during the second half of the year. The 
position will be reviewed towards the end of the year. 


Supply of Artificial Limbs 
Captain JoHN CROWDER asked the- Minister of Pensions 
whether patients applying for aptificial limbs under the 
National Health scheme after July 5 would be supplied with 
only one type of limb; and whether orders would be placed 


- only with his department’s sole contractors. 


Sir JoHN MELLOR asked the Minister why, under the 
National Health Service, artificial limbs might be supplied 
by two firms only, to the exclusion of all pther makers ; and 
whether he would enable users to choose any make of limb 
preferred, provided additional expense does not fall upon 
public funds. 

Mr. GEORGE BUCHANAN. replied: This matter is under 
consideration. I hope shortly to be able to make a statement. 

Captain CRowpDER : Is it the present position that a disabled 
man who wants his artificial limb repaired will have to pay 
for it himself unless he goes to one of the Government’s sole 
contractors ?—Mr. BUCHANAN : The present position is that 
the scheme is not started, so that at present a person other 
than an ex-Serviceman must pay for it unless he comes under 
a Ministry of Labour scheme. However, this matter is being 
considered, and I would like to leave it at that at the moment. 

Sir JoHN MELLOR : Cannot the Minister give an assurance 
that users will be permitted to make their own choice provided 
no additional expense falls on public funds ?—Mr. BUCHANAN : 
I hope people will be reasonable on this matter. I hope 
I am not an unreasonable Minister, and I hope that the people 
I am negotiating with in this matter will bear in mind the 
general interests of the community. If all of us are reasonable, 
I am sure we can work it out in a reasonable way. / 

Mr. Louis Torey : Will the Minister make a statement 
at the earliest possible moment? I can assure him that 
many disabled men are showing real concern at the fact 
that in all probability in the future they will not be able 
to go to the makers for repairs and-replacements, and they 
are disturbed as to what their future is likely to be.—Mr. 
Bucuanan: In my view they need not be disturbed at all. 
I do not want any Party conflict on this, but nobody need 
be disturbed. The limb we make now is made for the 
persons who served in H.M. Forces during the war. That 
has been done for years without any reasonable complaint. 


“x 


l 
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I take it that if those who have this limb are fairly satisfied, 
it is not a bad limb for other people as well. 

Mr. L. D. Gammans asked the Minister why, under the 
new Health Act, only one firm has been selected to make 
artificial legs and one other firm to make artificial arms ; 
why the remaining 25 limb-making firms are excluded ; and 
to what extent artificial limbs are being made on semi-mass- 
production lines.—Mr. BucHanan: The matters referred to 


in the first part of the question are under review and I hope © 


to make a statement shortly. As regards the last part of 
the question all artificial limbs supplied by the Ministry of 
Pensions are fitted to the needs of the individual although 
as in other productions some parts are made in quantity. 
Colonel LEONARD ROPNER : Can the Minister give an assurance 
that his policy is not to establish anything in the way of a 
monopoly in the making of artificial limbs? Is he aware 
that, rightly or wrongly, there is an impression amongst 
these unfortunate men and women that something is happening 
_ behind the scenes which will limit their choice of the manu- 
facturer of the artificial limbs ?—Mr. BucHanan: Having 
talked with the people concerned in this matter, I hope to 
make a reasonable adjustment. Mr. Joun Hynp: Will the 
Minister tell the House when this so-called monopoly was 
first established 7—Mr. Bucana : This so-called monopoly 
has been going on all the time. For a long time the main 
contractor has had the monopoly of supplying limbs to those 
who suffered as a result of the war. 

Mr. GamMmans: In view of the fact that the Minister is 
not able to give an assurance that a monopoly will not be 
set up in artificial limbs—[Hon. MEMBERS : “ He-said so ”] 
—I beg to give notice that I shall raise this matter on the 
Adjournment. 

Mr. H’ D. Hueurs asked thee Minister whether non- 
pensionable limbless ex- Servicemen in employment are 
entitled to receive a duplicate issue of artificial limbs.—Mr. 
BUCHANAN: All ex-Servicemen who’ lost a limb during 
war service are provided with a duplicate artificial limb. 
Under the National Health Service duplicate artificial limbs 
will be provided on the same lines as to the war disabled. 


Tuberculosis Beds in Scotland 


Mr. T. F. Hussarp asked the Secretary of State for Scotland 
the number of pulmonary tuberculosis cases in Scotland for 
whom hospital treatment was recommended but accommoda- 
tion was not available ?—-Mr. ARTHUR WOODBURN replied : 
There were 2378 cases of pulmonary tuberculosis on the local 
authorities’ waiting-lists fof admission to hospital on March 31. 


Publications in the Colonial Medical Service 


_. Sir Ernest GRAHAM-LITTLE asked the Secretary of State 
for the Colonies whether he was aware that his circular 
12412/12.2.48, requiring that essays by medical officers in 
the Colonial Service which it was desired to publish should 
be first submitted to him to ensure that nothing was published 
which might misrepresent the policy of the Colonial govern- 
ments, had caused misgiving amongst medical officers in the 
service ; and if he would recall this instruction ?—Mr. CREECH 
JONES replied : : No information has reached me that this 
circular has caused misgiving. The question implies that 
the effect of this circular was to impose a new general regula- 
tion about publications by medical officers in the Colonial 
Service. In fact, its purpose was to inform Colonial govern- 
ments of a generous offer.by the National Association for the 
Prevention of Tuberculosis to award a prize of 100 guineas 
for an essay on the control of tuberculosis in Colonial territories 
and the referente to the publication of essays was only 
incidental. One of the rules of the competition says that 
essays sent in shall become the property of the N.A.P.T. and 
that any of them may be published at its discretion in the 
author’s name. The circular drew attention to this and 
said that in order to ensure that nothing is published which 
might misrepresent the policy of Colonial governments or 
of H.M. Government, the secretary- general of the association 
had agreed to arrange that essays which it is desired to publish 
should first be submitted to the Colonial Office. This con- 
forms generally with Colonial regulation 57, one of whose 
provisions is that an officer shall not, without the express 
permission of the Secretary of State or of the governor, 
publish in any manner ‘anything which may be reasonably 
regarded as of a political or administrative nature. I think 
it was right in the interests of all concerned to make this 
precautionary arrangement and I see no reason why it should 
be altered. There is no intention whatever of fettering free 
scientific discussion. 


Appointments 


DOLTON, E. G., M.B. Lond., F.R.O.8. : 
Royal Hospital, Wolverhampton. 

JACKSON, I. M., B.A., M.B. Camb., F.R.C.S., M.R.C.O.G. : 
outpatients, Chelsea Hospital for Women. 

MACKENZIF, IAN, L.R.C.P.E. : second asst. M.O., The Mental Hospital, 
Isle of Man. ' 

PARKER, W. S., M.B. Manc., D.P.H., D.I.H. asst. county M.O., 
Norfolk ; M.O.H., Erpingham, Cromer, North Walsham, and 
Sheringham ; and M. O., Kast Norfolk Joint Isolation Hospital, 
Roughton. 

Parr, T. P., M.D. Edin., D.P.M. : 
Hospital Board. 


asst. surgeon (thoracic), 


surgeon to 


asst. M.O., South-western Regional 


QUILLIAM, R. L., M.R.C.S., D,P.M., D.M.R.D.: radiologist, St. James 
Hospital (L. 'C.C.). 
SHIELD, J. B., M.B. Edin., F.R.c.S.E.: asst. orthopædic surgeon, 


Royal South Hants and Southampton Hospital. 
TOWNSEND, ©. GEOFFREY, M.B. Camb., D.A.: anesthetist, Seamen’s 
Hospital, Greenwich. 
South-West Metropolitan: Regional Hospital Board: 
Senior assistant M.O.: 
ANDERSON, P. C., M.D. N.Z., F.R.C.S.E., M.R.C.P. 
REVANS, Jonn, M.B. E. M. R.C.S., D.C.H. 
County Borough of West Ham: 
FLORENTIN, MIRIAM, M.B. Manc., 
maternity and child welfare. 
WIGLEY, G. S., M.R.C.S., D.P.H. 
M.O. l 
Colonial Service: 
BENNETT, J. P., M.B. Durh. : 


D.P.H.: senior asst.’ M.O., 


: deputy M.0.H. and deputy school 


travelling M.O., Sarawak. 


DAVIES, J. G., M.B. Edin., D. D M. & H.: M.O., Malaya. 
DEAN, N. M. B., M.B. Edin. | M. O., Nigeria. 
FUNG-KEE- -FUNG, C. O., M.B. Lond., F.R.C.S. asst. surgeon, 


Public Hospital, Georgetown, British Guiana. 

HERLINGER, HANS, M.D. Malta: Mm.o., British Guiana. 

LESTER, H. M. O., 0.B.E., PH.D., B.SC. Lond., M.R.C.8., D.T.M. & H.: 
director of tsetse and trypanosomiasis research and reclama- 
tion, East Africa. 


oa 


O’MALLEY, O. M., M.B. Dubl.: M.0., Malaya. 

O’NEILL, P. L., F.R.C.S.E., D.L.O.: M.O., grade} A, surgeon, 
Trinidad. 

O’SHAUGHNESSY, J. D., M.B. Dubl.: M.o., Malaya. 


PATTON, G. Q., M.R.C.S., D.T.M. & H.: M. O., North rn Rhodesia. 


Ramsay, ROBERT, M.B. Glasg. : asst. director of medical services, 
Gold Coast. 

SAUNDERS, G. F. T., M.D. Dubl. : specialist, Gold Coast. 

SLESSOR, R. S., M.B. Aberd. : senior M.o., Falkland Islands, 


WATT, ANNE, M.B. Glasg.: lady m.o., Malaya. 


Births, Marriages, and Deaths 


BIRTHS 


ua re ae June 16, in Belfast, the wife of Dr. G. F. Adams—a 

daughter. 

BELSEY.—On June 15, at Bristol, the wife of Mr. Ronald Belsey, 
F.R:C.S.—a daughter. 

Bmp.—On June 25, at Reading, the wife of Dr. J. G. Bird—a 
daughter. 


` DawEs.—On June 20, at Headington, Oxford, the wife of Dr. 


Geoffrey Dawes—a son 

DuUNN.—On June 24, at Salisbury, the wife of Dr. G. N. Dunn 
—a son. 

HORSNELL.—On June 19, at Watford, the wife of Dr. Maxwell 
Horsnell—a daughter. 

KNOWLES.—QOn June 20, at Epsom, the wife of Dr. ‘Colin Knowles 
—a daughter. 


- LAwLess.—On June 18, in London, the wife of Dr. D. J. Lawless, 


O.B.e.—a daughter. 

MAOMILLAN.—On June 21, in Toronto, Canada, the wife of Dr. 
R. L. Macmillan—a son. 

MaIsEy.—On June 22, in London, the wife of Major C. W. Maisey, 
R.A.M.C.—a son. 

MARTIN.—On June 16, in London, the wife ôf Dr. T. D. M. Martin 
—a daughter. 

MayYER.—On June 18, the wife of Mr. J. H. Mayer, F.R.C.3.—a son. 

MILLER. —On June 22, at Rugby, the wife of Dr. Peter Miller 
—a daughter. 

PaRsoNns.—On June 25, at Weymouth, the wife of Dr. G. Parsons 


—a son. 

SHORVON.—QOn June 17, in London, the wife of Dr. H. J. Shorvon 
—an son. 

WALLER.-—On June 19, at Harrow, the wife of Dr. H. Noel Waller 
—a daughter. 

Woop.—On June 21, at Ealing, the wife of Dr. E. J. Wood—a son. 


MARRIAGES 


BARNARD—VAN DER Haas.—On June 22, at Rotterdam, Harold — 


Faraday.Barnard, M.B., to Floor van der Haas. - 
Groves—KEMBALL.—On June 11, in London, John Nixon Groves, 
D.S.0., M.R., to Anne Leslie Kemball. 


DEATHS 


BARLEE.—On June 25, ia Guildford, Hobart John Wiliam Barlee, 
M.D. Lyons, qed: 79 

Morris.—On June Ii, ' killed at Sedjera, Upper Galilee, Isracl, 
Isaiah Morris, M.C., M.R.C.S., D.C.H., aged 30. 

STEPHENSON.—On June 16, at Monkstown, County Dublin, Edward 
Francis Stephenson, F.R.C.8.1., F.R.C.P.I., D.P.H. - 

THOMAS.—On June 16, Leonard corey Thomas, M.R.O.8., aged 76. 

THORPE.—On June 23, in London, Vidal Gunson Thorpe, C.B.E., 
M.R.C.S., Surgcon rear-admiral, R.N., aged 84. 

Wicu.—On Juno 22, James Wigg, L.R. c. P., aged 88. 

WINDsoR.—On June 22, at Royston, 
Windsor, M.A., M.D. Camb. 
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Notes and News 


R.A.M.C, JUBILEE 


To mark the 50th anniversary of the foundation, in 1898, 
of the Royal Army Medical Corps, the R.A.M.C. Association 


has compiled a jubilee scrapbook, 1 the profits from which are — 


to be devoted to the Corps’ War Memorial ‘Fund. Carefully 
conceived and amply illustrated, this little book gives vivid 
glimpses of the Corps at work and at play, in peace and in 
war. For the buyer as well as the fund the half-crown 
surrendered for a copy will be money well spent. 


SUPPLEMENTARY. OPHTHALMIC SERVICES 


In the light of the report of the Spens Committee on the 
remuneration of consultants and specialists, the fee for the 
testing of sight in the Supplementary Ophthalmic Service 
by me edical practitioners having the prescribed qualifications 
will be £1 lls. 6d. a. case, on the understanding that the 
practitioner will be responsible for providing all necessary 
premises and equipment. 


. A JUBILEE 


MEDICAL-SCHOOL journals are nearly always good reading, 
and occasionally they are something more. . The Gazette of 
Manchester University Medical School, which has just achieved 
its 50th anniversary, .is a particularly handsome and well- 
served journal, printed well on plenty of good paper and 
carrying well-illustrated and informative clinical articles, 
historical essays, reports of meetings, and .book reviews, as 
well as the usual quota of obituaries, light verse, howlers, 
and professorial witticisms. In the jubilee number, with its 
gilded cover, Dr. E. Bosdin Leech recalls the long roll of 
editors, the changes of cover design, and the brilliant illustra- 
tors—including Henry Lamb—who have from time to. time 
adorned its pages, while Mr. W. J. Metcalfe writes of the 

` lively and informal meetings of the Owens College Medical 
Students’ Debating Society, where smoking was allowed, and 
subjects ranged from nurses, (treated seriously) to ghosts, 
hypnotism, infant mortality, the reform of the stage, the effect 
of dress on morals, mendelian inheritance, and the benefits 
of alcoholism and disease on the race. An article on hand 
infections, written by Mr. Harold Bolton, F.R.c.s. and Mr. 
R. P. Jepson, F.R.c.s., and beautifully illustrated by oe 
Beet gives this jubilee number special distinction. f 


PROFESSIONAL AID 


Tue child who makes a bad start in a subject—often 
because he was ill during the first term it was taught, or 
because he was grounded by a poor teacher—never catches 
up unless he is given a little individual help. Problems 
mount with every fresh lesson, and his ability- to overcome 

his difficulties wanes even as they pile up on him. This is 

also the fate of some able people who, often through no 
fault of their own, get into financial difficulties. Timely 
help, sometimes even quite a small amount of help, would 
put them on their feet ;` but with no-one -to turn to they 
are overwhelmed. It is to relieve such people that the 
Professional Classes Aid Council? was founded. Composed 
of representatives of almost all the great professional bodies, 
/ it works in close association with their funds and institutions ; 
but many of these funds are restricted to certain groups, 
and some professional people are excluded from them. The 
council gives special help to such cases, and also to other 
suitable non-professional people. Immediate help is given 
when necessary but the council’s main task is to set pro- 
fessional men and women on their feet and see them through 
their difficulties. The annual report for 1947—48 shows how 
effective such aid can be. Generous help is given with the 
education and training of young people: during the year 
grants were made to 106 children. As an example, a boy 
of 17 whose parents had both broken down in health was 
helped through the last year of school, and has now won a 
scholarship which will cover his training as a doctor for the 
next five years. Annual grants are made to some old people, 
and the income of a special fund is kept for this purpose. In 
all £12,817 was spent last year in relief. 


1. Jubilee Scrapbook of the Royal Army Medical Corps: 1898-1948. 
Compiled by the R.A.M.C. Association. 41. Obtainable, 
2s. 9d., post fee: from Messrs. Gale and Polden Ltd:, Wellington 
Press, ershot. 

2. Annual Report, 1947—48. Obtainable from the secretary of the 
council, 20, Campden Hill Square, London, W.8. 


VOLUNTARY HELP FOR HOSPITALS ahs 

In its memorandum “ Personal Support for Hospitals in the 
National Health Service.” the British Hospitals Association 
suggested that after J uly 5 there will be undiminished oppor- 
tunity for voluntary services and personal interest and support. 


In a further memorandum ! the association urges the establish- 


ment of a league of friends for each local hospital or group of 


hospitals ; such a league, it is believed, would make a suitable 


assembly point for volun tary workers. 


. FOOD FOR THE CONVALESCENT 

ONE of the chief pleasures of the convalescent is in eating. 
Like the traveller on a long sea voyage he has little to entertam 
him except meal times, and if he is to gain weight and vigour 
quickly he should not be disappointed. A new Memorandum 
on Catering for Convalescent Homes,? published by King 
Edward’s Hospital Fund for London, gives some first-class 
advice on catering, staffing, equipment, service, the planning 
of dining-rooms, and prevention of waste, and carries a section 
of menus and recipes. The material is largely drawn from 
the memoranda on hospital diet published by the fund in 
1943 and 1945, but is more brief and concise, and it will be 
welcome to the busiest matron in charge of the feeding of 
convalescents. 


OPTION IN SUPERANNUATION SCHEME | 
A .LEAFLET (S.D.D.), obtainable from executive councils, 


gives details of the choice open to doctors and dentists in 
the new service who already hold insurance policies providing 


` for themselves on retirement or for their wives and dependants 


on death. Those with cover broadly equivalent to that of the 
National Health Service superannuation scheme may remain 
outside the scheme and receive instead an amount equal to 
8% of their net remuneration (i.e., their gross remuneration 


for general medical or dental service, less a percentage for | 
_ practice expenses) towards the premiums. The condition is 


that the premiums on endowment or deferred annuity policies 
maturing: at the age of 60 or later must amount to at least 
£150 per annum. Where the annual premiums are between 
£50 and £150 the practitioner will be given an opportunity 
of taking out additional policies to bring them up to £150. 
_ Doctors wishing to exercise the option must apply in WELE 
to their executive council before Oct. 4. 


University of London. i 

Dr. R. S. Stacey has been appointed to the university 
readership in therapeutics at St. Thomas’s Hospital medical 
school. 


Dr. Stacey, who is a graduate of Cambridge University, qualified 
from St. Thomas’s in 1930, and two years later he became first 
assistant to the professor of medicine. In 1935 he took up his 


‘present appointments as professor of pharmacology and thera- 
‘peutics in the Royal Faculty of Medicine of Iraq, ang physician 


to the Royal Hospital, Bagdad. 


University of Bristol 
At recent examinations the following were successful : 


- M.D.—G. H. Wattley. . 

M.B., Ch.B.—Barbara Brosnan, Suzanne K. R. Clarke, R. S. G. 
Davies, ©. C.-Downie, M. J. Dunn, Molly I. Govier, Pamela I. 
Hannaford, A. H. Levy, Jenny Pym, F. A. A. Ruggeri, B. F. 
Vaughan, ‘George Winternitz, R. H. Wood; and in group I 
(completing examinationy Elizabeth H. Chard. 

D.R. (Part IT).—A. A. G. Flemming, F. A. Hanna. 

D.P.H. (Part I1),—R. G. Brennan, J. B. M. Davies, D. M. M. 
Jones, E. W. Moore, Wiliam Nicol. 

D.P.M. (Part II). =W. L Jones, Ronald Maggs, J. R. Stuart. 


Lady Tata Memorial Trust 

The trustees of the fund have made the following awards 
for research in blood diseases, with special reference.. to 
leukæmia, in the year beginning Oct. 1, 1948: . 


Grants for research expenses and assistance : 
Dr Marea C. Bessis (France). 
Dr. Jørgen Bichel (Denmark). 
Dr. Pierre Cazal (France). 
Dr. Johannes Clemmesen (Denmark). 
Dr. P. A. Gorer (Great Prarain), 
Dr. Andrew Kelemen (Hungary). 
Dr. Edith Paterson (Great at Britain). 
Prof. Edoardo Storti (Italy). 


Scholarships (for whole-time or part-time research) : 
Dr. Simon Iversen (Denmark). 
Dr. C. F. M. Plum (Denmark). 
Dr. G. H. R. Tötterman (Fi 


1. Local Organisations and Funds in Aid of a Particular Hospital or 
Group of Hospitals. Memorandum published b tho British 
Hospitals Association, 52, Green Street, London, 

2, Obtainable from aro Barker & Son, Furnival Mince. London, 
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Royal Institute of Public Health and Hygiene 

Sir Lionel Whitby will deliver the Harben lectures for 1948 
at the institute, 28, Portland Place, London, W.1, at 3 P.M. 
on Dec. 7, 8, and 9. He has chosen as his subject Hxmopoiesis. 


Royal Faculty of Physicians and Surgeons of Glasgow 
At a recent examination for the diploma in industrial 
health of the faculty the following were successful : 


Roy McL. Archibald, J. H. Bell, J. H. Chambers, J. L. Fyfe, 
Duncan Livingstone, Edward Livingstone, Duncan MacInnes, 
D. A. MacLean. ; 


British Standards Institution 


The annual general meeting of the institution will be held 
on Wednesday, July 21, at 3 P.M. at the Institution of 
Electrical Engineers, Savoy Place, London, W.C.2. 


International Scientific Film Congress 

The second congress of the International Scientific Film 
Association will be held in London from Oct. 4 to 11. Further 
details may be had from the Scientific Film Association, 
34, Soho Square, London, W.1. 


Factors Concerned in Vision, Light, and Seeing 

Mr. Matthew Luckiesh, director of the lighting research 
laboratory, General Electric Company, Cleveland, U.S.A., 
will speak on the above subject at the London School of 


Hygiene, Keppel Street, W.C.1, on Wednesday, July 14, 
at 2 P.M. 


Meeting of Child Psychiatrists 


The child psychiatry section of the Royal Medico-Psycho- 
logical Association are holding a meeting at 1, Wimpole 
Street, London, W.1, on Friday, July 9, at 4.15 P.M., when 
a paper will be read and a film shown on Grief—a Peril in 
Infancy. Members of the British Pediatric Association and 
the Section: of Pediatrics of the Royal Society of Medicine 
are invited to attend. 


London County Council 


. Major-General J. P. Helliwell, consulting dental surgeon 
in the public-health department, has retired owing to ill 
health. The first to hold this post under the council, he was 
also the first chief of the Army Dental Corps. He was a 
a of the Teviot Committee on dentistry which reported 
in 6. 

Dr. Dorothy Egan, an assistant medical officer in the 
public-health department, has been promoted -to be a 
= divisional medical officer. 


Ross Jubilee Exhibition ; 


To mark the 50th anniversary of the discovery of the 
transmission of malaria by mosquitoes, finally completed by 
Ronald Ross on July 9, 1898, an exhibit has been prepared 
showing the history. of developments in malaria control, and 
examples of the present stage of malaria control in many 
parts of the world. The exhibit will be open to the,public at 
‘the London School of Hygiene, Keppel Street, W.C., from 
11 a.m. to 4 P.M.. from July 6 to 9. 


British Delegation to World Health Assembly 


Sir Wilson Jameson, chief medical officer of the Ministry 
of Health, headed the United Kingdom delegation to the 
first World Health Assembly when it opened in Geneva on 
June 24. His place as chief delegate is now being taken by 
Dr. Melville Mackenzie, also of the Ministry. Other delegates 
include Dr. Wilson Rae (Colonial Office) and, for part of the 
time, Dr. P. G. Stock and Dr. R. H. Barrett (Ministry of 
Health), Mr. George North, LL.D. (Registrar- sonerel), and 
Dr. Percy Stocks (General Register Office). 


Refresher Courses in Tuberculosis 

On behalf of the Tuberculosis Educational Institute, the 
National Association for the Prevention of Tuberculosis will 
hold the following courses during 1948: Radiology in Con- 
nexion with Tuberculosis and Chest Diseases, at Leeds 
University, Sept. 20-22; ` Treatment of Non-pulmonary 
Tuberculosis including Lupus, at Lord Mayor Treloar Cripples’ 
Hospital, Alton, Hants, Oct. 5-7; clinical courses, at the 
Cheshire Joint Sanatorium, Market Drayton, Salop, Oct. 26—28, 
Nov. 23-25, and Dec. 7-9. Further particulars may be had 
from the secretary of the N.A.P.T., Tavistock House North, 
London, W.C.1. 


King’s College Hospital 


A memorial lecture has been founded in memory of Thomas 
Percy Legg, surgeon to the hospital.from 1910 to 1930. 
A scholarship in cardiology has also been endowed to com- 
memorate Harold Waterlow Wiltshire, physician to the 


hospital from 1910 to 1925. 


Speech Therapy Conference 
= The College of Speech Therapists is holding an international 


conference at 1, Wimpole Street, London, W.1, from Sept. 20 
to 24. The speakers will include Dr. Leopold Stein (Vienna), | 


Dr: Macdonald Critchley, and Dr. Mildred Creak, and there 
will be discussions on the Emotional Background of Dis- 
orders of Speech, and Speech Disorders Arising from Head 
Injuries. Further information may be had from the conference 
secretary, 68, Queen’s Gardens, W.2. 2 


International Refugee Organisation 


The medical staff of the preparatory commission (PCTRO) 

is as follows: 
HEADQUARTERS, GENEVA 

Director of health : Dr. R L. Coigny (Paris). 

Medical consultant: Dr. H. Kennedy (Belfast). 

athe bet Penge ant Dr. J. B. Petrie (A bordeen); 

Chief Miss S. J. Haines (Australia). 
Chief nutritionist : Miss C. Hill (U.S.A.). 


CHIEF MEDICAL OFFICERS 


Germany i .S. Zone): DES L. Findlay (Aberdeen). 

Germany (British Zone) : r. R. F. Walker (Belfast). 

Germany (French Zone): De. R. E. Dax (Paris). 
Austria: Dr. B.'S. Meyers (Australia). 

Italy : Dr. C. T. Jones. 


Lieut.-Colonel Joseph Caplan, R.A.M.C., fas been awarded 
the Order of El Maaref (Third Grade) by the King of Egypt 
for his services in connexion with the suppression of malaria. 


Diary of the Week 


JULY 4 TO 10 


Monday, 5th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 - : 
5 P.M. Mr, jae Weeden Butler: Acute Heematogenous Osteo- 
myeli 
6.15 P.M. Mr. A. D. Marston: History of Aneesthesia. 
W-ESTMINSTER HOSPITAL, Horseferry Road, S.W.1 
5.30 P.M. (Meyerstein theatre.) Clinico-pathological demon- 
stration on Subacute Bactcrial Endocarditis. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY 


7.46 P.M. (South Kensington Hotel, 41, Queen’s Gate Terrace, 
S.W.7.) Debate that Capital Punishment is Bad 
Prophylaxis. Z 

Tuesday, 6th 


ROYAL COLLEGE OF SURGEONS 


5 P.M. Mr. John Charnicy: Fractures of the Forearm Bones. 
6.15 P.M. Dr. John Gillies: Anesthetics for Operations on 
Cardiovascular Conditions. 


Wednesday, 7th 


RoyaL COLLEGE OF SURGEONS 

5 P.M. Mr. G. R. Girdlestone: Pott’s Disease and Pott’s 
` Paraplegia. 

6.15 P.M. Dr. A. C. Forrester: Anesthesia for the eens 
ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 

10.15 a.m. (1, Wimpole Street, W.1.) Annual meeting. © 

11 am. Dr. W. Rees Thomas: Presidential are 
sh Chandos Street, W.1.) DT. J. S. Lewis, Dr. 
, T. Kimber, Miss R. S. Addison : ‘Training and Scope 
of Dey chiatric Social Workers in Relation to Adults. 


Thursday, 8th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Dr. Richard B. Cattell (Lahey Clinic) 
Pancreas. (Surgery lecture.) 
RoYAL MEpD1C0-PSYCHOLOGICAL ee 
8 P.M. oe Chandos Street, W.1.) Dr. J. Carse, Dr. T. J. Hennelly : 
Planning a Psychiatric Inpatient Service. 


Friday, 9th 
RoraL COLLEGE OF SURGEONS 
5 P.M. Mr. K. I. Nissen: Non- tuberculous Affections of tho 
Hip-joint in Childhood and Adolescence. 
6.15 P.M. Dr. Geoffrey Organe: Assessment: of Anesthetic 


: Carcinoma of the 


Risk. 

Guy’s HosPITAL, S.E.1 

5 P.M. Dr. E. B. Astwood (Harvard): Medical Treatment ‘of 
Hyperthyroidism. (Addison lecture.) 


RoyvaL MEDICO-P8YCHOLOGICAL ASSOCIATION 
10.30 p.m. (11, Chandos Street, W.1.) Dr. W. McCartan, Dr. J. 
Ferguson, Dr. Bailey : Relation of the Mental 
Hospital to the Community. 
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GAMMA-GLOBULIN IN THE PREVENTION 
= ` AND ATTENUATION OF MEASLES 


REPORT OF A SUBCOMMITTEE * TO THE BLOOD TRANS- 
FUSION RESEARCH COMMITTEE OF THE MEDICAL 
RESEARCH COUNCIL 


In July, 1943, a litre of normal human serum gamma- 
globulin antibodies, prepared according to the technique 
elaborated by Dr. E. J. Cohn at Harvard, was placed 
at the disposal of the Director of Biological Standards 
at the National Institute for Medical Research, Hamp- 
stead, through the generosity of Dr. Cohn and the 
American Committee for Medical Research. At that 
time this material, which had hitherto been produced 
only at the pilot plant at Harvard, was beginning to be 
prepared on a large scale for issue to the American 
armed forces, but the elaborate low-temperature plant 
required and the large amount of alcohol used in the 
process made it impracticable to produce gamma- 
globulin in the United Kingdom during the war. The 
production of large quantities in the United States was 
possible because the raw material was a by-product of 
the mapufacture of serum-albumin which was used 
‘extensively for transfusion in the Services. 


Through the courtesy of our American colleagues we 
were sent the progress reports,! and. it was evident 
from the early trials in the U.S.A. that Cohn’s fraction m 
was a remarkably effective measles prophylactic. (At 
that time electrophoretic analysis showed fraction 11 to 
contain 87% of gamma-globulin, and by a later improve- 
ment in preparation this figure was raised to 98%.) 


* Sir PERCIVAL HARTLEY, F. R.S. Dr. WILLIAM GUNN 


(chairman) Dr. ROBERT CRUICKSHANK 
Dr. THOMAS ANDERSON Dr. W. J. 


TIN 
Dr. N. D. BEGG Dr. IAN TAYLOR (secretary). 


1. Since eee in the fom of a symposium. J. clin. Invest. 
1944, 23, 417. 
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Accurate dosage scales had not yet been worked out, 

but it was apparent that the effective dose was con- 
siderably smaller than that of any other known measles 
prophylactic. Moreover, encouraging results were 
recorded in the treatment of measles in the early stages, 
and it was stated that cases in which gamma-globulin 
had been given at the stage of development of Koplik’s 

spots had developed no rash. 


Under the ægis of the Blood Transfusion Research . 
Committee of the Medical Research Council a subcom- 


‘mittee was formed to decide how best to use the sample 


of American gamma-globulin. Experience with other 
measles prophylactics had shown that the results were 
influenced by the age of the patient, the degree and 
duration of exposure to infection, the duration of the 


exposure-injection interval, the. dose, and the stage of 


the epidemic in which the. material was injected. It 
was decided to try to assess the value of the new prophy- 
lactic in comparison with other preparations whose 
value in this country was already known, and to this 
end an experiment was planned in which the whole 
sample was used in comparative tests with convalescent 
measles serum. Tests were carried out by members of 
the committee on children in their homes, in hospitals, 
and in residential nurseries. In this first inquiry no 
adjustment of dosage was made for age or body-weight, 
and the quantities injected for prevention and attenuation _ 
were reduced as far as possible in the hope that significant 
results would be obtained. The results of this experiment 
are given in part.1I of this report. 


In the summer of 1944 so little measles was occurring 
in the U.S.A. that difficulty was being experienced by 
American workers in testing new batches of gamma- 


‘globulin produced by commercial firms, and an appeal 


was made to our committee for assistance in this work. 
As a result a consignment of 2390 ml. was received from 
America for testing, this consisting of sgmples of 15 


I 


~ TABLE I— RESULTS WITH GAMMA-GLOBULIN 


Dose t:2 ml. or less 


Measles 


Hospital contacts : 
0—6 months 


6-12’ months 


Home contacts: 
0-6 months 


6-12 months 

1-4 years 

5—9 years 

10 + years 
Total 


‘Schools and UNGT: ' 
0—6 months 


6-12 months 
1—4 years 


| a FS a | 


5-9 years 

10 + years 
Total 

Grand total 


Dose 1:5—2:0 ml. 


Measles 


Cae eS ee ee ee ed 


Dose 2:5 ml. or more AH doses 


Measles 
No. of |_ 
children 


ee ee ee) Cd re) a ee Os eee Gee 
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TABLE LUI— PERCENTAGE PROTECTED ; 
PROTECTED OR ATTENUATED 


: Protected Protected or 


ae, Ago attenuated 
Convalescent serum? . ` 
0-6 months ‘ (100%) 10 (100%) 
- 6-12 months (81:0 %) 21 (100%). 
1—4 years (60°2%) 74 (89-2% 
5-9 years (31-3%) |` 13 (31-3 3 
10 + years — 6 (100%) 6 (100%) 
Total (70°6%) 124 (91:2%) 
Gamma-globulin : 
0-6 months (100%) 13. ace 
6-12 months . (857%) - 9 (90°5%) 
1-4 years © (77-1%) T8 (94:0%) 
5-9 years (85:7 %) 13 0AA. 
_ 10 + years (100%) © 8 (100%) 
Total 131 (942%) 


(82:7 %) 


batched: eae by five different commercial firms. 
Since this shipment of gamma-globulin had been given 
to the committee for the specific purpose of testing each 
batch for the presence of measles antibodies, an entirely 
different method of working from that used in the 
previous experiments had to be adopted. Moreover, it 
. was found advisable at this stage to adopt a dosage 
similar to that which was then in use in America and to 


- adjust the quantity injected to the patient’s body-weight. ` 


An interim report on these batches of gamma-globulin, 
together with the relevant record cards, was submitted 
to our American colleagues in November, 1945. The 
tests showed that one batch was deficient in protective 
antibodies, but that the remainder were satisfactory 
in this respect. A summary of the results obtained in 
these trials forms part 1 of this report. 

In July, 1946, Dr. C. A. Janeway, who was closely 
associated with Dr. Cohn in the early work on gamma- 
globulin, sent to this country a further 2500 ‘ml. of this 


AND PERCENTAGE 


this report, 
globulin was given to 24 contacts within two days of. 


prophylactic. The expiry date of this material was May, 
1946, which showed. that it had been prepared in 
May, 1945. Studies were being carried out in America 
on similar outdated material, and a request was made 
that collateral studies should be made in Britain -to 
determine’ whether, as earlier trials had suggested, the 
material retained its potency considerably longer than 
the period indicated by the official expiry date. Experi- 
ence with this outdated material forms part 111 of this 
report. 

The committee kept the various trials under fairly 
close personal supervision, though the tests were done 
in a number of different environments. Some of the 
tests were made in Glasgow and district and the rest 
in the London area. Many observations were made in 


- home contacts when there was evidence of exposure of 


susceptible children to a definite case of measles ; others 
were made in fever hospitals when cases of measles 
occurred. in wards containing children with other~infee- 
tious diseases, in residential schools, and, in residential 
nurseries. 

Attention was focused on the necessity for including. 
in the survey only children who had not ‘had measles in 
the past and: were now exposed to an undoubted case. 


It was realised that no significant results could he 


obtained if the exposure-injection interval was more 
than five or six days, and this fact was kept in mind 
in the selection of measles outbreaks for inclusion in the 
trials.. 

Another factor that had to be considered was the 


temporary nature of the immunity resulting from 


serum or globulin injections. A child may be protected 
by serum from one exposure but may contract measles 
from a later exposure. The period of observation was 
therefore limited to the first three weeks after injection. 
In one outbreak in a preparatory school, included in 
convalescent measles serum or gamma- 


TABLE TI—RESULTS WITH CONVALESCENT SERUM 


ee ~ Dose 2:5 mi. 


Measles 
No. of 
children 
Mild | Nil 


AV. Av. 


Hospital contacts : 
0-6 months 


6-12 months . 6 Ee 4 
1-4 years a, 16 
5-9 years 


10 + years 


Dose 3-3 and 3:5 ml. 


Dose 5 ml. or more 


Measles 


re | rer | ere | eee | pert | cere | et | tenant | aD | ate ES | 


aeee | semen | eee | eer | ogee | ets | eS | eee | eee | enemas | cpt | eerie ae | emcee 


Total 24 15 


———— eS ee eee 


Home contacts: 
0-6 months 


6-12 months 

1—4 years . 

5-9 years 

10 + years f 
Total 


Schools and nurseries: 
0-6 months eo ss 


6-12 months 
l-4 years 


5-9 years Net + 

10 + years s 
Total 

Grand total .. 


ae | Ee | aes | em | ee 


24 
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TABLE V—BATCH TESTING OF cima cacao ama OMITTING BATCH D2 


Aim: Provansi 


Hospital contacts Home contacts School and nursery contacts All contacts 
Fh a S N . 
Age Measles Measles Measles 
No. of * 
children 
Av. | Mild 
0—6 months de 
6—12 months 4 
1-4 years .. 14 2 
5-9 years .. 
10 + years oe 
-Not stated 1 
Total 


* Includes 1 whose place of contact was not given. 


first exposure. None of these boys developed measles 


during the next three weeks, and the results have. 


_ therefore been recorded as successful. Later, however, 
22 of the boys developed measles 26-49 days after 
injection, some of them having unmodified attacks. 
The injections were given intramuscularly and no 
untoward results were noted. 
PART I: COMPARATIVE TESTS OF THE POTENCY OF 
GAMMA-GLOBULIN AND CONVALESCENT SERUM 


This part of the inquiry had the limited objective of 
comparing the value of the American gamma- -globulin 
with that of measles prophylactics already in common 
use in Great Britain, Convalescent measles serum was 
chosen for the comparative tests as being the most 


reliable of the existing prophylactics, and a single batch ' 


of dried convalescent serum was reconstituted and used 
as the control material. 

* The American protocols suggested that, if gamma- 
globulin was given in full dosage, a very high degree 
of protection could be expected. Full protection of the 
experimental herd with gamma-globulin would not have 
furthered the purpose of the trial. It might have shown 
that gamma-globulin was a powerful prophylactic and 
perhaps that it was better than convalescent measles 


serum, but it would not have shown how much better, 


one prophylactic was than the other. It was therefore 
decided that wherever possible the dosage of both 
_prophylactics should be reduced to the level at which 
success or failure hung in the balance. It was left to 
the medical officer carrying out the trial to decide when 
this could be done with safety. It was agreed generally 
that no adjustment of dosage was to be made at this 
stage for age or body-weight, but that the aim should 
be to use the following doses when possible : 


For Onn: Convalescent measles serum.. 2-5 ml. 7 

; Gamma-globulin 1-2-1-5 ml. 
For protection: Convalescent measles serum.. 50 ml. 
Gamma-globulin 3-5 ml. 


It was impossible to adhere to this dosage scheme 
throughout, but it was adopted in the large majority 
of cases. Tables 1 and 11 show the doses used and the 
numbers of children at each age in hospitals, schools, 
and nurseries, and the patients’ homes. 

To eliminate as far as possible the effect of differing 
degrees of exposure and of different time and place, 
trials were limited to instances in which at least 2 sus- 


ceptible contacts had been exposed to the same infection 


for the same period, and convalescent serum and gamma- 
globulin were each given to an equal number of contacts. 
The serum and globulin groups in each test contained 


roughly the same number of children of each age-group ; 
136 contacts were given convalescent measles serum and 
139 received gamma-globulin. 

Results.—It. should be remembered that the aim of 
this test was neither protection nor attenuation but 
comparison of the two prophylactics. The numbers are 
small, and percentage figures based thereon must be 
accepted with reserve, but the comprehensive percentage 
results shown in table 11 are instructive. For all doses 
taken together there is a significant difference between 
the percentage protected by gamma-globulin (82-7) 


and by convalescent serum (70-6). 


TABLE IV—RESULTS WITH DIFFERENT BATCHES OF GAMMA- 
GLOBULIN 


Aim: prevention ` 


No. of Average Mild No 

Maker- children measles - measles measles 
A 6 6 
Bl 2 2 
B2 6 6 
B3 11 k 11 
Ci 2 2 
C2 2 2 
c3 9 9 
C4 1 1 J 4 
C5 5 os 5 
C6 15  & 12 
D1 21 1 P 19 
D2 28 2 10 16 
El 6 6 
E2 9 1 8 
Total 123 3 --'16 104 


Perhaps the most instructive group of cases was that 
in which the smallest doses were used. From tables 1 
and II it is seen, from the. high proportion of cases in 
which attenuation as opposed to protection was attained ~ 
with the smallest doses, that the doses used on these 
children (almost all of whom were under 5 years of age) - 
were somewhere near the minimal protecting dose. At 
this age we can therefore regard a dose of 2-5 ml. of 
convalescent measles serum as roughly equivalent to 
a dose of less than 1-2 ml. of gamma-globulin. 

Thus the general conclusion from this trial is that the 
gamma-globulin used was rather more than twice as 
potent as the sample of convalescent measles serum. 


TRIALS OF GAMMA-GLOBULIN FROM DIFFERENT 
MANUFACTURERS 


When the request was received from American workers 
to help them in carrying out trials of commercial gamma- 
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TABLE VI— RESULTS WITH OUTDATED GAMMA-GLOBULIN | 


Home contacts School and nursery contacts Hospital contacts All children 
Measles | Measles Measles 
No. of . of : eee EM rhs 
children children | 
v. | Mild v Mild | Nil ; AV. Mild | Nil 
dim: prevention: | ; l 
0—6 months 3 Sa 3 1 2 7 
6-12 months 5 4 1 4 8 8 1 . 25 
1—4 years 30 5 | 25 37 3 | 34 21 88 
5-9 years 2 1 1 1 4 7 
10 + years D ees PE 
Total 40 7|33| 47 ni 3 | 44 1 |28 (18 %)|127(81%) 
Aim: attenuation : 
0-6 months 13 >. .. | 13 èi 13 
6-12 months 2 7 Ya 2° 7 
1—4 years 62 2 29 | 31 3 ite 3 29 35 
5~9 years 11 8] 3 1 | A 1 9 4 
10 + years oe | as 1 j . 1j. a 1 l 
95 2 39 | 54 5 | ; 2 3 2 |41 (40%)/59 (58%) 
1 


globulin the tests described in part 1 of this report had 
been completed, and the standard of performance to be 
expected in this country from Cohn’s fraction 11 was 
known. Since our American colleagues had Yecided to 
abandon the ‘flat dose ” in favour of a dose adjusted 


to body-weight, and since it was necessary for the. 


British trials to conform as far as possible to those in 
progress in America, the new dosage was adopted in our 
trials. The dose recommended for prevention was 
0-1 ml. per lb. body-weight, given intramuscularly as 
soon as possible after first exposure to infection. 

| In table Iv the results are tabulated according to the 
batch and manufacturer. The results from D2 fell well 
below the standard attained by all the others. Table v 
shows the results obtained in the different environmental 
communities studied, omitting the defective batch D2. 
Table rv shows that the over-all rate of success in the 
prevention of measles was 84:5%, and when the defective 
batch D2 was omitted the figure was 92:-6%. When the 
defective batch is omitted, either prevention or attenua- 
tion was obtained in 94 out of 95 injected contacts 
(table v). 

A portion of the supply of gamma-globulin used in 
this part of the trials was unused at the end of the 
measles epidemic. This was used in the same dosage 
in the following year, by which time it had passed its 
expiry date. It was given to 36 children, with the 
object of prevention, With complete success in all cases. 
An attempt to attenuate measles in 7 other children led 
to the protection of 5 and the development of a modified 
attack in 2. 


USE OF OUTDATED GAMMA-GLOBULIN IN 
PREVENTION AND ATTENUATION 


Apart from their scientific interest the results of this 
“part of the inquiry are of considerable administrative 
importance. If any measles prophylactic is to be used 
on a large scale, very large quantities must be available 
for issue when an epidemic begins. The extent of a 
measles epidemic cannot be forecast with accuracy, and 
the demand for prophylactics is even more difficult to 
estimate. It is of some importance to know if stocks 
that are not used during an epidemic can be safely used 
in the following year. This report goes some way to 
answer this question. 

This aspect of the subject has already been mentioned 
in part 11, where it was shown that outdated material 
from different batches was still active. 


PART III: 


The gamma-globulin used in this part of the inquiry, 


which was for the most part given in the winter of_ 


1946-47, had been prepared in May, 1945, and bore an 
expiry date of May, 1946. The dosage adopted was 
similar to that in part u. The results, summarised in 
table vı, show that, when attenuation was the aim, the 
result was 40% attenuated and 58% protected—a total 
of 98% either protected or attenuated. When pro- 
tection was the aim, the result was 81% protected 
and 18% attenuated—a total'of 99% either protected 
or attenuated. 

That the attempt at protection was successful in only 
81% of cases may well be explainéd by some deterioration 
of the gamma-globulin arising from its age. It should be 
noted, however, that of the 156 children in whom 
protection was sought only 1 showed no benefit from the 
injection. When attenuation was sought, the outcome 
was more satisfactory (98% successful), which seems to 
indicate that if any deterioration of gamma-globulin did- 
occur with the passage of time it was slight. 


CONCLUSIONS 


The prophylactic under examination in the trials 
described in this report was human-serum gamma- 
globulin prepared in America by the process devised by 
E. J. Cohn. The small quantity available has limited 
the scope of the experiments, but the following conclu- 
sions may be stated : 


1. Gamma-globulin, prepared by Cohn’s method, 
contains measles antibodies in high concentration. 


_ 2. The volume of gamma-globulin required for the 
prevention and attenuation of measles is about half the 
volume of convalescent measles serum required. 


3. Though superior in action to convalescent measles 
serum, gamma-globulin in the doses used in these trials 
did not give full protection in all cases. Some degree 
of attenuation was, however, obtained in almost all 
cases. 


4. Though the potency of solutions of gamma-globulin 
cannot be quantitatively estimated, the samples examined 
nearly two years after their preparation showed high 
protective and attenuating properties, differing but little 
from others which had been in circulation for a shorter 
time. 


5. No local or general reactions followed the injection 
of gamma-globulin. 
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From the Department of Surgery, Radcliffe Infirmary 


A REVIEW of the results of hernia surgery during the 
late war has revealed an alarming number of recurrences 
(Edwards 1943), and this disclosure has led to a recon- 
sideration. of the whole subject of hernial repair. It is 
clear, from an analysis of cases in the Services, that many 
of the recurrences were the result of bad surgery by 
inexperienced operators. Others have thrown a share of 
the blame on our inadequate knowledge of the mecha- 
nism of the inguinal canal; and, as new interpretations 
of this mechanism are made,. new operations are devised 
to fit in with these ideas. 

It is as well to recall that, by methods in use long 
before the war, the worst of hernis were capable of 
repair, and that herniæ recurrent for the fourth or fifth 
time have been eventually cured by an operation properly 
planned and performed. There appears to be an increasing 
tendency to condemn the Bassini operation in its original 
form, and an inclination, in larger herniæ at any rate, 
to use some form of darning or filigree operation. For 
the repair of weaknesses and deficiencies in our hard- 
worn fabrics no method has been so successful as darning’ 
provided the darn is woven firmly and without tension 
into sound surrounding material. 

Silk, thread, silver wire, and fascial strips have all 


SURGEON, 


been used with great success for the repair of weaknesses - 


in the inguinal canal and other sites. We believe that 
the material used to lace the deficient region matters 
less than the care of the operator and his adherence to 
a few guiding. principles. When a darn is made in the 
tissues, a -mesh is formed which is invariably filled by 
fibrous tissue. In the production of fibrosis the mesh 
is the important factor and not the nature of the material 
used to form the lattice. The end-result of a darn is a 
buttress across the weak area consisting largely of suture 
material together with various amounts-of fibrous tissue. 
The effective constituent of the buttress is the suture 
material; and, though fibrous tissue is laid down and 
is helpful, it is neither essential nor dependable “for 
permanent repair. Since the buttress is the important 
factor and not the fibrosis, the most suitable material 
for a darn is that to which the tissues take most kindly. 
The requirements for a lattice are that it should be 
(1) tailored for the individual, (2) of small mesh, (3) well 
anchored to surrounding tissues, (4) pliant, (5) productive 
of a minimal tissue reaction, (6) technically simple to 
introduce, (7) undisturbed by the misfortunes of sepsis 
and so suitable for strangulated cases, and (8) a perma- 
nency in the tissues and not absorbed or dislodged at a 
later date. . We have found that ‘ Nylon’ satisfies these 
conditions better than any other material. | 
We do not present here the results of a late fcilow-up, 
‘for Burdick et al. (1937) showed, in a series of 1485 
cases of hernia, that 40% of recurrences occurred after 
two years, and similarly Block (1933) found, in the cases 
he investigated, that 34-89% of recurrences occurred 
after two years. In view of the findings of these and 
other workers, five years should elapse from the time 
of operation before it is worth while assessing the 
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cases to obtain an accurate recurrence-rate. As regards 
immediate healing, half our cases have been seen more 
than six months after operation, and only in the}case 
of a huge umbilical hernia, which became septic after 
repair, has there been any sign of a recurrence. 

Nylon has been used in operations for hernia by 
Melick (1942) in 10 cases, and by Haxton (1945), but 
neither of them has stated his methods. We have evolved 


_&@ technique which closely simulates the darn with silk 


used by Ogilvie (1937); but, since we have had to 
overcome certain difficulties resulting from the nature 
of the material, we include details of technique: The 
advantages of nylon as a suture material have been 
emphasised by other workers to whom Haxton referred, 
and it’ was his article which first drew our attention to 
its merits. We have used nylon for many other purposes, 
but here we are confining our attention to its use in 
hernia. The cases treated by three surgeons in the fifteen 
months up to April 30, 1947, are analysed as follows : 


Simple Strangulated 
hernia hernia Total 
With darn: 
Inguinal a sa 140 ee 13 153 
(Indirect 116, 
; direct 24) 
Incisional ve sa -7 és 1 ws 8 
Umbilical 24 s5 8 Pan 4 at 12 
Total .. a2 155 .. 18 is 173 
Without darn: 
Inguinal ae a 21 0 21 
' Femoral és SF 18 18 36 
Total .. es 39 18 57 
All cases... 194 36 230 
TECHNIQUE 


The inguinal canal is approached through a crease 
incision. The cremaster muscle is incised and subse- 
quently dealt with according to inclination. In direct. 
hernie the sac, unless large or funicular, is not excised. 
Next, the internal ring is examined carefully ; where it 
is fairly well defined and has strong edges it is repaired 
by interrupted sutures medial to the cord. In large hernia 
the ring may be virtually destroyed, and all that is left 
is a ragged edge of transversalis fascia. In these cases 
the lower edge of the internal oblique muscle is retracted 
upwards, and a nylon suture no. 5 on a no. 13 round- 
bodied half-circle needle is passed through the posterior 
aspect of the internal oblique. muscle and then down to 
Poupart’s ligament, picking up the ragged edges of the 
transversalis fascia on the way, and back again in a 
similar fashion, passing once again through the fascia and 
muscle (fig. 1). This suture is tied firmly, thus tighten- 
ing the region of the internal ring about the cord, though 
no attempt is made to force the internal oblique muscle 
against the inguinal ligament. 

The darn is now begun. It consists of two layers between 
the upper and lower boundaries of the inguinal canal. The 
suture used is a 40-in. length of no. 5 nylon for the first layer 
and no. 7 nylon for the second layer, threaded on a small 
round-bodied half-circle needle. After being threaded through 
the needle the ends of the suture are knotted together, thus 
preventing it from becoming unthreaded. The original 
40-in. length thus becomes a double length of 20 in. and is 
darned as such. The first layer of the darn is started by 
passing the needle through the dense fibrous tissue in the 
medial aspect of the pubic tubercle, and this stitch is anchored 


. by passing the needle back through the loop formed by the 


knotted ends (fig. 1). It proceeds as a continuous suture 
between the lower edge of the internal oblique muscle and 
the inguinal ligament, and, as in the second layer, the stitches 
are placed four or five to the inch (fig. 2). This layer is com- 
pleted when it reaches the internal ring. No attempt is made 
to approximate the internal oblique muscle to the inguinal 
ligament, and the chief function of this first layer is to. bed 
the structure down on the posterior wall of the inguinal canal, 
making ready for the next and more important layer of sutures. 

The second layer starts like the first. Below, it picks up 
the inguinal ligament in between the points occupied by the 
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first layer. Above; it is passed through the rectus sheath 
medially, and, as the. outer end of the canal is approached, the 
suture passes through the tendinous portion of the internal 


oblique muscle. It is most important to carry the sutures. 


high up laterally and to make certain that it is the tendinous 
portion of the internal oblique muscle that is included, so 
that when strain comes it can be taken by structures well 
able to deal with it (fig. 3). | 
When the internal ring is reached, two or three sutures are 


passed lateral to the cord, helping to reinforce the inguinal . 


ring. In most cases this completes the darn; but, where a 
large defect :exists, further diagonally placed sutures are 
used, interlocking with the vertical ones in a manner similar 
= to that used for darning a sock. All sutures are placed without 
tension but with no slack. Nylon glides through the tissues 
most pleasantly and does not stick or drag like thread or 
silk ; hence the tension can be adjusted with great ease. As 
the end of each suture is reached it is finished by tying two 
half-hitches (fig. 2). Usually three lengths of 40-in. nylon, 
doubled, are required, but in large defects as many as six 
lengths have been used. i : . 

After the darn is completed, the cord is allowed to fall back 
into placé. The external oblique aponeurosis is repaired with 
a single suture of no. 5 nylon. By the bootlace method (fig. 4) 
a knot in the region of the external ring is avoided. The 
suture begins on the deep surface so that the knot lies beneath 
the aponeurosis. Sometimes it is difficult to finish a suture 
line in this manner, in which case the suture ends may be 
buried by the method illustrated (fig. 4). Either of these 
manceuvres, which are applicable in other operations, prevents 
the ends of the nylon from projecting through the skin later. 
In thin persons, if the ends are simply cut after knotting 
and not buried they tend to present beneath the surface, or 
even to work through the scar and appear like the short 
bristles of a brush. | 

Finally the subcutaneous tissue and Scarpa’s fascia are 
closed by interrupted sutures of no. 3 nylon, and the skin is 
closed with Michel’s clips, which are removed in three days. 
In about half these cases a frosting of penicillin and sulpha- 
thiazole powder has been dusted over each layer as it is closed. 


In other typés of hernia orthodox repairs were used 
with nylon as the suture material, and in large incisional 


Fig. 1—Suture reinforcing Internal ring, and start of darn, showing 
„how knot is anchored. 


and umbilical herniæ nylon was darned in the aponeurotic 
tissues across the suture lines. 


i RESULTS OF WOUND HEALING 

Simple Hernia.—In 159 of 161 simple inguinal hernia 
not so much as a stitch abscess developed. The superficial 
tissues healed without swelling, and the deep tissues 
showed no sign of serum production. Six weeks after 
operation the skin-crease incisions gave a fine scar in 
most jnstances, the skin being supple and the inguinal 
region firm but not unduly hard. More than half of these 
darn cases have been seen six months after the operation 
with no sign in any of them of recurrence or other wound 
troubles. The 2 cases of sepsis were as follows : 

Case 1.—A huge hydrocele on the same side as the hernia 
was excised at the time of the repair of the hernia. A scrotal 
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Fig. 2—Loose continuous suture between lower edge of internal oblique 
.muscle and inguinal ligament. — 


hematoma formed and subsequently suppurated, with 
discharge from the inner end of the incision, Steph. aureus 
being cultured. The inflammation rapidly. subsided, and the 
wound healed in sixteen days from the time of operation, 
giving no further trouble. The repair was sound six months 
after operation. 


Case 2.—This was the only instance of infection of the 
repaired tissue. On the sixth day after inguinal darn the 
wound looked red and on the eighth day~a heavy discharge 
escaped. For a further ten days discharge continued, after 
which the wound healed. The repair was to all appearances 
unaffected by the sepsis when seen three months after opera- 
tion. In this instance neither sulphonamide nor penicillin 
was used at the time of operation or in the treatment of the 
infection. 


\ 

There was 1 case of sepsis in 7 cases of simple incisional 
hernia : 
, Case 3.—About 4 yd. of nylon was used to darn a large 
upper abdominal defect. Owing to inadequate suturing of 
the cutaneous. flap, a pool of serum formed which discharged 
from the lower end of the wound three weeks after operation. 
Healing proceeded slowly until only a small cavity at the 
lower end of the wound remained. This cavity was laid open, 
there being no sign of the nylon, which was completely 
covered by granulation tissue. Subsequently, wound healing 
progressed in the usual way with a saucerised wound, the 
final result being firm union. At no time was there extrusion 
of any nylon. Neither penicillin nor sulphonamide was used 
in the treatment of this wound. Proteus was the only 
organism grown from the wound. 


In, 8 cases of simple umbilical hernia there was 1 case 
of sepsis : ) 

‘Case 4.—A huge deficiency in an extremely obese woman 
weighing over: 20: st. Several yards of nylon was darned 
across a Mayo overlap repair.. The extensive wound sup- 
purated on one side, Bact. colt and §-hemolytic streptococci 
being cultured from the discharge. This wound continued 
to discharge until a small cavity was treated by saucerisation, 
after which the deficiency soon healed by granulation. There 
was no sign of an attempt of the tissues tó extrude the nylon. 

This wound had been dusted with sulphanilamide at the 
time of the repair, but no chemotherapy was used to treat 
the subsequent infection. The hernia recurred at the site of 
wound sepsis. | 


` 


In 18 cases of simple femoral hernia no sepsis developed. 


Strangulated Hernia.—In 5 cases the patients died 
within six days of operation; since there was not time 
enough for wound assessment they are not included 
in our figures. Of the remaining 36 cases 2 developed 
sepsis (1 of 13 inguinal and 1 of 18 femoral) as follows : 

Case 5.—After an enormous strangulated inguinal hernia 
had been operated on, a hematoma of the scrotum became 
infected and a scrotal abscess formed. It was not observed 
early in the convalescent home to, which the patient had 
been sent, and the abscess became thickly encapsulated. 
A discharge subsequently appeared from the inner end of the 
pane Bact. coli, proteus, and Staph. aureus being cultured 
rom it. 
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- It was necessary to drain the abscess by scrotal incisions, 
and at this second operation it was seen that the tissues in 
the region of the darn had firmly healed and the infection 
had not disturbed them. Owing to the thick wall of the 
abscess the scrotum took till ten weeks after the operation to 
heal, The inguinal repair was not disturbed by the adjacent 
infection. i i i 

Case 6.—After a hernia containing gangrenous bowel 
had been repaired, the wound broke down on the fifth day 
and discharged for six days before it healed. No subsequen 
weakness was found three months after operation. - 


There was no sign of weakness of the wound after 
operation on any strangulated hernia. - 


Comment.—The rarity’ of sepsis in hernia wounds 
sutured with nylon confirms our experience of nylon in 
septic wounds. We have used nylon to close in layers, 
with the support of a dusting of a sulphonamide powder 
in each layer, many infected wounds, as in appendicitis 
with general peritonitis, even when these wounds have 
‘been bathed in pus. In spite of the presence of infection 
some hundreds of cases healed by first intention. In 5 
cases the wound became infected, and all except 1 
healed within three weeks. In one child, two small -knots 
were extruded before the wound healed. In the only 
case which did not heal—a bowel resection for carcinoma 


Fig. 3—-Second layer of continuous suture, passing through rectus 
sheath medially and tendinous portion of internal oblique muscle 
laterally. 


with a grossly infected wound—a sinus formed in relation 
to a large knot; when the small cavity was laid open 
and this knot excised, the wound healed by granulation. 

In a few early cases in which we used nylon for suture 
of aponeurotic layers the ends pointed upwards beneath 
tthe wound and even worked their way through it. It 
‘was necessary to snip away the offending spikes in 2 
cases. We have described above how this difficulty is 
overcome. — | 

DISCUSSION . . 

. Repair of hernis by darning with unabsorbable 
material has on the whole been followed by good results. 
-The various materials used in the past have both ‘good 
and bad qualities, but the main advantage of them all 
is that they form a lattice which resides in the tissues as 
a permanent shield to a weak area. Nylon has proved 
to be a highly satisfactory substance with which to form 
- this lattice. | 

Silk has been in and out of favour for thirty years, 
its main drawback being the liability to sepsis of the 
tissues in which it is buried en masse. Ogilvie (1937) 
and Maingot (1941) reported excellent results with it 
in civilian use, but others have been troubled by primary 
sepsis and by sinus formation persisting until the fibres 
are extruded. or removed. In comparison our nylon cases 
show a very low incidence of sepsis and, when it did 
develop, there was no attempt at mass or partial extrusion 
of the suture, but rather was there granulation and 
healing oyer the nylon fibres. Neither has there been any 


sign of late extrusion of the lattice with sinus formation, 
as described by Edwards (1943) as-a frequent occurrence 
with silk after many of his own operations and those of 
others on Service patients. This capacity of nylon to 
withstand sepsis probably results from its monofila- 
mentous, non-itritative, and resistant nature. Silk can 
harbour organisms in the interstices of its fibres, and 
the fibres can be attacked and partly digested by products 
of inflammation. The need for strict exclusion of:infection 
from wounds in which silk is used as a darn calls for 
extremely careful wound management and a no-touch 
technique. Though ordinary aseptic precautions were 
taken in this series of nylon cases, in no instance was the 
no-touch technique used, fingers being as often in the 
wound as out of it. We have already mentioned the ease 
with which nylon glides through the tissues, in marked 
contrast to the occasional tug which is necessary to drag 
silk through a stitch hole. 

Much the same remarks apply to thread as to silk. 

_ The silver-filigree operation undoubtedly gives excellent 
results in some hands and is especially valuable 'for 
direct herniz, as Cole (1941) showed. But it is not. 
tailored for the individual like a darn, and Cole admits 
to the weakness of the medial angle by the edge of the 
rectus muscle, through which have occurred the few 
recurrences with which he has had to contend. A darn 
which starts well over the rectus sheath protects this 
weak area. Cole also mentions a serous discharge from 
the wound in some cases, usually about the seventh 
day. This has not been seen in our nylon cases. Silver 
wire resembles nylon in that it is monofilamentous, and 
though silver may irritate the tissues enough to produce 
@ serous exudate it does not.appear to encourage early 
or late sepsis or extrusion. Cole says: ‘‘ In my experience 
infection compelling removal or causing extrusion of 
filigree is unknown, and I have failed to trace such an 
occurrence either by reference or report at the Seamen’s 
Hospital. The same claim cannot be made for ‘silk or 
fascia by the most ardent advocates.” _ | 
_ Fascial-graft repair has given good results in some 
hands, as instanced by Williamson (1941) and D. C. 
Corry (personal communication). Others, such as 
Burdick et al. (1937), Gray (1940), and Wakeley (1940), 
have been dissatisfied with it and have had a high rate 
of recurrence. At operation for recurrences after fascial 
darn they have been unable to find the fascial sutures, 
a-mass of fibrous tissue only being evident, the penalty 
possibly of relying on fibrous tissue rather than on a 
permanent shield in the tissues such as the nylon darn 
supplies. But in the hands of those who have produced 
good results with fascia there still remain certain objec- 
tions. There is the necessity to go to the thigh for the, _ 
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Fig. 4—Bootlace method of suture of external oblique aponeurosis to 
avoid having knot near external ring. | 7 ae 
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fascia, and, whether it be cut by fasciotome or open 
operation, a few cases show thigh disability for some 
time, and an occasional case even develops an ugly 
muscle hernia. This objection is a strong one in people 
who can claim pensions, such as Service personnel. 
Burdick et al. (1937) pointed out the damage and weaken- 
ing of Poupart’s ligament due to the large holes caused 
by the needle used to carry the fascia, leading some- 
times to a slight recurrence in that region. In some 
patients with direct herniæ the fibrous tissues of the 
body are deficient and the fascia may be of poor quality 
and doubtful strength. The frequency of sepsis in fascial 
darns is high-:in some reports and low in others; but, 
if sepsis does develop, the repair is very liable to be 
destroyed and recurrence results (Williamson 1941). 

The other objections to fascia are technical. The darn 
with fascia is not easy to perform, being seldom done 
efficiently in under 45 min. If bilateral cases have both 
sides treated at one session, it means a long operation. 
Beekman and Sullivan (1939), with an experience of 
2000 cases of hernia, state that not only wound infection 
but also respiratory trouble was much more frequent 
when the operation was protracted. After an hour and 
a half 25% of the patients suffer from one of these 
complications. No doubt chemotherapy will reduce 
wound infection enormously, but hitherto it has had little 

- effect on the incidence of postoperative lung complica- 
tions in our own abdominal cases. The average case 
requiring bilateral nylon darn is usually completed in 
under an hour. 

Though some surgeons may object to a nylon darn in 
uncomplicated hernia, in strangulated cases the repair 
of the defect by a nylon darn must be given special 
consideration in view of our findings. With the attendant 
high risk of sepsis in strangulated hernia, few surgeons, 
aş a routine procedure, have performed with impunity 
a repair with thread, silk, or filigree. Fascia also is 
usually out of the question, for the patients are in a 
weakened state and react badly-to the lengthy pro- 
cedure of a fascial. darn; moreover, as Williamson 
(1941) indicated, sepsis is liable to nullify the effects of 
a fascial darn. We have hitherto used a nylon darn in 
18 strangulated cases, 5 of which required resection of 
bowel, and sepsis resulted in only 1 case. Further, 18 
strangulated femoral hernie have been repaired with 
sutures of nylon without sepsis. In all strangulated cases 
a sound repair has been obtained. 

We have found nylon much easier to handle than 
other materials which might be used for a darn, such as 
stainless-steel wire and tantalum. 

Since April 30, 1947, an additional 239 inguinal darns, direct, 
- jndirect, and strangulated, have been performed by ourselves 
and our assistants; sepsis occurred 5 times but all cases healed 
without extrusion of the darn. , No inguinal case darned with 
nylon has yet recurred. . e 
- SUMMARY 

Nylon has been used as a darning material to repair 
various kinds of herniz, particularly direct and indirect 
inguinal herniz, both simple and strangulated. It has given 
general satisfaction, especially in strangulated herniæ. 

We are indebted to Sir Heneage Ogilvie for his advice 
and helpful criticism. The illustrations are the work of Miss 
A. J. Arnott, to whom we owe our thanks, i 
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INFECTION with Leptospira canicola is widespread 
among dogs, and the organisms are excreted in the 
urine for some months after recovery. Human -cases 
of the disease were first recognised in Holland by Dhont 
et al. (1934), who isolated strains from 2 patients and from 
a number of dogs. Canicola fever in man has been 
reported from most European countries, North and 
South America, China and the Pacific Islands, but the 
total number is small. Minkenhof (1948) has collected 
from all over the world records of only 98 cases, nearly 
half of which were diagnosed in Holland. <a 

In Britain one previous human case was investigated 
by Baber and Stuart (1946), but the source of infection 
was not traced, and Stuart (1938) found serological 
evidence of past infection in another instance. 
be of interest therefore to give in some detail the course 
of the disease in the present cases. 


Case 1 (by L. J. M. L.).—An apprentice fitter and turner, 
aged 19, was admitted to hospital on Sept. 15, 1947, as a 
case of cerebrospinal meningitis. He had been taken ill 
suddenly, on Sept. 11, with frontal headache, fever, and 
sweating. Next day his eyes were red and the neck stiff. 
On the fifth day a pink blotchy rash appeared on the face and 
chest. The bowels had been confined 4 days and no drugs 
had been taken. 

Previous Ilinesses.—Measles and rubella. 

Family History. Nothing significant. 

On Admission.—Fifth day of illness. Temperature 100-8°F, 
pulse-rate 68, respiration-rate 22 per min. The patient was 
a well-nourished young man, conscious, alert, and coéperative. 
The palpebral and bulbar conjunctive were intensely injected 
and red, with little discharge and pronounced photophobia. 
There was a pink discrete macular rash chiefly on the chest, 
abdomen, and back, and a little less on the face and 
extremities. The rash was morbilliform but lighter in colour 
than that of measles and not irritating. He had no cough, 
no Koplik’s spots, and no redness or ulceration of the buccal 
mucosa. There was no enlargement of the lymph-glands or 
spleen and no jaundice. Clinical examination of heart, lungs, 
and abdomen revealed nothing abnormal. Blood-pressure 
130/80 mm. Hg; urine, sp. gr. 1:020; no abnormality. 
There was no urethral discharge and no sore on the genitals. 
There was some stiffness of the neck on flexion but Kernig’s 
sign was negative and he could kiss his knees. Cranial nerves, 
fundi, and ears were normal. There was no loss of power or 
sensation and all the reflexes were normal. Lumbar-puncture ; 
fluid clear and colourless with less than 4 cells per c.mm. °? 
protein 30 mg. per 100 ml.; chlorides 690 mg. per 100 ml. ; 
and no organisms. 

Subsequent Course.—On Sept. 19 (8th day) his temperature 
was 101-4°F, he was drowsy, his neck was more stiff, he could 
not kiss his knees, and Kernig’s sign was positive. Lumbar 
puncture now gave a faintly opalescent spinal fluid with 
290 cells per c.mm. (mononuclears 50%); protein 30 mg. 


è The four cases described in this communication are recorded by 
three clinicians and the final serological diagnoses were made 
by the bactcriologist. The case-reports are the work of the 
individual physicians, each of whom is responsible for his 
own stated opinions only. It seemed advisable to publish 
all the records together. : 


It may - 
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per 100 ml.; chlorides 680 mg. per 100 ml.; no organisms, 
and sterile on culture. White-cell count: 6800 per -c.mm. 
(polymorphs 76-5%, eosinophils 0:59%, basophils 1%, mono- 
cytes 1%, and lymphocytes 21%). Blood-culture (twice), 
Widal test, Wassermann and Kahn tests, and, Paul-Bunnell 
tests were all negative. X-ray films of the nasal sinuses showed 
no evidence of infection. ; 

On Sept. 20 (9th day) his temperature was normal and it 
remained normal afterwards. The rash faded rapidly after 
that date without leaving any staining of the skin. On Oct. 3 
_ {22nd day) his eyes were normal, all traces of meningitic 
signs had disappeared, and no abnormal neurological signs 
could be detected, He was discharged home quite well on 
Oct. 20, the 39th day after the illnéss began. 


A differential diagnosis had to be made between 
rubella, measles, erythema multiforme, Stevens-Johnson 
syndrome, and secondary syphilis. The possibility 
of some bacterial or viral meningitis had also to be 
considered. Against rubella was the late appearance 
of the rash, its larger elements, and the absence of 
enlargement of lymph-glands. Against measles was the 
colour of the rash and the absence of staining, the total 
absence of cough, and the lack of swelling of the eyelids 
and of discharge in the presence of such a severe con- 
junctivitis. The shape and distribution of the skin 
lesions and the absence of involvement of the buccal 
-~ mucosa did not suggest either erythema multiforme or 

- Stevens-Johnson syndrome.. The rapid subsidence of 
the eruption and the negative serological tests excluded 
secondary syphilis. The rash bore no resemblance to 
any seen in meningococcal infections, and the negative 
blood-culture, the sterile cerebrospinal fluid, and the 
patient’s rapid recovery were against cerebrospinal 
fever. 

A diagnosis of ‘‘ aseptic benign meningitis’ of virus 
ztiology—e.g., poliomyelitis, choriomeningitis, &c.— 
was not acceptable as it did not account for two out- 
standing features, the severe conjunctivitis and the 
macular rash. The possibility of leptospiral meningitis 
was then thought of,f and by a series of agglutination 
tests of blood taken on the 24th, 50th, and 100th days 
after the onset a diagnosis of infection by Leptospira 
canicola was established. The details of the serological 
tests are given below: 

The patient had kept a puppy, six months old, just 
before his illness, but so far as he knew the dog was 


TABLE I—AGGLUTINATION OF L. canicola AND L. icterohamor- 
rhagie BY SERUM OF CASE 3 AT DIFFERENT INTERVALS 
AFTER ONSET OF DISEASE 


Serum titre | 
awaiust Days after onset 
12 14 24 32 150 
L. canicola 1/3000 | 1/10,000 | 1/10,000 | 1/10,000 | 1/300 
-> i hæmor-. i 
7 a 1/30 1/300 1/100 1/100 0 


0 = No agglutination in dilution of 1/10. 


healthy. Unfortunately this dog was accidentally killed 
before the patient’s infection was diagnosed. 


(I wish to thank Dr. H. S. Banks, physician-superintendent, 
for permission to publish an account of this case, Dr. J. E. 
McCartney for the pathological reports, and my colleague 
Dr. Isenberg who kept the clinical notes.) 


Case 2 (by T. S. M. N.).—A woman, aged 28, was admitted 
to hospital on Sept. 25, 1947. She had been quite well until 
5 days before admission, since when she had suffered from 
increasing headache, vertigo, and vomiting. Small red spots, 


which disappeared after 24 hours, had been noticed on the | 


right arm and on both legs. 


TR a a a nnn EE EEEEEEEEEEEEEE 
+ I am indebted to Dr. E. T. Conybeare, of the Ministry of Health, 
: for the estion in the summer of 1947 that some cases of 
lymphocytic. meningitis might be due to leptospirosis.— 

e J. M. L. i 


On Admission.—Fifth day of illness. Temperature 101°F, 
pulse-rate 84, respiration-rate 20 per min. The patient was 
pale, her tongue was furred, there was well-marked neck- 
rigidity, and Kernig’s sign was positive. The eyes, cranial 
nerves, and ears were normal. Lumbar puncture (3 hours 
after admission): fluid turbid ; 1320 cells per c.mm. 
(lymphocytes 80% ) ; total protein, 100 mg. per 100 mi., excess 
of globulin; chlorides 750 mg. per 100 ml.; no ‘bacteria 
(including tubercle bacilli) seen in films ; culture sterile. 


Subsequent Course.—On Sept. 26 (6th day) her white-cell 
count was 8000 per c.mm. (polymorphs 44%, eosinophils 3%, 
basophils 2%, lymphocytes 46%, largé mononuclears 5%). 

The patient was treated with 60,000 units of penicillin 
3-hourly for 5 days, and sulphadiazine to a total of 34 g. 
over 4 days. Her temperature settled in 36 hours after 
admission and her general condition rapidly improved. 

On Sept. 29 (9th day) the left pupil was larger than the right, 
and there was left-sided ciliary injection. Neck rigidity had 


TABLE II—AGGLUTINATION OF L. canicola AND L. icterohemor- 
rhagie BY SERUM OF CASE 3 AFTER ABSORPTION 


‘Serum absorbed with 


Titre against ; ~ | Unabsorbed 
L. canicola |, ae 
L. canicola ara “0 1/3000 | 1/10,000 
L. icterohemorrhagie 0 0 1/300 


Sn TESTE, WO nnn SNES SNOT eS 
0 = No agglutination in dilution of 1/10. 
disappeared, and Kernig’s sign was negative. Lumbar 
puncture: fluid slightly opalescent; 33 cells per c.mm. ; 
total protein 40 mg. per 100 ml., globulin not in excess ; 

no bacteria seen in films; culture sterile. 

On Oct. 6 (16th day) the pyrexia recurred and persisted 
for 48 hours. The tip of the spleen was just palpable. On 
Oct. 8 (18th day) she insisted on taking her discharge from 
hospital because she was worried about her four children. 
She attended the medical outpatient department on Oct. 20 
(30th day), when she felt well but showed right-sided ciliary 
injection and bilateral blurring of the edges of the optic discs 
was seen. Between the 40th and 96th days of her illness the 
patient reported to the outpatient department on three 
occasions, complaining of severe headache. Since then she 
has remained well. 


The. combination of acute aseptic meningitis and 
ciliary injection suggested a leptospiral infection (Buzzard 
and Wylie 1947), and a diagnosis of L. canicola infection 
was confirmed by the serological findings which are 
reported below. 

Until very shortly before the illness began the patient 
had a puppy which had diarrhoa and she frequently 
cleared up its urine and feces. She had disposed of 
the puppy before coming to hospital and could not trace it. 


Case 3 (by J. M.S.).—A woman, aged 40, was admitted 
to hospital on Oct. 1, 1947, with the following history. 

‘On Sept. 23 she had a headache and malaise and in the 
evening suffered from an attack of shivering. Next day 
the symptoms were worse and there were aching pains in 
the limbs. The patient collapsed on getting out of bed, and 
her temperature was found to be 105°F when she was seen 
later in the day by her doctor. On the 3rd day meningitis 
was suspected and a course of sulphathiazole treatment 
begun. On the 4th day vomiting became troublesome, 
and a mistiness of vision developed in both eyes and lasted 
for 48 hours. The patient was unable to see objects directly 


‘ahead but could see things ‘‘ out of the corner of her eyes ” 


fairly clearly. On the 5th day spots, similar in appearance 
and distribution to erythema nodosum, appeared on both 
legs, but they cleared in about 2 days. By the 8th day 
it was evident that the condition was not responding to 
sulphonamides and the patient was sent to hospitel for further 
investigation. f 


On Admission.—Ninth day of illness. The patient still 
complained of severe occipital headache and pain at the back 
of her neck. There were now no pains in the limbs and no 
further nausea or vomiting. Micturition was normal, but she 
was severely constipated. She looked ill and was flushed and 
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perspiring freely. Temperature 101°F, pulse-rate 86, respira- 
tion-rate 24 per min. Herpes labialis was present. There 
was no rash or lymphadenopathy. There was slight but 
definite neck-rigidity, and the pain in her neck was much 
increased by flexing the cervical spine. Kernig’s and 
Brudzinski’s signs were both negative. No other abnormality 
in the central nervous system was noted. There was neither 
conjunctivitis nor suffusion of the eyes. The optic fundi were 
normal, and rough tests showed no alteration in the visual 
fields. Blood-pressure 120/80 mm. Hg. The cardiovascular 
system was normal apart from a soft basal systolic bruit. 
The urine was sterile on culture, contained a trace of albumin, 
and the centrifuge deposit showed a few red blood corpuscles 
and some leucocytes. Blood count: 3,700,000 red cells per 
c.mm., 6000 white cells per c.mm. (polymorphs 69%, stab 
cells 355%, metamyelocytes 1-5%, lymphocytes ‘19%, mono- 


cytes 5%, atypical lymphocytes 2%), hemoglobin 11 g. 


per 100 ml. (76%). Lumbar puncture: fluid clear; initial 
pressure 120 mm. water; 48 cells per c.mm.; protein 20 mg. 
per 100 ml.; chlorides 710 mg. per 100 ml.; glucose 5-7 mg. per 
100 ml. ; culture sterile. 


Subsequent Course.—On Oct. 3 (10th day) her headache was 
still severe and she was perspiring freely ; no change in physical 
signs. Lumbar puncture: 233 cells per c.mm. (lymphocytes 
95°95, epithelial cells 5%); protein 20 mg. per 100 ml.; 
chlorides 740 mg. per 100 -ml.; culture sterile. Blood-urea 
40-5 mg. per 100 ml.; Paul-Bunnell reaction negative. 

Leptospirosis was considered as a diagnosis and the 
agglutination reaction was found to be positive for L. canicola 
and for L. icterohemorrhagie, though to a lower titre. During 
the next few days the patient gradually improved, and by 
the 15th day her temperature was normal and the symptoms 
had disappeared. 

On Oct. 14 (21st day) the headache recurred, though less 
severely, and the temperature rose to 100-6°F with early 
morning remissions. This relapse lasted for ten days, during 
which the symptoms improved and the temperature fell 
slowly. Recovery thereafter was uneventful and the patient 
was discharged from hospital on the 5lst day. For the next 
fortnight the patient complained of weakness of the leg 
muscles, affecting particularly dorsiflexion of the feet. Her 
hair, which had begun to fall out while she was in hospital, 
was getting thinner, and the patient feared she might be 
going bald. When she was seen again 3 months later, 
however, the hair had started to grow again and the muscular 

, weakness had cleared up. ` | 


For six months before her illness this patient had 
owned a dog which was in bad health. The detection of 
infection of this dog by L. canicola is described, below. 


(I should like to thank Dr. N. Strang, medical superinten- 
dent, for permission to publish this case and Dr. J. B. Arthur 
for valuable advice and encouragement.) 


Case 4 (by T. S. M. N.),—A soldier, aged 18, was admitted 
to hospital on April 5, 1948. During the 4 days before 
admission, he had suffered from listlessness, vomiting, and 
abdominal pain. For 3 days he had had increasingly severe 
headache. l 

On Admission.—Fourth day of illness. Temperature 99-8°F, 
pulse-rate 72, respiration-rate 20 per min. There was slight 
right-sided ciliary injection. The cranial nerves and optic 
discs were normal. The right ear-drum was normal, and the 
left showed an old scar. Neck-rigidity was well-marked, 
and Kernig’s sign was strongly positive. A clinical diagnosis 
of acute meningitis was made. Lumbar puncture (an hour 
after admission): fluid opalescent ; pressure 130 mm. water ; 
380 cells per c.mm., all lymphocytes; total protein 400 mg. 
-per 100 ml., excess globulin ; chlorides 680 mg. per 100 ml. ; 
no bacteria (including tubercle bacilli) in stained films; 
culture sterile. 
hemorrhagic and L. canicola. 

In view of the conjunction of lymphocytic meningitis and 
ciliary injection, leptospira infection was suspected. The 
patient was treated with sulphadiazine—a total of 22 g. in 
2 days, and 100,000 units of penicillin 4-hourly for 4 days. 


Subsequent Course.—On April 7 (6th day) the patient was 
afebrile and free of all symptoms. There was no ciliary 
injection; neck-rigidity had disappeared, and Kernig’s 
sign was negative. The spleen was never palpable. Next 
day a blood sample was taken which gave a strong positive 
agglutination with L. canicola and an insignificant reaction 
with L. icterohemorrhagie. 


Agglutination reaction negative to L. ictero- 


On April 12 (11th day) lumbar puncture: fluid opalescent ; 
364 white blood cells per c.mm., all lymphocytes ; 14 red cells 
per c.mm.; total protein 60 mg. per 100 mL, slight excess 
globulin; chlorides 700 mg. per. 100 ml.; no bacteria or 
tubercle bacilli in stained films; culture sterile. On April 15 
(14th day) the cerebrospinal fluid contained 255 white cells 
and 1415 red cells per c.mm. Fluid was inoculated into two 
hamsters and into leptospira culture medium. Blood-count 
on April 17 (16th day): Hb 110% ; 8200 white cells per c.mm 
(polymorphs 46%, eosinophils 1%, lymphocytes 4-9%, 
large mononuclears 4% ). 

This patient could not remember any recent contact 
with dogs. ; a 


SEROLOGICAL INVESTIGATIONS (J. C. B.) 


Case 3 provided the most complete material, so the 
serological investigations dealing with it will be con- 
sidered in detail, although in the main they apply 
to all. 7 


Case 3: A sample of serum taken on the 12th day of 


illness agglutinated L. canieola to a titre of 1/3000 and L. ictero- 


hemorrhagie in dilutions of 1/10 and 1/30 only. Further 
specimens tested during the illness and after recovery showed 
the characteristic rise and maintenance of agglutinins against 
the homologous leptospira, and the fall and disappearance 
of the co-agglutinins (table 1). 

Samples of the second specimen of serum (titre 1/10,000; 
1/300) were absorbed with heavy suspensions of L. canicola 


and L. wterohemorrhagie respectively, and the residual ` 


agglutination titres estimated. As is shown in table n, 
L. canicola removed all the agglutinins, whereas L. éctero- 
hemorrhagie absorbed its homologous agglutinins but only 
reduced the titre against L. canicola to 1/300. 

Protection tests were carried out to confirm these results. 
Two hamsters (Cricetus auratus) were given 1:0 ml. of the 
patient’s serum intraperitoneally, and, along with two 
untreated control hamsters, they were moculated with 0-5 ml. 
of culture of a virulent strain of L. canicola. In the same 
way, two guineapigs received 2-0 ml. of serum, and, with two 
controls, 0:5 ml. of culture of a virulent strain of L. ictero- 
hemorrhagie. All the guineapigs died. The control hamsters 
died but the two survived which had received the patient’s 
serum, showing that the serum contained protective antibodies 
against L. canicola only. 


Case 1: On the 24th day after onset this patient’s serum 
agglutinated L. icterohemorrhagie to a titre of 1/1000, but 
tests with L. canicola were not carried out. On the 50th day 
the serum was positive to L. canicola in dilutions up to 1/3000 
and to L. icterohemorrhagiw to 1/100 only. Absorption 
tests proved this also to be a case of canicola fever. On 
approximately the 10CGth day the titres were L. canicola 
1/300 ; L. tcterohemorrhagie 1/10. 


_ Case 2: Serum from this patient was first examined on the 

30th day of disease. Agglutination was positive with L. canicola 
to a titre of 1/3000 and with L. icterohemorrhagice to 1/300 
with a trace at 1/1000. With the latter organism, however, 
agglutination was only partial in all dilutions, and it presented 
a picture quite different from the typical reaction which 
occurred with L. canicola. Absorption tests confirmed that 
the infection was due to L. canicola. 


Case 4: Cerebrospinal fluid taken on the 4th day was 
negative against both species of leptospire. A sample of blood 
of the 7th day agglutinated L. canicola in dilution of 1/3000 
and L. icterohemorrhagie to 1/10 with a trace at 1/30. This is 
an unusually high reading for the 7th day. The onset, however, 
was insidious and this may not be an accurate date. A 
second specimen of cerebrospinal fluid of the l4th day 
agglutinated L. canicola in dilutions of 1/10 with traces at 
1/30. The fluid was inoculated into hamsters and into 
leptospira medium but the strain was not recovered. This 
is not surprising in view of the treatment with penicillin 
which is very active against L. canicola. 


SOURCE OF INFECTION 


It has been recorded in the clinical reports above that 
three of the four patients had a dog.when the illness 
began. The dog of patient no. 3 had been ailing for some 
months. Dr. K. S. Rodan sent a specimen of blood from 
it for examination, and this serum agglutinated L. canicola 
to a titre of 1/3000 and L. icterohemorrhagie to 1/30. 
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The dog was destroyed before any other investigations 
could be made, but there seems little doubt that it was 
the source of the patient’s infection. Patient no. 2 had 
often cleaned up urine and fæces from her dog, which had 
diarrhoea, but she disposed of the animal just before the 
illness began and could not trace it. The dog of patient 
no. l appeared to be quite well but was accidor tally 
killed after the patient’s illness began; Senthille et al. 
(1946) reported infection of three people from dogs v hich, 
though apparently healthy, were found to be excreting 
L. canicola in the urine. 

Dogs very commonly suffer from infection with 
L. canicòla. Stuart (1946) recorded 40% of infections 
among street dogs in Glasgow, and Broom (unpublished 
results) has found nearly 30% in a large survey in 
England. No doubt the virulence of L. canicola is low 
for man, but, considering the very close association of 
man and dog in most countries and the remarkably 
small number of human cases of canicola fever reported, 
it seems probable that many occur—with or without 
meningitis—which are never diagnosed. It may be 
noted that three of the four patients recorded here 
fell ill within a period of less than a fortnight in 
SSpeeoer 1947. : 

`- DISCUSSION (J. M. A.) 

These four itest iði by L. canicola and the only other 
one completely identified in this country (Baber and 
Stuart 1946) show the disease in the meningeal form. 
In countries where the infection is better known 
meningitis is not always found. It can be expected 
that both forms of the infection will be detected in this 
country in future. l 

A variety of symptoms and signs is notable in reports 
‘of canicola fever, whether meningitis is presènt or not, 
as is shown by a summary of symptoms in our four 
patients. The onset included headache and fever in all, 
with vertigo or vomiting or abdominal pain. During 
the illness, eye signs developed in all—conjunctival or 
ciliary injection, photophobia, inequality of pupils, 
mistiness of vision, and blurring of edge of retinal disc. 
The relative prominence of such eye signs has been 
noticed in the meningeal forms of Weil’s disease (Buzzard 
and Wylie 1947); optic neuritis or perineuritis has been 
commented on in Weil’s disease by Venco (1933) and 
‘others. Stiff neck was present in all, and Kernig’s sign 
was present in three; a muscular weakness (of dorsi- 
flexion of the feet) was present in only one. 
had pains in the limbs. Three had morbilliform rash, 
in the form of small red spots or larger macules like 
erythema nodosum. In one of these three herpes labialis 
was also present. The spleen was just palpable in one 
case ; thinning of the hair was noted in another. Features 
recorded by others which our patients did not show 
include diarrhea, pulmonary congestion, epistaxis, and 
mild nephritis. 

In the cerebrospinal fluid the maximum abnormal 
findings varied in our patients from 290 to 1320 cells 
per c.mm. (almost all lymphocytes), 20-400 mg. of 
protein per 100 ml. In three, leucocyte-counts showed 
little abnormality except a relative lymphocytosis in 
one. 

One of our patients had recurrent headaches up to 
90 days, and another had a relapse with headache and 
fever at the 2lst day; such relapses have been noted 
before in canicola infections. Jaundice or other evidence 
of liver damage is unusual and when it does occur is 
mild. Death from the disease is unknown or very rare. 

"In any form of the infection clinical diagnosis is 
difficult. In the presence of a severe conjunctivitis 
and a tash, if secondary syphilis, the exanthemata, and 
certain skin diseases have been excluded, leptospirosis 
. should be considered. Jaundice is unfortunately often 
thought to be an essential clinical feature, whereas even 
with L. ioterohæmorrhagiæ it may be absent or transient. 


= 


One patient 


Should there be also an “aseptic” meningitis the 
presumptive diagnosis is still more strengthened. It is 
interesting to observe that the swineherds’ disease (maladie 
des porchers), an endemic and occupational disease of 
Savoy, characterised by diarrhoea, rash, hemoptysis, and 
sometimes a lymphocytic meningitis, and long believed 
to ‘be due to a virus, was shown by Gsell (1944) to be a 
leptospiral infection. From another aspect of diagnosis, 
in any example of lymphocytic meningitis one type or 
another of leptospiral infection should be suspected. : 

The final diagnosis of canicola infection depends on 
agglutination tests of the patient’s blood and if pos- 
sible isolation of the leptospira from the blood or 
cerebrospinal fluid by means of hamsters. 


SUMMARY 


Four cases of meningitis caused by L. santo are 
described in which the diagnosis was confirmed by sero- 
logical methods. The important diagnostic signs appear 
to be: fever, conjunctivitis, the appearance of a rash 
about the 5th day, and symptoms of meningeal irritation. 
Leptospiral infection should be considered in all cases 
of lymphocytic meningitis. 


s 
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ISOTOPES AND RADIATION HAZARDS 


FRANK HOWARTH 
M.B. Manc., D.P.M. 


From the Department of Pharmacology, University of 
Manchester 


Wirn the multiplication of cyclotrons and the con- 


struction in Britain of the uranium pile, radioactive ` 


isotopes have become relatively common and can now 
be obtained in some variety and at high specific activity. 
The inevitable consequence of this is that isotope studies, 
once limited to a skilled minority, have now been opened 


to a less experienced majority, and coincidentally the- 


isotope has entered an extremely dangerous phase 
of its development (Moore 1948, British Medical Journal 
1947, 1948). 


_ A radioactive isotope may .emit beta particles and’ 


gamma radiations. A beta particle, an electron of rest 
mass 9:107 x 10—28 g., is ejected at velocities which may 
approach that of light and bears either a positive (positron) 
or a negative charge. At the velocities usually encoun- 
tered it is easily absorbed by the walls of its container, 
the experimenter’s gown and apron, or, failing these, 
the superficial layers of his skin. 

Gamma radiations have neither mass nor charge and 
are emitted from a radioactive substance at the velocity 
of light. They have considerable powers of penetration, 
and 4 cm. of lead-tungsten alloy is required to absorb 
about 90% of an incident beam emanating from a 
radium source. Their capacity to damage tissues depends 
on the ionisation they cause within them. 

When the emission of a disintegrating atomic nucleus 
is absorbed, energy is yieldéd to the absorbing material. 
This energy tends to be great, as can be appre- 
ciated from Einstein’s mass-energy relationship E = mc?, 
where E = energy, m = mass, and c = the velocity 
of light (3 x 10!° cm. per sec.). Hence 1 mg. of matter, 
if completely disintegrated, would yield about 25,000,000 


kW-hours of electrical energy. 


~ 
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Such energies are foreign to chemical reactions, for 
these are concerned solely with orbital electrons and 
involve no disintegration of the atomic nucleus. 
Expressed in units similar to those used in nuclear 
reactions, the entire range of chemical reaction 
energies falls between 0 and 10 electron volts (Kamen 
1947), a figure which contrasts with the beta-particle 
energy of the hydrogen isotope tritium, which, though 
classed as an emitter of low energy, achieves 0-015 
million electron volts. 

Some isotopes emit alpha particles as well as the fore- 
going; these are of large mass, low velocity, and great 
- destructive power, but such isotopes are uncommon and 
infrequently used in biological studies. : 

Adequate information about the pathological poten- 
 tialities of radioactive isotopes is lacking, especially 
about the late effects of isotope administration, though 
it is possible, in view of the large amounts of radio- 
active material which have already been administered to 
patients, that time will remedy this deficit. Meanwhile 
it is often necessary to draw conclusions from the better- 
known effects of radium emanations, which, though 
different in some ways from the emission of most isotopes, 
may be considered similar from the practical point of 
view. The main disturbances following undue exposure 
to radium or to X rays are skin effects, blood 
changes, genetic effects, sterility, and late neoplasia. A 
radioactive isotope can produce all these effects if it is 
present in large enough amounts and for a sufficient 
time. 

SKIN EFFECTS 

Epilation of the skin is observed commonly after 
undue exposure to radiations, and this effect may mani- 
fest itself upon the backs of the hands of those who 
handle radioactive substances; but & more serious 
consequence is a radiation necrosis, which appears after 
a latent interval and is slow to heal and extremely 
painful. A carcinoma is a not uncommon sequel.. Certain 
of the rarer radioactive substances, such as plutonium, 
produce fibrosarcomas, even if the site of entrance is 
but a small cut in the finger. In animals an injection 
of 1 yg. of Pu? is adequate to produce them, 
and bone sarcoma is a common occurrence after the 
introduction of fission products (Lisco et al. 1947). 

As regards the commoner isotopes, skin tumours after 
beta burns from P?? have been noted by Raper (1947), 
` who enclosed mice and rats within bakelite boxes contain- 
ing radiophosphorus in their walls. In man, isotope 
burns are not uncommon, 5 millicuries of P?? being 
quite sufficient, or even a less amount if the Skin is 
. exposed to the active substance for a long time, as 
exemplified by the ddmage to terminal phalanges 
of those painting luminous instrument dials (Horner 
1942). 


The guiding star of the isotope worker is the law - 


of inverse squares, and it is to be remembered that a 
specimen having a small total activity “‘ measured across 
the bench ” may give an enormous tissue dose under- 
neath the finger-nail. This is of special importance 
to those concerned with the local application of isotopes 
for the treatment of skin diseases. 


BLOOD CHANGES 


Raper (1947) has remarked on the unchanged blood 
picture of the rabbit exposed to considerable amounts 
of beta radiation from P*?. It is evident that even in 
the case of gamma radiation the blood picture is an 
unreliable indicator of early damage (Lorenz et al. 
1947), while Jacobson and Marks (1947) go so far as to 
suggest that any change should exclude a worker from 
further exposure. 

As regards ‘“‘ neoplasias,” Lorenz et al. (1947) have 
noted leukemia and the production of carcinomas in 
animals not usually subject to them, and these with 
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irradiations within the so-called tolerance range. In this 
connexion the raised incidence of leukemia in those 
who handle radium or use X rays will be recalled. It 
is well to remember that, in all probability, radiation 
damage to the hematopoietic system, as to the akin, 
is not completely reparable (Stone 1947). 


GENETIC, EFFECTS 

The possibility of genetic change as a result of ionising 
radiation has been discussed at a symposium held at the 
British Institute of Radiology (Nature 1946) and has been 
mentioned by McWhirter (1947) in connexion with the 
internal use of radioactive isotopes, by Van Roojen 
(1946) as a by-product of atomic warfare, and by 
Voegtlin (1941) in relation to clinical and laboratory 
personnel. Spear (1946) and Muller (1947) have provided 
full accounts of the genetic and other biological effects of 
penetrating radiations, and, although there is insufficient 
evidence on this important issue, Snell’s (1941) observa- 
tions certainly suggest’ that such might indeed occur, 
with possible evil effects on subsequent generations. 
As regards these effects, Newell (1941) says: “Even 
small doses of radiation administered to persons who may 
in the future have children are looked upon with 


extremely grave apprehension,” and Henshaw (1945) © 


has pointed out that radiation effects on genes and 
chromosomes occur without threshold. 


STERILITY 
Reduced sperm counts were observed after the atomic 


bombing of Hiroshima, and Platt (1947) has reported 


pathological changes in patients treated with P32, with 
testicular and ovarian findings suggesting a distinct 
possibility of sterility, even though the doses used were 
only 0-1-2-5 millicuries two or three times a week. 
Whether such changes are reversible is uncertain, but 
current observations suggest, in mice, the recovery of the 
testis but not of the ovary. Lorenz et al. (1947) 
noted that total doses of 770-880r produced lasting 


‘sterility in female mice, regardless of the rate and 


intensity of administration, thus suggesting the possibility 
of cumulative damage. 


EFFECTS OF INGESTION 


The actions of radioactive materials taken into the 
body have certain special aspects. Many are familiar 
with the bronchial carcinomas of those who work in 


‘radioactive dusts, the bone sarcomas and aplastic 
. anæmias of the old-time luminous watch-dial ‘painters, 


and the terrible end of Dr. S. A. Von Sochocky (Martland 
1929), who died with severe burns, hemoptysis, hæma- 
turia, retinal hemorrhages, and bronchopneumonia 
after exposure to radioactive materials in his laboratory. 
It may be noted, for comparison, that a lethal dose of 
tetanus toxin is about 220 ug., whereas 1 ug. of radium 
distributed throughout the body is sufficient to produce 
a fatal outcome, and even a tiny dust particle containing 
C14, if inhaled, can give rise to a point dosage of radia- 
tion above the tolerance limit for tumour production. 
A resemblance to radium is shown by certain other 
radioactive substances, and Brues et al. (1947) have 
pointed out that Sr8°® (half- life 55 days) is a most efficient 
producer of bone tumours, and that Ce!*4 causes liver 
damage as well as bone sarcomas. Y?! is almost 
unabsorbed from the gut, but it can produce several 
intestinal disorders. The tendency of the fission products 
to produce bone tumours depends mainly on their 
propensity for selective absorption in these structures 
(Hamilton 1947). Of the more common isotopes, there 
is no doubt that P%2 can produce deleterious effects. 

The clinician who proposes to administer a radio- 
active substance to a patient takes upon himself a grave 
responsibility, and such a project involves a considera- 
tion of the dose, the half-life of the element and emission 
energies, the manner of its body distribution—i.e., 
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total body (sodium) or local tissue concentration (iodine), 
the excretion-rate, and thé extent of tissue dilution. 

‘It is evident that, for many substances, adequate 
information is not available on all these points; and, 
as regards dosage, one has to admit that isotope 
standardisation is still somewhat unsatisfactory, and 
disastrous consequences may follow inadvertent over- 
dosage. Some estimation of the amount of radiation 
received is requisite and can be obtained with the help 
of the following ‘formule : 

R = 60 CEav, which oe with daily | roentgen dose R, 
derived. from an isotope with aterage tissue concentration c 
in millicuries per kg. of average particle energy Eav. For 
simple. beta emitters E max = Eav. If there are gammas 
N 


. 3 
also, 20% must be added. 


For a short-life isotope the total dose is more important 
and is given by the following : 


D = 1-44 RT, when D = dose in R; R= initial daily 
dose from the first formula ; and T is the half-life i in days. 


For details Marinelli (1942) or Evans (1947 ) should be 
consulted. The upper tolerance limit varies between 
0-01 and 0-1 roentgens a day, according to different 
Si authorities, but. in this connexion it must be admitted 
that it is difficult to ascribe a tolerance dose to such 
radiation damage as late neoplasia, premature ageing, 
and genetic change. Henshaw (1945) suggests that 
‘“ tolerance injury ” would be a better term in these 
cases, pointing out that, though the individual is con- 
tinually bombarded by "earth and cosmic radiation at 
about 0-00lr a day, the range of radiation exposure 
compatible ‘with life is none the less narrow. 


a CONCLUSIONS 


It is to be emphasised that, in human experimentation, 
there is no excuse for using. an-isotope technique when 
some ordinary chemical procedure would suffice, If the 
problem will not -yield to a chemical approach, it is 


desirable: before using 3 cemonouve isotope to consider — 


NEONATAL GASTROCOLIC FISTULA 
REPORT OF A CASE 


N. K. PEIN _ T RA 
M.B. Witwatersrand : 


PERDENT MEDICAL OFFICER, ' SOUTHAMPTON CHILDREN’S 
HOSPITAL 


NEONATAL gastrocolic fistula being extremely rare, the 
following case is of interest. | 


A male baby, aged 5 weeks, was admitted to the South- 
ampton Children’s Hospital because of difficulty with feeding 
and lack of progress. 

The mother had been well during her pregnancy. The 
baby had been apparently healthy at birth though somewhat 
cyanotic on delivery and the usual methods of resuscitation 
had been applied. | 


~ 


(b) 


(a) | z 


Radiograms of gastrocolic fistula taken after bismuth meal : 
view 30 min. p.c. ; (c) lateral view 30 min. p.c. 
t 


(a) lateral view I5 min. p.c. ; (b) supine 


. the possibilities offered by a stable isotope which can be 


readily detected and, with the exception of deuterium, 
can be administered ad lib.- without biological effect. 
Radiophosphorus should not be used in the treatment of 
patients in the reproductive period of life, or who have 
an expectation of life of five years or more (British 


Medical Journal 1947). 


Isotope work is totally unsuited to a general labora- 
tory such as the clinical laboratory of a hospital.. Unless 
special precautions are taken, the. benches, sinks, and 
furniture can become heavily contaminated with radio- 
active materials ; and, if elements of long half-life, such 
as Co®, Sr8%, or "Ens, are used, the accumulated radia- 
tion may soon reach a dangerous level. Excellent 
accounts of laboratory hazards and the means for 
reducing them have been given by Sullivan (1947) and . 
in some textbooks on radium.. 

Finally, those intending to employ radioactive isotopes 
for clinical purposes should make contact with the isotope 
section of the Medical Research Council, where advice 
from experts is readily available. ‘ 
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During the first week or two the baby had besi lethargic 
and had taken the/breast poorly. Several brands of artificial 
milk were tried, but he continued to lose weight. Stools 
had become large, greenish, offensive, and slimy, and numbered 
about seven daily. Vomiting had increased, and the baby’s 
condition had deteriorated sufficiently to merit admission to 
hospital. 


On examination the baby weighed 7 lb., and, though normal 
in size, was obviously undernourished. His breath had an 
acid odour, and there was thrush in mouth and pharynx. 
Abdomen much distended and tympanitic ; greenish 
slimy undigested food in rectum. Nothing else abnormal 
found. 


Bidod-count: red ‘cells 3,150,000 per c.mm.; Hb 54% ; 
white cells 10,400 per c.mm. (polymorphs 48%, lymphocytes 
45%, monocytes 7%). Blood Wassermann reaction 
negative. 

Treatment was directed towards 
relieving dehydration and regulat- 
ing feeds. Transfusions of citrated 
blood were given into scalp veins 
to combat anæmia. 


-= Progress.—The baby put on 1/, 1b. 
in weight, which remained stationary, 
for another ten days but then! began 
to decrease because vomiting and 
diarrhosa, which had ceased on- 
admission to hospital, began again. 
Vomit was highly acid, mustard- 
coloured, and rather offensive, and 
came up after each feed. Stools 
were at first normal in colour and 
consistence but, after a few days, 
began to resemble the vomit. 

The vomit was now recognised 
as having a fecal character ; ‘so 


B2 
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gastrocolic fistula was tentatively. diagnosed. This was 
_ confirmed by radiography after a bismuth meal. Radiograms 

taken at 15 min. and 30 min. in lateral and supine positions 
showed bismuth flowing directly from stomach into transverse 
colon (see figure). a 


Operation.—Next day laparatomy under local anesthesia 
was performed by Mr. L. A. Richardson. Fistula between 
stomach and colon was easily found. It was about half 
an inch in diameter and connected greater curvature of 
stomach about its mid-point with transverse colon about 
1 in. from splenic flexure. - ’ i 

Fistula appeared to be of inflammatory origin, since 
stomach easily peeled off colon, disclosing layers of œædematous 
tissue. Colon and stomach were closed separately, operation 
being rapidly completed. 

Postoperative Course.—Penicillin and succinyl sulphathiazole 
were given, and small feeds at short intervals, but the baby 
died two days after operation. 

_ Necropsy Findings.—Operative area free -from infection ; 

suture lines in stomach and colon healthy. Inside stomach 
an ulcer 3 mm. in diameter was found, which on section 
appeared to be a small chronic gastric ulcer. Microscopically 
mucosa showed ulcer and sinus with much subacute 
inflammation and granulation tissue. - 


\ 
COMMENT 


The etiology of-the gastrocolic fistula is problematical. 
Any kind of developmental fistula seenis embryologically 
improbable, whereas the inflammatory character of the 
tissues adjacent to the fistula strongly suggests a peptic 


ulcer which, starting in fetal life, had perforated the © 


adjacent colon. 


I wish to thank Dr. K. E. Slaney for kind permission to 
publish this case, and Dr. G. Ormiston for his helpful criticism. 
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ALBUMINURIA is usually regarded as essential to a 
diagnosis of acute glomerulonephritis. In the following 
case, however, we felt justified in making this diagnosis 
in spite of the failure to detect any urinary abnormality 
apart from the doubtful presence of albuminuria on one 
occasion. 

A girl, aged 16, employed as a pill-packer, was admitted to 
Hammersmith Hospital on Feb. 14, 1947. She had previously 
been healthy except for an attack of * eczema of the scalp ” 
at the age of 7, and a similar attack, diagnosed as pediculosis 
capitis with secondary infection, in April, 1946. 

Three weeks before admission she devełoped a dry cough 
and a slight sore throat. She felt ill and remained in bed for 
a week. She then returned to work, but the cough persisted. 
On Feb. 9 she had a severe frontal headache and noted that 
her eyes were puffy. Next day she complained of pain in the 
region of the lower sternum and of breathlessness on exertion. 
That night the pain and breathlessness were so severe that 
she could not lie down. On Feb. 11 she noted swelling of her 
face; she had 4 loose stools on Feb. 13; and on the 
14th, the day of admission, her legs and -ankles became 
swollen. 

On admission her temperature was 99-8°F, pulse-rate 
64 and respirations 28 per min., and blood-pressure 176/96 
mm. Hg. She was pale and orthopneic. There was well- 
marked puffiness of the face, a sacral pad of cedema, and 
gross pitting cedema of the ankles. The jugular venous 

ressure was level with the sternal angle. The liver was not 
pæpable. The optic discs appeared normal. The fauces were 


a little reddened. The heart showed accentuation of the second 
sound at the apex; occasional râles were heard at the bases 
of the lungs. There was no evidence of coarctation’ of the 
aorta. 


Urine: sp. gr. 1-020, no albumin, no sugar; deposit con- 
tained a few epithelial cells, an occasional leucocyte, and 
numerous mobile bacilli, but no casts. l 


Progress.—The patient was treated in bed on a low-protein 
low-sodium diet, with fluids restricted to a litre a day for the 
first week. Intramuscular penicillin, 30,000 units three- 
hourly, was given for the first three days. Diuresis began 
within thirty-six hours of admission, and œdema disap 
by the sixth day in hospital. “Her temperature reached 100°F 
on the second evening and was thereafter normal. Her blood- 
pressure rose to 182/110 mm. Hg on the fourth day but had 
fallen to 126/70 by the seventh. A small right pleural effusion, 
confirmed radiologically, developed on the second day after 
admission and disappeared in a few days. Transient systolic 
cardiac murmurs appeared at the apex and in the second right 
interspace as the blood-pressure fell. | 

. The urine was examined at least once daily throughout. 
Albumin was reported by a nurse in an early morning specimen 
on the eleventh day; this specimen was unfortunately dis- 
carded, but another tested later the same morning showed no 
abnormality. Apart from this occasion, no abnormality was 
detected throughout the patient’s stay in hospital. She was 
discharged on March 25 without symptoms or abnormal 
physical signs. 

Investigations 

Blood-urea : Feb. 17, 24 mg.; Feb. 21, 33 mg. per 100 ml. 

Blood-proteins: Feb. 21, total 8-7 g., albumin 5-0 g., 
globulin 3-7 g. per 100 ml.; March 5, total 7-7 g., albumin 
4-2 g., globulin 3-5 g. per 100 ml.. | 

Throat swab: Feb. 14, no hemolytic streptococci found. 

Blood-count: Feb. 15, red cells 4,100,000 per c.mm. ; 
Hb 69°, (10:8 g. per 100 ml.); colour-index 0-84; white 
cells 7000 per c.mm. (neutrophils 62°, eosinophils 1°, 
lymphocytes 29°%, monocytes 8%). 

Blood Wassermann reaction and Kahn test negative. 

Electrocardiogram: March 13, P-R interval 0-22 sec. ; no 


other abnormality. 


Antistreptolysin titre unfortunately could not be estimated 
owing to technical difficulties. . 


DISCUSSION 


In spite of the normal urine, it was difficult to make 
any diagnosis other than acute glomerulonephritis in an 
illness developing three weeks after an upper respiratory 
infection and characterised by fever, generalised cedema, 
and hypertension, all of which disappeared within a 
few. days. We have found no account of a similar case 
published in England or North America, though we have 
heard through colleagues of at least 3 cases in the British 
Isles. Further cases have been described on the Continent. 
Fenini 
nephritis without albuminuria, 3 being confirmed at 


necropsy. Litten (1882) had a similar case, and Henoch _ 


(1899) recalled 6, in which the diagnosis was apparently 
confirmed at necropsy and some of which did develop 


albuminuria in the last few days of life ; he gave a detailed . 


account of one of these cases. 

- All of these cases were postscarlatinal, and in none 
of them, of course, is the blood-pressure recorded. 
Nonnenbruch (1916), in reporting a case of trench 
nephritis, seems to have been the first to describe hyper- 
tension, as well as oedema, occurring without albuminuria. 
He mentioned 2 other cases in which albuminuria 
appeared only after several days. Töpfer (1917) claimed 
that in many cases of trench nephritis cdema was 
present without albuminuria, but since most of these 
occurred among Russian prisoners-of-war the condition 
may have been hunger edema. Mayer (1922) reviewed 
the published cases up to that time and added 2 uncon- 
vincing ones, neither of which developed a significant 
rise in blood-pressure. Kylin (1922) observed several 
patients with a transient rise in blood-pressure but no 


(1872) mentioned 6 cases of postscarlatinal , 
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abnormality in the urine; he suggested that these might 
be cryptic cases of acute glomerulonephritis but gave 
no further clinical details. Wickbom (1928) reported 
3 cases, only 1 of which showed a raised blood-pressure ; 


in 2 of them red cells were present in the urine in spite - 


of the absence of albumin. He also examined his patients’ 
urine daily during a hospital epidemic of staphylococcal 
sore throat and found a moderate number of red cells in 
7 out of 52 cases from four to nine days after the acute 
infection. In 6 of these, casts of an unspecified type were’ 
also present, but in none was there albuminuria. He 
boldly interpreted these findings as indicating minimal 
acute glomerulonephritis. 


In Chile Alessandri and Roeschmann (1942) have 


described, among 248 cases of acute nephritis, 6 in which ' 


- urinary signs were either absent or minimal and tran- 
sient ; 5 of these occurred from seven to ten days after 
tonsillitis or an. acute skin infection. Definite hyper- 
tension was noted in 4 of the 6, and the blood-pressure 
reached the upper limits of normal in the remaining 2. 
One patient died from pulmonary edema 10 minutes 
after an intravenous injection of ether, given to measure 
the circulation-time. Clinically, there had been well- 
marked peripheral edema, and the blood-pressure rose 
to 160/110 mm. Hg, though no abnormality was found 
in the urine. At necropsy an intense acute glomerulo- 
nephritis was found. 

We will not attempt to discuss the theoretical implica- 
tion of these cases. None of the necropsy accounts 
describes the histology of the kidneys in detail, and there 
is no record of serial sections having been made. Without 


_ further data, any explanation would be speculative. It 


seers clear that an illness resembling acute glomerulo- 
nephritis but lacking urinary abnormality can occur. 
More records and fuller investigation of this illness are 
desirable. 


SUMMARY 


A girl of 16 developed transient hypertension and 
cdema consistent with a diagnosis of acute glomerular 
nephritis but no urinary abnormality was found except 
for doubtful albuminuria on one occasion. 


The published examples of acute glomerulonephritis 
without albuminuria are briefly reviewed. 


Ld 
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. In brief, I hold that from the very beginning of human 
evolution the conduct of every local group was regulated by 
two codes of morality, distinguished by Herbert Spencer as 
the ‘code of amity ’ and the ‘code of enmity.’ There were’ 
thus exposed to ‘ natural selection’ two opposing aspects of 
man’s mental nature. ... How the neural basis of such qualities, 
both good and bad, came into existence during the progressive 
development of the human brain, we do not know, but it is 
clear that the chances of survival of a struggling, evolving 
group would be strengthened by both sets of qualities. These 
two sets of opposite qualities must be balanced to secure 
continuous, progressive evolutionary changes. .. . It will thus 
be seen that I look on the duality of human nature as an 
essential part of the machinery of human evolution. It is the 
corner-stone of my mosaic edifice. Human nature is both a 
product and% process. It has been built up as a product of 
man’s evolution, but it has been developed so as to serve in 
the process of:-evolutionary change.” —Sir ARTHUR KEITH, 
F.B.8S., in a New Theory of Human Evolution, London, 1948. 
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EPIDEMIC OF BULLOUS ERYTHEMA ON 
LEGS DUE TO BED-BUGS 


J. KINNEAR 
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In June, 1947, a woman presented herself complaining 
of recurring blisters on her legs. The lesions had appeared 
at intervals for some months. A band of erythema was 
found across the back of both calves just above their 
maximal circumference. This erythematous zone was 
studded with bull varying in size up to that of a pigeon’s 
egg. The lesions were considered to be most likely due 
to insect bites, but no history of duties at home or at work 
likely to expose the calves to attack in this manner. was 
obtained. The question of a chemical. burn was gone 
into, but this appeared very unlikely, and there had 
been no marks on the stockings. There was no possibility 
of a dermatitis striata bullosa pratensis. 


A few days later a.second patient appeared with ` 
exactly similar lesions—a zone of erythema studded 
with bulle across the back of both calves at about the 
same level from the ground as ‘in the first case. This 
patient was, however, more observant than the first ; 
she said this was not the first attack she had had, and 
that the blisters always appeared a few hours after she 
had been in a tram-car on a certain route. 


Within a fortnight some half-dozen further cases were 


_ seen, all exactly similar and all with a history of using 


the same tram route. All were women. A local practi- 
tioner telephoned to ask if I knew about the epidemic of 
blisters on ladies’ calves, since he had had several. cases. 
I told him to find out if his patients used this tram route, 
and he informed me later: that they all did. News of 
further cases was also obtained from medical and non- 
medical sources, but the total number of women affected 
is. not ascertainable. 


Meantime the medical officer of health had been 
informed and the opinion given that a crawling insect 
was most likely to blame, not a “ jumper ” or a “ flier,” 
and that’the trams on this route appeared to contain 
the culprits. At his request I inspected a tram-car 
similar to those used on this route and found that the 
seats on the lower deck (which was the one used by all 
the patients) consisted of two parallel leather-covered 
cushions running the length of the interior of the car. 
Each seat was kept in place by a vertical slat of wood 
running in front of the cushion. The lower edge of this 
slat of wood appeared to be the same height from the 


_ floor as the lesions, and, on sitting down and putting 


their feet- as far back as possible, passengers would 
bring the calves of their legs into contact with the lower 
edge of the wood. 


Representatives of the sanitary department there- 
upon inspected all the trams using the affected route. 
They were found to be free from infestation except for 
one car. In this vehicle the lower edges of the slats of 
wood were grooved, and these grooves were the habitat 
of numerous bed-bugs which evidently reversed their 
normal mode of life, lying hidden by night when the 
tram was in the garage and by day sitting in a row along 
the edge of the wood extracting nourishment from the 
legs of unsuspecting lady passengers. Men were never 
affected, their stouter nether garments providing sufficient 
protection. 

The tram was. disinfested, the grooves were planed 
out to prevent a recurrence, and the epidemic came to 
an abrupt stop. The interesting clinical point was the 
severity of the reaction to bed-bug bites. All cases seen 
and reported were frankly bullous. 


oa 
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-~ Medical Societies 


GENETICAL SOCIETY OF GREAT BRITAIN 
AND Berrie EMPIRE CANCER CAMPAIGN .- 


Genetics of Cancer a 


THESE two bodies held a joint symposium in London 
on June 24 and 25. On the first day the chair was taken 
by Mr. E. B. FORD, D.SC., F.R.S. and Mr. A.W. GREENWOOD, 
D.sc., and on the second by Prof. A. eno M.D. and 
Dr. CUTHBERT DUKES. 


INHERITANCE OF CANCER IN ANIMALS 


Dr. W. E. Heston (Bethesda, U.S.A.) gave an account 


of work done at the National Cancer Institute showing 
the influence of hereditary factors on the production and 
transmission of the milk agent. This hereditary influence 
is shown by experiments on the offspring of matings 
between high and low cancer lines, whose children could 
be made to contain a variable quantity of high or low 
cancer nuclear material depending on whether they 
arose from back-crosses to the grand-parental strain with 
_- a high or low tumour incidence. Further experiments 
_ have been done using mice of a high cancer strain which 
had been deprived of the milk agent. These indicated 
that the milk factor accelerates genetic processes 
underlying tumour growth but is not active by itself. 


Dr. R. KorRTEWEG (Amsterdam), dealing with the 
influence of cestrogenic substances on tumour suscep- 
tibility, described experiments which have shown that 
the amount of hormone required to produce cestrus in 
spayed females of a high cancer strain is much higher 
than in low cancer strains. Excessive quantities of 
cestrone and possibly progesterone seem to be required 
in high cancer strains to produce physiological effects. 
Quantitative estimates of the relative sensitivity to 
cestrogens can be obtained by using the response of the 
mammary gland to find the least dose causing a physio- 
logical effect. Experiments have been confined to mice 
of the C57 and dba strains, the former having a low 
incidence of spontaneous tumours and the latter a high 
one. Males of the C57 strain have been shown to have a 
higher resistance to cestrone than females—an apparently 
contradictory finding since their incidence of mammary 
tumours is very low. This is apparently due to the 
antagonistic influence of male hormone. Dr. Korteweg 
suggested that the incidence of mammary tumours in 
high cancer lines is partly due to their excessive secretion 
of oestrogens, and consequently increased stimulation of 
the mammary gland. 


‘Dr. L. DMocHowskKI (Leeds) showed that there are 
hereditary differences in the production of the milk 
agent. The differences in production could be demon- 
strated by an experiment in which it was shown that 
as mice grow older larger quantities of milk agent are 
required to initiate the development of mammary 
tumours. The amount of milk agent required in this 
experiment was found to vary according to the strain 
from which the extract was prepared, larger amounts 
being required from moderately high tumour strains 
than from very high tumour strains. Other experiments 
have indicated that there is a variation from strain to 
strain in the efficacy ‘of sex hormones as factors in the 
causation of cancer. 


Dr. P. A. GORER (London) outlined the history of 
tumour-transplantation studies. It was shown many 
years ago that the transplantability of a tumour is 
determined by complexes of dominant genes. Since then 
some of these genes have been found to determine the 
production of antigens which can be demonstrated 
serologically, Dr. Gorer suggested the term histo-com- 
patibility antigen to describe these antigens. They can 
be found in all tissues, though it is easiest to work with 
red cells. Recent work has shown that the gene deter- 
mining the production of one of the known antigens 
in mice is located on the same chromosome as the gene 
for Fused, an anomaly of the tail. The apparently high 
mutation-rate of the genes for histo-compatibility fre- 
quently makes transplanting between different sublines 
of the same pure line impossible. A high degree of poly- 
morphism in relation to antigens may be desirable from 


_ they were histologically identical. 
` Dr. Strong has produced mutations in mice with methyl- 


an evolutionary point of view owing to the danger of 
foetal/maternal incompatibility. The more antigens that 

a mother carries, the less likely is she to kill the footuses 
prodticed in mating at random with a variety of males. 
Such polymorphism has been found in some: studies 
on the histo-compatibility antigens of wild mice. . In 
some cases Dr. Gorer has found that a transplanted 
tumour may grow even in an antigenically incompatible 
host. This appears to be because in some cases the 
presence of a tumour depresses the antibody-producing 
powers of the host, a fact which is of some clinical 
interest.— During the discussion Dr. STRONG questioned 
the reality of the high mutation-rate suggested by 
Dr. Gorer. He has not noticed the same effect in his own 
mice and suggested that some of it can be accounted for 
by inadequate records or contamination in the breeding 


‘colony. 


Dr. G. HOGREFFE (Copenhagen) described experiments 
on the genetics of leukemia. The Aka strain of mice 
have an extremely high spontaneous incidence of this 
disease. When this line is out-crossed to another with a 
negligible incidence it is found that the frequency of 
leukemia in the F, and back-cross experiments can be 
explained on the hypothesis that the disease is determined 
by the segregation of a single Mendelian factor. The 
results are complicated by the fact that in hybrids the 
age of incidence is greatly increased over that in 
the original Aka mice. Subsequent experiments on the 
transplantability of the leukemia have shown that this 
process is far more complex in its determination than is 
the hereditary transmission of the disease. 


Dr. O. C. SPICER (London) gave an account of a statis: 
tical approach to the problem of assessing the tumour 
susceptibility of pure lines. The simple percentage of 
tumour deaths is not adequate for this purpose as it is 
liable to be greatly altered by differences in the non- 
tumour death-rate, though the true tumour-susceptibility 
is unaltered. Application of this method to some existing 
data has given results diametrically opposed to those 
which would be deduced simply from the percentage of 
cancer deaths.—In the discussion Prof. J. B. S. HALDANE, 
F.R.S., who initiated the work, emphasised that the method 
can only be used on homogeneous material. Sharply 
heterogeneous data, such as that. arising in an F, 
generation, cannot be treated by the same technique. 


VIRUS- AND CARCINOGEN -INDUCED MUTATIONS. 


Dr. L. C. STRONG (Yale) gave a historical summary. of 
work bearing on the possibility that cancer arises as a 
somatic or germinal mutation. In this connexion he 
defined mutation as the occurrence of an inheritable 
novelty passed on in all subsequent cell divisions. 
Germinal mutations are well known and the occurrence 
of somatic mutations has also been noted—for instance, 
in plants where some branches may show a different 
genetic structure from others on the same plant. In one 
case two tumours growing in the same mouse were found 
to have genes determining their transplantability although 
In recent years 


cholanthrene by founding a line of animals selected for 
resistance to tumour formation at the site of injection 
of the carcinogen. A great variety of tumours have been 
produced by this method, ‘including stomach and breast 
cancers histologically very similar to those in man. 


' These tumours are inherited and appear to be due to 
‘germinal mutations. 


The sex-incidence of gastric cancer 
is similar to that in human beings. Somatic mutations 
as well as disturbances of growth and development have 
been produced by methylcholanthrene. This substance 
does not act purely as a carcinogen but apparently as 
a mutagen also. Dr. Strong mentioned the different 
effects on the -nucleus that carcinogenic agents can 
have—for example, X rays and the nitrogen mus- 


‘tards produce chromosome breaks, whereas the classical 


carcinogens as a rule do not do this. 


Dr. NÑ. DEMEREC (Washington, U.S.A.) described his 
experiments on the production of mutations in Drosophila . 
melanogaster by carcinogens. The technical difficulties 
in administering the carcinogens have been overcome by 
using aerosols of solutions containing the substance 
under test. :A semi-automatic experimental technique 


~~ 
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has been devised by which controlled dosages can’ be 
given over a long period. The experimental results have 


shown that not all carcinogens can cause mutations since - 


some quite powerful ones have not increased the muta- 
tion-rate. An interesting discovery arising from the 
‘work is that the mutation-rate can be controlled by a 
gene.—Dr..C. AUERBACH in the discussion suggested 
that the gene controls penetration of the carcinogen 


rather than the actual -mutation-rate, but Dr. Demerec 
replied that experiments have indicated that this is not - 


the case. Dr. Demerec remarked that if cancer is due 
to somatic or germinal mutation there seems to be little 
possibility of its prevention or contral: 


' Mr. O. D. DARLINGTON, D.SC., F.R.S. (London) suggested 
that a continuous gradation exists. in the hereditary 
mechanism from the transmission of plastid, which has 
apparently always been part of the cytoplasm, through the 
_ killer factor discovered by Sonneborn in paramecium, to 
viruses such as those causing Shope papilloma or con- 
tagious warts, which are believed. to arise outside the 
cell and are regarded as infective organisms. The case 
of killer represents an intermediate stage, since it can 
be passed from one organism to the other in prolonged 
copulation, though this is not usual and it is normally 
passed on in cell division as a cytoplasmic inclusion. 
The killer factor has also been shown to be under genetic 
- control.—In the discussion Dr. DEMEREC said that 


recent work has suggested that the killer factor is a 


parasite rather than a virus or a plasmagene. 


Prof. P. B. MEDAWAR, D.sc., (Birmingham) gave an 
account of work-which has shown that cells tend to breed 
true to type. *For instance, the typical behaviour of cells 
from the sole of the foot is carried on when they were trans- 
planted to the chest wall, and similar results have been 
obtained with claws and with cornea. He described the 
infective transformation of pigment cells in the guinea- 
pig. These are dendritic cells, some of. which contain 
melanin while some do not. When a -dendrite of a 
Pigmented cell makes contact. with a non-pigmented cell 
. Of the same species, then this cell becomes able to produce 
` - melanin and hence becomes pigmented.—In the discus- 
sion Dr. GEORGIANA BONSER suggested that the appear- 
ance of satellite melanomata may be accounted for in 


this way, and also that amelanotic melanomata may arise 


“because the rate of growth of cells outstrips the rate of 
the infective process of pigmentation. i 


Prof. A. Happow (London) reviewed the work bearing 
on the relation of carcinogens and virus investigations 
of the origin of cancer. He contrasted the two kinds of 
agent. , The carcinogens are of many different kinds but 
are usually of low molecular weight, not very specific in. 
their effects, and not necessary to continued growth 
once a tumour has been induced. Viruses, on the other 
hand, are complex proteinoid substances very highly 
specific in their effects and necessary to continued growth 
of the tumour. The link between these two fundamentally 
different agents may be found in the influence of the 
carcinogen on some pre-existing cytoplasmic body 
analogous: to a virus, either directly or through the 
- nucleus. | 
Dr. J. G. CARR (London) described his experiments 
_on the production of mutations in mice by carcinogens. 
He has used the descendants of a cross between members 
of an inbred high-tumour line and a stock of loosely 
inbred laboratory mice. The number of mutations 
observed has-greatly exceeded what would be expected 
- from spontaneous mutation.—Dr. E. B. Forp pointed 
out in the discussion that no controls were used. Dr. Carr 
' suggested that there is some specificity.in the action of 
carcinogens as mutagens, some loci being more mutable 
than others. Under these circumstances the offspring of 
parents exposed to the same carcinogen in industry may 
be expected to be carrying similar mutant genes, so that 
intermarriage ‘among the children of similarly occupied 
parents may lead to some of the ill effects of inbreeding 
among relatives. This point was questioned by Professor 
HALDANE on statistical grounds and also by Dr. DEMEREC, 
who has found no specificity in the mutagenic action of 
carcinogens. 

Prof. R. D. Passry. (Leeds) described his electron 
microscope studies on the milk factor for tumour induc- 
tion in mice. This work is still incomplete because only 


- line of ' animals were discontinued owing to th 


temporary access to the electron microscope has been 
possible. Once the technical problem of obtaining 
satisfactory defatted specimens of milk was solved, 
particles of fairly constant size (about 200-800 A) were 
demonstrated in the milk of mice from high-tumour 


. lines. Similar partiqles were absent or very scarce in the 


milk of mice from low-tumour lines. Further work is ; 
in progress to, determine more precisely whether these 
particles are identical with the milk factor. At present it 
is not possible to assert this or even that the. particles 
are viruses. E | 

Dr. A. W. GREENWOOD (Edinburgh) discussed some 
work on the inheritance of susceptibility to the Rous | 
sarcoma in fowls. This showed that both susceptibility . 
and resistance to the tumour can be inherited, though in. 
neither case can the heredity be explained on a simple 
Mendelian hypothesis. .Attempts to develop a susceptible 
e war, 
but a resistant line has been successfully established by 
selection. | | 

Dr. R. G. GOTTSCHALK (Liége) dealt with the relative 
susceptibility to carcinogens of adult and embryonic 
tissues. He pointed out that many writers have suggested 


‘that the embryonic state implies a special liability to | 


cancer. His experiments have shown that, as judged by 
grewth-rate of induced tumours and histological criteria, 
there is no difference in the liability of adult or embrya 
epidermis, though both are more susceptible than 


connectiye tissue. — 


INHERITANCE OF CANCER IN MAN 


' Prof. TAGE KEmp (Copenhagen) spoke of the work of 
the University Institute of Human Genetics at Copen- 
hagen. Two major studies have been produced, one by 
Jacobsen on breast cancer and one by Videbaek on 
leukemia. Jacobsen investigated the family history of 
200 patients with breast cancer, and of 200 controls of 
the same age and class. He found that there is a hereditary 
disposition to breast cancer, possibly accompanied by a 
general susceptibility to all cancer. He also found that 
people with a family history of breast cancer tend to 
develop cancer at an earlier age than those who have no 
such history. Videbaek showed that there is no clear-cut 
hereditary predisposition to leuksemia although there is 
an excess of cancer over expectation in the families of 


-leuksemic patients. 


Mr. P. C. KOLLER, D.sc. (London) described two cases o 
xeroderma pigmentosum, a disease of the skin in which | 
cancer sometimes develops. The inheritance of. this 
disease has been explained by Haldane on the basis of — 
partial sex-linkage, though the pedigrees shown by 
Dr. Koller did not support this suggestion very strongly. 
—In the discussion Professor HALDANE pointed out that 
Dr. Koller’s two: cases were not sufficient evidence to 
prove or disprove the partial sex-linkage of xeroderma. . 

Dr. T. Busk (Copenhagen) gave an account of the 
studies carried out by the Danish Cancer Registry on 
cancer in twins., These have shown no excess of cancer 
in the other members of pairs of twins when one is . 
suffering from cancer. This is true of. both monozygotic - 
and dizygotic twins. There is however 4 strongly marked 
correlation in the site of localisation of cancer, when it 
does occur. 


Prof. D. W. SMITHERS, M.D.(London) has collected family 
histories of a large number of cases of breast cancer. 
They show a very strong familial tendency to breast 
cancer, though in distinction to the findings of the 
Danish workers he has found no signs that people with 
a family history of breast cancer tend to develop it 
younger than those without a family history.. 


= Prof. L. S. PENROSE (London) has been collecting 
family histories of breast-cancer patients admitted to 
University College Hospital. The problem of a control 
group has been solved by using the Registrar-General’s 
statistics, from which it is possible to calculate an 
expected proportion of breast cancer and cancer deaths 
among relatives dying at all ages and at most periods of 
the immediate past. In this way the expected number 
of cancer deaths and cases of breast cancer can be 
calculated for the relatives and compared with the 
observed figures. This work has shown that there is not 
an excessive amount of cancer as a whole among the 
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relatives of breast-cancer patients, though there is a con- 
siderable excess of breast cancer among their mothers 
and sisters. There is no indication that the relatives of 
breast-cancer victims themselves develop the disease at 
younger ages. A secondary investigation has been made 
to discover whether anything analogous to the milk 
‘factor of mice can be found in man, by comparing the 
incidence of cancer in breast-fed and non-breast-fed 
children. No-significant excess among the breast-fed 
has been found.—In the discussion Professor SMITHERS 
remarked on the extreme practical difficulty of obtaining 
reliable information as to whether a patient was breast- 
fed or not; almost all were breast-fed for at least a 
short time.—Professor PASSEY mentioned an investiga- 
tion into the inheritance of breast cancer now in progress 
at Leeds; the work is still incomplete but the results 
differ from.those of Professor Penrose in some respects. 


Reviews of Books 


Hallmarks of Mankind l 
FREDERICK Woop JONES, D.SC., M.B., F.R.C.S., F.R.S., 


REVIEWS OF BOOKS 


‘Sir William Collins professor of human and comparative ' 


anatomy, Royal College of Surgeons of England. London : 
Bailliére. 1948. -Pp. 86. 10s. 6d. 


ZOOLOGICALLY, it has for many years been generally 
accepted that man is one of the higher primates and that, 
- on the usual morphological criteria employed for assessing 
taxonomic affinities, his closest relationships arè &vidently 
with the anthropoid apes. Yet it is obvious that in a 
number of anatomical features (such as the complexity 
of the brain, the form and disposition of the teeth, the 
construction of the foot, and the proportions of the limbs) 
man contrasts rather strongly with the apes. Prof. 
Wood Jones makes an interesting: attempt to ascertain 
just how far some of these distinctively human features 
are really fundamental and how far they may be taken 
to indicate a relatively long independence of the human 
line of evolution. He lists a series of characters which 
from time to time have been advanced as distinctive 
of the human family, and emphasises their possible 
significance as indirect evidence of human phylogenesis. 
It will be apparent to the reader, however, that many of 
these features are by no means as distinctive of man as 
some authorities have supposed. For example, he points 
out that the sphenoparietal contact of the human skull, 
though very rare in the gorilla and chimpanzee, is the 
normal condition in the Asiatic apes and many types of 
monkeys. Multiple pyramids in the kidney are also to 
be found in the gorilla and chimpanzee as well as in 
man. The human pattern of origin of the large arteries 
from the aortic arch is also found in 90% of gorillas. 
Although this type of evidence in itself is thus bound to 
be inconclusive (for the details of human evolution will 
only be finally established by the fossil record), never- 
theless it provides a broad basis for speculative inquiry 
and at least indicates possibilities or probabilities. 

As usual, Prof. Wood Jones writes in an attractive 
and animated style, and his trenchant criticisms of some 
views which are now fairly widely accepted make lively 
reading. But in developing some of his arguments for 
the anatomical uniqueness of man he shows a tendency, 
by quoting isolated sentences out of their proper context, 
to caricature the opinions of his fellow anatomists. They 
will find themselves in good company, however, for both 
Charles Darwin and T. H. Huxley are vigorously censured 
for their mistaken ideas. 


The Postnatal Development of the Human Cerebral 
Cortex 
Vol. mz. The Cortex of the Three-month Infant. J. LEROY 
CONEL, professor of anatomy, Boston University. 
Cambridge, Mass. : Harvard University Press. London: 
Oxford University Press. 1947. Pp. 158. 70s. 


THE first two volumes, published in 1939 and 1941, 
described the development of the infant’s cortex at birth 
and at one month. Now, at three months, the infant is 
just at the end of the inhibitory phase of the grasp 
reflex; he can converge his eyes on stationary and 
moving objects, and can make purposeful movements 
of the arms. Control of function is just beginning in the 
hands. All the histological criteria used in the analysis 
of the cytology of the cortex in this study agree in 


= succeeded in his task, for he has produced a fair-sized book | 
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indicating that the region of the brain, I Ay, 
muscular function in the upper trunk, arm, and forearm, 
is more advanced than elsewhere. The visual cortex, too, 
is sufficiently developed to suggest that some cortical 
vision is possible. Function in the acoustic area of the 
cortex may also be beginning, but is evidently slight 
according to histological criteria. - 
Histologists will be reassured to find that the Nissl 
bodies and neurofibrils are vindicated afresh as significant 
cytoplasmic furniture, and not artefacts. Along with 
other evidence of approaching maturity their evolution 
is traced by Conel from the earliest stages in different 
parts of the cortex, and they reach their highest point of 
development in this age-period in the motor area FAy. 
The study is based on a standardised investigation of 
six normal brains, the technique and presentation 
conforming with those of the earlier age-groups. * The 
plates again call for special commendation. and it is a 
pleasure to note that Miss Etta Piotti is still producing 
beautiful drawings of the neurones from Cox-Golgi 
preparations. 


The Pathology of Nutritional Disease 
RicuarpD H. Foris, Jr., M.D., associate professor of 
pathology, Duke University, Durham, North Carolina. 
Oxford : Blackwell Scientific Publications. 1948. . Pp. 291. 
35s. 

In Professor Follis’s own words, this book was written 
“to gather together the available information which 
deals with the physiological and morphological changes, 
occurring naturally or produced experimentally, which 
accompany deficiencies of one or more of the 40-odd 
nutrients now known to be essential.” In a way he has 


with nearly 800 references. All the same, it is remarkable 
how little the histological and morphological changes 
seem to have been studied. Over and over again he has 
to record the absence of any work on a subject, and if 
the book merely draws attention to our ignorance it will 
have served a useful purpose. It contains chapters on 
the inorganic elements, essential, amino-acids, fat- 
soluble and water-soluble vitamins, and the essential 
fatty acids, and it may be recommended to anyone 


wishing to look up the effect of a deficiency of any of 


these on the mammalia (he has excluded birds, bacteria, _ 
and invertebrates from his investigations). Unfortun- 
ately, however, the book is an uninspired production, 
with some curious lacune. Nothing is said, for example, 
about calories ; though these are surely as important as 
inositol. Rather too much prominence is given to the 
writings of investigators with whom the author has 
collaborated, and: there are very few references to the 
German, French, Italian, Swiss, Dutch, or Spanish work : 
readers must not expect a review of the international 
literature. But the book is well printed and there 
are over 70 beautifully reproduced -photographs and 
photomicrographs. The sections on vitamins A, D, and 
C are particularly well illustrated. 


La radiothérapie anti-inflammatoire 


JEAN HUGUET, electro-radiologiste des hôpitaux de. 


Marseille. Paris: Doin. 1947. Pp. 200. Fr. 440. 


. Dr. Huguet divides his account of the use of radiotherapy 
for the treatment of inflammatory diseases into three 
parts—a, first period during ‘which a tentative approach 
produced sorne good results but also some disasters, a 
second period during which the scientific basis was sound, 
and a third the contemporary period of accurate dosage 
and physiopathological study. The conditions for which 
radiotherapy may be beneficial are described at length, 
and it is interesting to see how many and how varied 
are the lesions which have responded to different methods 
of treatment. The last two chapters ate the most 
important; here the mode of action of irradiation is 
discussed and it is concluded that small-doses act.on 
the sensitive lymphoid and reticulo-endothelial hæmo- 
poietic tissues; that the threshold of sensitivity is very 
low ; and that the margin of safe dosage is very narrow 
before the point is reached where increased dosage does 
harm. Dose must, therefore, be low; and the more 
acute the condition the lower the dose. Treatment 
should not be repeated within 48 hours; and, if it. is 
continued, doses should be increased together with the 
interval between treatments. 
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Gamma-globulin in Measles 


ANTIBODIES, as has long been known, reside mostly 
. jn the globulin fraction of the blood. Modern methods 
of fractionating the plasma proteins, as by electro- 
phoresis and ultracentrifugation, have shown that the 
antibody is concentrated particularly in the gamma- 
globulin which constitutes about 11% of the total 
protein. When, early in the war, E. J. COHN and his 
colleagues at Harvard undertook the large-scale 


fractionation of human plasma by alcohol precipitation. 


in the cold, with the primary object of supplying 
albumin for combating shock, they naturally used 
the same methods to separate the other protein 
moieties like fibrinogen and the globulins. Eventually, 
æ viscous substance called fraction uo, containing 
about 16% protein as practically pure gamma- 
globulin and with the natural antibodies concentrated 
20- to 30-fold, was submitted to clinical trial. Whole 
blood, normal adult serum, and convalescent serum 
have .all been. used with varying success in the 
prevention or attenuation of measles, and the new 
gamma-globulin was therefore first tried in this 
infection. The results were astonishingly good ; not 
only was the disease- prevented or attenuated by 
small doses given early in the incubation period, 
but it was even claimed that the rash could be aborted 
when larger doses were given in the prodromal stage 
of infection. 


-The method of fractinnation elaborated by the 
Harvard workers, -inyolving such variables as pH, 
salt concentration, protein concentration, and the 
use of ,alcoholic solvents ‘at a temperature range of 
0 to — 10°C, could not readily be used extensively 
in Britain during the war. When, therefore, a gift 
of a ‘litre of gamma-globulin was received from 
America in 1943, a small working party under the 
chairmanship of Sir PercrvaL HARTLEY was set up 
to organise carefully controlled trials with the precious 
material. Their results are reported at the front of 
this issue. It was known from earlier experience, 
particularly in the London County Council fever service, 
that convalescent measles serum would protect a high 
proportion of contact children, aged 6 months to 
5 years, if given in doses of 5-10 ml. within five to 
six days of exposure to measles; so this first batch 
of gamma-globulin was used in a comparative trial 
with convalescent measles serum on groups of sus- 
ceptible children intimately’ exposed to infection in 
hospital, in’ day or residential nurseries, or in their 
own homes. The results in 139 children given gamma- 
globulin and a comparable group of 136 children given 
convalescent serum showed that the concentrated 
_globulin was about twice as potent.as the convalescent 
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serum. Thus, in the most susceptible age-group of 
children aged' 1-4 years, only 2 out of 28 given 
globulin developed (mild) measles, 
compared with 7 out of 33 children given 5 ml. 


' or more of convalescent serum. In contrast with 


earlier experience with placental globulins, there were | 
no local or systemic reactions although the viscous 
solution had to be nicer with a needle of fairly 
wide bore. 


With the demonstration that gamma-globulin was 
both safe and effective, subsequent trials with fresh | 
supplies received from America were devised\to assay 
appropriate dosage for prevention or attenuation, to 


- compare the potency of different batches, and to 


assess the keeping qualities of the antibody in liquid 
solution. When a dose of 0:1 ml. per lb. body-weight 


_was used, a protection-rate of 92°6°% was obtained from 


the sum of 13 different batches of globulins; 4 of the 
5 unprotected children in this group developed mild 
measles. While the figures are too small to allow 
comparison of the potencies of different batches, 
there was at least one batch of low-potency globulin 
(omitted from the analysis above) which protected 
only 16 out of 28 children in the standard dosage 
of 0:1 ml. per lb. body-weight. Whatever was the 
cause of this deficiency, it seems unlikely, in a highly 
urbanised community where 80-90% of children 


_develop measles, that concentrated globulin from pools 


of adult -serum will vary much in their content of 
measles antibody. When attenuation rather than 
protection is desired, the American workers have ` 
recommended a quarter of the protecting dose, but 
the present study and experience with convalescent 
serum suggest that about half the standard dose 
should: be used. Potency seemed to be maintained 
fairly well in the liquid preparation. kept in cold 
storage for two years or more, though it should be 
noted that in the highly susceptible age-group of 
1-4 years, 22 out of 110 children given “ protective ” 
doses of the outdated globulin developed measles. 
It would be wise, therefore, to freeze-dry batches of 
globulin that may have to be kept for some time , 
before use. 


Measles is not the killing disease it was even as 
late as twenty years ago, but it may still be a serious 
infection in’ young children: and lead to crippling 
complications like otitis media and bronchopneumonia. 
“Most doctors would therefore prefer to abort or 
attenuate the attack in susceptible children of 6 months © 
to 3 years of age known to be exposed to infection. 
The supply of convalescent serum is always very 
limited ; normal adult serum may modify~ but not 
usually prevent an attack unless given in large doses, . 


and -there is the small risk of homologous serum 


hepatitis. Concentrated globulin in amounts of 
2-3 ml. will either give temporary protection or will 
so modify the attack that the risk to the child is 
minimal. And there has been no recorded. instance 
of homologous serum hepatitis after many thousand 
injections of gamma-globulin. The main problem 
facing us is the large-scale supply of this commodity., 
The raw material will probably be obtainable in 
sufficient amount through the National Blood Trans- 
fusion Service. A- method of concentrating. ‘the. 
antibody-containing globulins, using precipitation with 
ether instead of alcohol, has been developed by 
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KEKWICK and his colleagues t at the Lister Institute, 
and already experimental batches of this globulin are 
being tested in controlled clinical trials with encourag> 
ing results. Meanwhile, until supplies become more 
generally available, normal adult serum, which is 
distributed by the Public Health Laboratory Service, 
may be used in doses of 5-10 ml. to modify the 
attack in young children. ` 

There are other uses for gamma-globulin. It has 
already proved effective in the prophylaxis of infective 
hepatitis, and has even had some success against 
upper respiratory infections.? Like other preparations, 
it has failed to abort the paralytic stage of polio- 


myelitis and has given negative results in the control . 


of chicken pox and mumps. Here it may be necessary 
to prepare a concentrated globulin from pools of 
convalescent serum; in one study? such a globulin 
apparently reduced the incidence of orchitis when 
given in doses of 20 ml. after the onset of mumps 
in young adults. We donot yet know whether it will 
protect the pregnant woman against rubella; but 
we can fairly hope that this substance, originally almost 
a waste product, will prove an effective new weapon 
against the still intractable- virus infections. 


A Tax on Knowledge 


From time to time attention is drawn to the dis- 
couraging attitude of our income-tax law towards 
such professional expenses as the purchase of text- 
books and scientific journals and subscriptions to 
societies. A correspondent serving in the Forces 
complains that no rebate is allowed him in his efforts 
to use. these means of keeping abreast of current 
medical knowledge on a fixed salary. He suggests 
that a medical man in the Services is in this respect 
denied privileges which civilian doctors enjoy. - But 
subject to the mysterious distinctions discoverable 
in the expense rules under schedules D and E, it does 


not appear that civilians obtain much greater advan- 


tage from the Inland Revenue than doctors serving 
in the Navy, Army, or Air Force. 


The material passage for the latter seems ‘to be’ 


(23 


found in schedule E, which charges tax “in respect 
of every' public office or employment of profit.” Rule 9 
of this schedule allows a deduction of expenses 

‘“ necessarily incurred and defrayed” in travelling 
in the performance of the duties of the office or 
employment or ” (a pleasant old-world touch) “ keep- 
ing and maintaining a horse to enable him tọ perform 
the same,” or otherwise spending money “ wholly, 
exclusively, and necessarily in the performance of the 
said duties.” No-one, of course, expects the Inland 
Revenue to be soft-hearted in applying these words 
-= which we have italicised. An air pilot was not allowed 
to deduct the cost of a telephone to his house. The 
nearest case for our present purpose is Simpson v. Tate 
where in 1925 Mr. Justice Rowxatr held that a 
county medical officer was not entitled to deduct 
the cost of subscriptions to medical and other pro- 
fessional societies. ‘“‘I think,” said the learned 
judge, “ that all subscriptions to professional societies 


1. Kekwick, » Record, B. R., Mackay, M. E. Nature, Lond. 
a ee or 


ee Kokwick, R. "A. Proc. lt. Soc. Med. 1947-48, 
2. Pepe J. M., Smith, H. Proc. Soc. exp. Biol, N.Y. 1946; 


3. Gellis, S. S., McGuinness, A. C., FELONS M. Amer. J. med. Sci. 
1945, 210, 661. 
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and all taking in of professional literature and all 
that sort of expense which enables a man to keep 
himself fit for what he is doing are things which can 
none of them be allowed. If they were allowed, every 
professional man would say: ‘I have to belong 
to this and I have to belong to that society ; I have 
to take in this publication and I have to take in that 
publication, and to do all sorts of things,’ and there 
would be no end to it. I think the principle is quite — 
clear; nothing of that sort can be allowed.” The 
latest edition of Judge Konstam’s Law of Income 
Tax observes that this decision seems doubtful. It 
was followed nevertheless in 1945 in Blackwell v. Mills 
where there had been a condition in an employee's 
contract of service that he should attend classes at 
the Chelsea Polytechnic ; the expense of the classes » 
was not allowed as a deduction. One other case is 
worth noting—Wales v. Graham, in 1941. Here the 
taxpayer, a divisional engineer employed by the 
London County Council, sought to deduct the cost 
of his subscription to the Institution of Civil Engineers. 
Candidates for the post of divisional engineer had to 
be corporate members of the institution or to hold 
qualifications approved as equivalent. It was not 
specifically required that membership of the institu- — 
tion should be continued after the candidate was 
appointed, but there was substantial evidence that 
relinquishment of membership would make impossible 
the continued efficient discharge of the full duties of 
the office. The Crown argued that the subscription © 
to the institution was not money expended wholly, 
exclusively, and necessarily in the performance of the 
taxpayer’ s duties: it was not enough to show that it 
was “necessarily ° incurred’ to secure or retain the 
appointment or to obtain promotion in the service. 
The court refused to allow the deduction. 

Private practitioners are assessed, of course, ander 
schedule D of the Income Tax Act and not under 
schedule E. This seems to permit a slightly more 
generous attitude. Where schedule E speaks of 
sums ‘“ wholly, exclusively,.and: necessarily expended 
in the performance of the duties of the office or 
employment,” schedule D speaks of sums ~“ wholly 
and exclusively laid. out or expended. for the purposes 
of the trade or profession.” Significance is attached 
to the word “ necessarily °” in schedule E and to the 
words “ purposes of the profession ’’ in schedule D. 
There seems no reason why the expense rules should 
‘be more niggardly in the one case than in the other. 
Practitioners in medicine and surgery who serve in 
H.M. Forces are not unreasonable in thinking them- 
selves at some disadvantage in their efforts to keep 
abreast of current developments. Their anxiety to 
give of their best should not be taxable. 

Among the expenses “necessarily and reasonably 
incurred ?” by specialists “in the course of their 
work,” the last Spens Committee includes “the 
cost of books and journals, preparation of scientific 
papers, and subscriptions to professional societies ” ; 
and it presumes that the Inland Revenue authorities 
“would be prepared to consider favourably as 
legitimate allowances for income-tax purposes any 
items of expense which had been approved by a 
public hospital authority.” We hope that the 
Minister of Health may aded be able to persuade 
the Treasury to take this wise view. 
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Leptospirosis Canicolaris 
CANICOLA fever (leptospirosis canicolaris) in man 
. provides some puzzles for both the clinician and the 
epidemiologist. The organism, Leptospira canicola, 


primarily infects dogs, and in all countries where 


serological surveys have been made a considerable 
proportion. of the canine population shows evidence 
_ of past infection. STUART ! obtained 40% of positive | 
reactors among street dogs in Glasgow, and Broom and 
` MacIntyre? found 26% of positives among dogs 
from: different parts of England. In spite of this 
high proportion of infection among dogs, only 100 


human cases have been diagnosed during the fourteen ~ 


years since L. canicola was first isolated from dogs and 
man by Duont and others.’ The distribution of these, 
cases was listed by Dr. MINKENHOF in his paper last 
week, and it is noteworthy that, though the disease 
has_been reported from many parts of the world, no 
less than 61 of the records come from Holland and 
Denmark. The work of SCHUFFNER and_his co-workers 
has led to a general awareness of leptospirosis in 
- Holland, and all sera sent to the State Serum Institute 
in Copenhagen for Widal ‘tests are also examined for 
leptdspira agglutination.* It may be therefore that 
the figures for these countries give the best indication 
of the general prevalence of the disease. . If so, a 
large number of cases go unrecognised elsewhere. 


So far as is known, L. canicola is not carried by 
rodents, like other leptospire ; so dogs are the only 
important: source of infection. The disease in dogs 
has not yet been fully elucidated, but nephritis 
is usually the outstanding feature. If the dog 
recovers, leptospire continue to be shed in the 
urine for a variable period, generally a few months 
but occasionally a year or more. Direct transfer 
of leptospire by infected urine is probably the- 
common method of spread among dogs, and also 
from dog to man. This is well illustrated by the 
cases described by Roos et al.5 and by SENTHILLE 
et al.6 In each of these instances a bitch and her 
puppies were excreting leptospire, and canicola fever 
developed in their owners and also in people who 
received puppies. It is possible to trace the source 
of. infection by laboratory tests in many cases, but 
not in all. In the case described by BABER and 
STUART” the patient had had no apparent contact 
with dogs, and these workers consider the possibility 
of infection while bathing. This is of course a well- 
recognised means of contracting Weil’s disease. 
y Rivers, ponds, and especially stagnant water are 
` contaminated by rat` urine containing L. ictero- 
hemorrhagie, and the organisms probably gain access 
to man through the conjunctiva or tonsils. In 
Holland van TEL ® found that L. icterohemorrhagie 
could retain its virulence for at least twenty-two days 
in muddy water, and he suggested that canicola 
fever also might be contracted in water fouled by 


. Stuart, R. D. 
Broom, J : C., MacIntyre, A. B 


Vet. Rec. 1946, 58, 131. 
*Unpublished results. 


Dħont, C. M., Klarenbeek, A., Schiiffner, W. A. P., Voet, J. 
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Brammer, E., Petersen, C. B., Scheel- -Thomsen, A. Ugeskr. 
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dogs which were ie E; aa WINSSER 1° 
thinks that dogs: too sometimes. become infected 
through contaminated water, because a history of direct 
contact could not be established in some of his canine 
cases. Little is known about the capacity of L. cant- 
cola to infect man. Rodents and other small laboratory 
animals, however, are highly resistant; guineapigs 
generally. show merely a transient. infection, and the 
hamster (Crycetus auratus) is the only animal in which 
fatal leptospirosis occurs consistently. These findings, 
together with the considerable chance of contact with 
infection which the close dog-man association must 
entail, suggest that the pathogenicity of L. canicola 
is in fact low for humans, but much more information 
is required on this question. - 


Canicola fever is classed among the benign lepto- ` 
spiroses, and only one fatal human case has been 
described." The. clinical signs and symptoms . are 
very variable. Wa.on-SORGDRAGER !? drew atten- 
tion to the relative frequency of meningeal signs, 
and further experience has confirmed her observation. 
As a rule the onset.is abrupt with fever, vomiting, 
muscular pains, intractable headache, and some 
stiffness of the neck. The patients are often admitted 
to hospital with a diagnosis of poliomyelitis or serous 
meningitis. A variety of eye signs may appear 
during the illness—conjunctival or-ciliary congestion, 
photophobia, mistiness of vision, blurring of the 
optic disc, and optic perineuritis. SNAPPER et al.1 
noted the development of vitreous opacities in’ one 
patient eight months after recovery. Similar. eye~ . 
signs arise in meningitis due to L. ‘icterohemorrhagie. : 
Abdominal pain and vomiting are common in canicola 
fever, and the liver and spleen - are occasionally 
enlarged, but jaundice has been recorded in only 
6 cases. Rashes of various types are described, and 
a few cases have had. epistaxis, but severe heemor- 
rhages such‘as occur in Weil’s disease are seldom seen. 
Acute nephritis is typical of the disease in dogs, 
but it has been recorded only a few times in man— 
for example, in the severe case reported by MEYER , 
et al.14 where both jaundice and nephritis were well- 
marked. In most of the reported cases the urine 
has contained albumin with erythrocytes, leucocytes, 
and casts, but only for a short period, and the blood- 
urea has been within, or slightly above, normal limits. 
When more cases are brought to light it may be found 
that, as in Weil’s disease, the symptoms are either 
mainly meningeal or mainly hepatorenal: in origin. 
In meningeal cases the protein content of. the cerebro- 
spinal fluid is raised. Either segmented. or mono- 
nuclear cells may predominate. The number of. 
cells may be normal in the early stage and increase 
later, as in the case described by Dr. LavRent in 
the symposium published in this issue; or the rise 
may occur in the first few days as in Dr. Ndrais’s 
first patient. The variability of the symptoms makes 
clinical diagnosis difficult, and*in the past a correct 
decision has not usually been reached until the later 
stages of the disease. When a rash. is present 
syphilis, the exanthemata, and various skin diseases. 
10. Winsser, J. Z. InfektKr. Haustiere, 1943, 50, 103. ` 
11. Ruys, A. Ch. (1947) quoted by van Thiel, P. H. 

Leptospirbses. Leiden, 1948. 
12. Walch-Sorgdrager, B. Bull. Hith Org. L.o.N. 1939, 8, 143. 
13. ryt tees I., A ee H , Chu, I., Chen, K. Chin. med. J. 


14. Meyer, 4 F., Eddie, a Anderson-Stew art, B. Proe. Soc. 
"exp. Biol., N.Y. 1938, 38, 17. 
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must be excluded. Other cases may have to be 


differentiated from’ poliomyelitis, meningitis of bac-’ 
terial or virus origin, acute nephritis, or the various 


forms of hepatitis. The similarity of the symptoms 
to the meningeal form of Weil’s disease or to ‘‘ swine- 
herd’s disease ” 15 may suggest leptospirosis, but the 
diagnosis depends finally on laboratory investigations. 
If leptospirosis is suspected during the first week, the 
organism may be isolated by inoculating. blood and 


cerebrospinal fluid into hamsters and into appro- 


priate culture media. The agglutination reaction 
usually becomes positive about the eighth to tenth 
day, but the appearance of agglutinins is delayed in 


some cases. Repeated tests should be done, especially — 


when penicillin treatment has been given, because 
there is some evidence that this drug curbs the 
production of antibodies, perhaps by reducing the 
number of leptospire and so lessening the antigenic 


15. Gsell, O. Bull. schweiz. Akad. med. Wiss. 1944, 1, 67. 
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stimulus. During the third and fourth weeks lepto- 
spire may be present i in the urine, and, provided the 
specimen has been ‘made slightly alkaline, the 
organisms can be isolated from this by animal inocula- 
tion. Only very rarely can leptospire be found 


` in wet blood films, but “ blood filaments ” derived | 


from the cells are fairly common, and these fine 
threads often. seem motile because of the brownian 
movement of particles in the fluid; this is a likely 
source of error. Treatment in most cases has been 
symptomatic because of the difficulty of early diag- 
nosis. There is as yet. no specific antiserum, and 
L. tcterohemorrhagie antiserum would be ineffective 
since there is no cross-;protection between the two 
types of leptospira. The relatively benign character 


eof the human disease makes it difficult to assess the 


value of drug therapy in man, but penicillin has 
given strikingly good results in dogs.*® 


16. a J. O., Freak, M. J. Vet. Rec. 1947, 59, 595. Mills, S. 
Ibid, 1948, 60, 267. 
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WHEN, in July, 1898, Ronald Ross finally established 
the mosquito theory of the origin of malaria, he cleared 
a path along which we have travelled far, enough 
for the control of this disease to be’ a routine and its 
extermination a vivid possibility. Ross’s early studies, 


‘  after’he joined the Indian Medical Service in 1881,. were 


undertaken in ignorance of Laveran’s identification, in 
1880, of the malaria parasite. But while in England in 
1894 he met Patrick Manson, who showed him the 
parasites and suggested that they might be transmitted 
from man to man through the mosquito. Returning to 
India the next year, he set out to discover what happened 
when the blood of a malaria patient was swallowed by 
a mosquito ; and after many disappointments he proved, 
on Aug. 20, 1897, that the mosquito v was the intermediary 
in transmission. 

This week the Ross Institute ynarked the jubilee of 
. the completion of this work, by a reception and an 
exhibition. Here were to be found Ross’s letter to 
Manson, recording step by step the course of his labours. 


Here also was depicted the gradual, and still evolving, ' 


mastery of the infection from the day that his work in 
India ended. Even after 1898 all was not easy for him. 
Part of his life was embittered by rival claims to those 
laurels that were properly his; and, as often. happens 
with people that have something new to say, he had to 
overcome what Mr. John Masefield (speaking at the 
reception) stigmatised as ‘‘ the vast dark sullen apathy 
of the multitude of man.” The full significance of his dis- 

covery came to be recognised through his own application 
of it in Sierra Leone and elsewhere, through Sir 
Malcolm Watson’s initiative in Malaya, and through 
successful imitation by others. By the time that he 
died, in 1932, he knew that his place in history was 
assured. 


“Though no dilettante, Ross was a man of many 


interests, ranging from research on pure mathematics to 
the devising of a system of phonetics. He chose, too, 
to express himself in poetty, of which the Poet Laureate 
said: “If the verse will jar your ear, the intelligence 
will jar your complacency.” The passing of the years 
has underlined our debt to him. As Ross himself said 
in his Nobel prize lecture: ‘‘ The spring had been 
touched, the door flew open, the path led onward full 
in the light, and it was obvious that-science and humanity 
had found a new dominion.” 


CAVALCADE OF PUBLIC EON 


A HUNDRED years ago, when the first Public Health 
Act was passed, the sanitarians were playing for high - 
stakes, since the future of industrial civilisation 
depended largely on their success. The Industrial Revolu- 
tion had huddled its rapidly recruited army of wage- 
slaves into a squalor which inevitably bred pestilence ; 
long years of uncontrolled industrialism had blighted 
great areas of our towns, and stunted the men and 
women in them. Much of that blight is still with us as 
a main obstacle to decent town life; but even by the 
end of last gentury, with sanitation under way, attention 
could be turned to the national physique, whose deteriora- 
tion was bitterly deplored with each threat of war. 
How the empire of. public medicine gradually widened 
by stages is shown in the “‘ cavalcade of public health ” 
so cleverly presented in the latest annual report from 
the London School of Hygiene and Tropical Medicine. 
First there was the pioneering of the personal health 
services, the school medical service, maternity and child 
welfare, and the tuberculosis services. And then came 
modern State provision for the sick, with home doctoring 
under National Health Insurance, and the provision of 
public general hospitals after 1929. Each service was 


‘good of its kind but developed in isolation from the 


others. 

In 1854, when the General Board of Health, of which 
Chadwick was chairman, was undermined by opposing 
public opinion and lost most of its powers, it was felt 
that the Public Health Act of 1848 had miscarried. 
Yet, as Disraeli was to say twenty years later, “‘ in 
legislation it is not merely reason and propriety which 
are to be considered, but the temper of the times.” 
The ‘‘cavakcade”’ shows that the subtle change in the’ 
temper of the times between 1854 and the passing of 
the next Public Health Act in 1875 was brought about 
less by reforming zeal than by hard work and timely 
accidents. Much of the hard work was done by Farr 
and Simon. Dr. William Farr, of the Registrar-General’s 
office, was a statistician with a vivid pen who brought 
the confused facts of sanitary science ‘into light, 
harmony, and order.” He had a skilful disseminator 
of his vital statistics in Sir John Simon, m.o.u. for the 
City of London. Simon piled up news of yellow fever 
brought by barques from Cuba, distress in Lancashire 
from the cotton famine, cholera brought by Baltic 
emigrants, malaria in the Isle of Sheppey, epidemics of 
smallpox, typhus, typhoid, and scarlet fever. From 
such facts he built his famous reports—a mass of hard 


1.. Report of the work of the school for the year 1946—47. - 
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evidence, against the day in the late ’sixties when 
the country was ready for the next step—a Royal 
Commission. 

Then there was Mr. Beaumont of East Bridgford, in 


Nottinghamshire, who insisted on giving evidence to - 


the commission. Pollution of the Trent by Nottingham, 
higher up the river, had brought fever to his village ; 
and when he had read up -“ everything in the way of 
_ Acts of Parliament and handy books to get up the 
question ” he had found them unintelligible. The cholera 
epidemic of 1866 contributed its share to the change of 
temper. The feminist movement turned slumming ladies 
into practical social workers, and Mrs. Baines, addressing 
the - Manehester Statistical Society, foreshadowed the 
great body of women social workers on which our modern 
public-health service is largely based, when she said: 
*“ If the women of England could be so persuaded, we 
might raise up a whole army of women workers in this 
hitherto neglected field.” Public imagination was stirred 
in another way when, in the famous five-case outbreak, 
typhoid struck the Prince of Wales, an earl, a butler, 
an indoor servant, and a stable-boy. In this social 
hierarchy, the butler and the indoor servant suffered 
lightly, the earl and the stable-boy perished,: and the 
Prince was in danger of death. 

The result of all was an Act of which no one thought 
“much at the time—a patchwork, workaday Act, to 
amend and consolidate: existing sanitary law, passed 
quickly in a defeatist mood at two consecutive sittings 
between tea and dinner, with the Derby in between. 
Yet, says the report, “it would be difficult to pick out 
any piece of defunct legislation and say that it had 
been in its day a better and more faithful social servant 
than the Public Health Act, 1875.” Its successors in 
1906 and 1925, the Ministry of Health Act, 1919, and 
` the Local Government Act, 1929, have all been part of 
d piecemeal development along the same lines, giving 
us ‘* good services but a bad service.” 2 
the temper of the times demands a fresh grouping. 
. What seems a tidal wave to us is perhaps after all no 
more than the seventh breaker travelling a little farther 
up the beach. 

MAN INTO WOLF 

Even if Singh and Zingg? had not lately collected 
and published authentic instances of “feral man,” 
~ no-one could now doubt that human beings have at 
times abjured, or failed to acquire, human behaviour. 
‘Their adoption of many of the habits of beasts 
has often been the outcome either of mental: disease 
or of upbringing by a feral fostermother—especially 
a wolf, as in the striking instance related by Gesell, 
and the earlier more famous one mentioned by Livy. 
Dr. Robert Eisler, however, in a lively address to the 


section of psychiatry of the Royal Society of Medicine 


on June 8, took a bolder, wider view of the genesis of 
lupine traits in human beings. Ranging freely through 
anthropological and psychopathological data, and with 
much evidence of philological virtuosity, he examined 


first sadism and masochism, especially the latter, and. 


drew a distinction between algolagnia and algobulig—a 
. term he coined forty years ago to denote an enjoyment 
of pain which could not be regarded as a perversion. 
In his view sadism and the qualities related to it are 
subhuman ; it is scarcely correct to call them atavistic, 
if by atavism one means reversion to the primitive 
savage, since primitive savages are neither the noble 
simple men of Rousseau’s imagining nor the cruel and 
warlike creatures we know in some peoples. But reversion 
there certainly is. Originally, long before Neanderthal 
or Piltdown man, we were frugivorous and mild; at 
2. sow wry of the Public Health During Six Years of War. Report 


f the Chief Medical Officer, Ministry of Health, London, 1946. 
h, J. A. L., Zingg, R. M. Wolf Children and Feral Man. 
New aoe 1941 


-4. Gesell, Wolf Child and Human Child. New York, 1941. 
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Now, in 1948, 


“the unhappiness of the victim . . 


some remote time a change occurred, and man became 
capable of murder and warfare. Many myths and folk- 
lore tales refer to this change and to the persistence in 
women of man’s original gentleness. The names of many 
tribes and groups—e.g., the Lycians—attest the wolf-like 
qualities they developed as the result-of some mutation, 
so that they came to imitate the behaviour of predatory 
animals like wolves. Hence the werewolves who have 
been described in so many countries; hence also the 
survival of wolf-like religious rituals, as in North Africa 


` today (Dr. Eisler illustrated this with slides of a dilania- . 


ting sheep-clad officiant in Morocco). Dr.’ Eisler’s 
exposition followed a line of thought akin to that of 
C. G. Jung in his theory of archetypes, and still -more 
reminiscent of the pseudobiological Specwayone of the 
late F. G. Crookshank. | 


THE NEGLECTED CHILD IN HIS OWN HOME 


Tue Curtis report on children deprived of a normal 
home life called attention to the many other children 
“who, though ‘suffering neglect, malnutrition, or other 
evils, are still in their own homes under their parents’ ' 
care.” Such children, who are equally deprived of a. 
“ normal’ home life, are the subject of a study ! made 
last year by a committee of the Women’s Group on 
Public Welfare, in association with the National Council 
of Social Service—the same group whose book Our 
Towns, published a few years ago, threw into such clear 
relief the social conditions revealed by evacuation. 
The children affected in this new inquiry, though only a 
small proportion of the total child population, are 
exceedingly numerous. Thus in 1944—45 alone the 
National Society for the Prevention of Cruelty to Children 
dealt with 107,312 children coming from 41,050 families— 
nearly as many as the whoel group of deprived children 
studied by the Curtis Committee. Wilful physical 
cruelty ‘is uncommon, and fortunately getting rarer. 
Thus in Liverpool there have been 7000 recorded cases of 
neglect in the last ten years, ‘but ‘only one case of cruelty 
in each of the last two; and similar figures are reported 
elsewhere. ‘‘ Neglect’’ ‘has been interpreted by the 
Women’s Group as “ failure to make adequate provision 
for the physical, emotional, and intellectual needs of a 
child ”; and this includes gToss failure to provide 
affection and security. Yet it is evident that even a 
neglectful mother can often give her children a sense of 
security scarcely to be replaced in any other way: 
. at being parted 
from the offender ” greatly complicates the management 
of these cases. And indeed the offender is often herself 
a victim. ` She is most commonly, as Mr. J. B. Priestley 
says in a preface to this report, “an unhappy creature 
who is by no means a thoroughly bad sort, who is not : 
really mentally warped, but who, because of ill luck, 


indifferent health, too much child-bearing, a poor fish 


of a husband, or no husband at all has just let things 
slide and slide until at Jast she cannot even pretend to — 
be coping with her job as a parent.” Mothers sentenced 
for child neglect, the Women’s Group found, gave as 
explanations of their offence such things as bad housing, 
lack of money, and lack of anyone to look after the 
children while they were away at work or elsewhere. 
Often a neighbour had accepted responsibility and then 
let them down. Not one of the mothers gave ill health 
as a reason for their failure, though 75% of them were 
below average health standards when sentenced. 

The Women’s Group think prison an ineffective remedy 
in such cases; and indeed it is doubtful whether most of 
the mothers would be sentenced if they had someone to 
plead their cause. Set before a prosecuting solicitor and 
a magistrate, the dazed uncomprehending woman hears 
herself committed to prison, or learns that her children 


1. The Neglected Child and his Family. A Study made sa peered 
London : Oxford University Press, 1948. Pp. 140. 
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are to be committed to others until they are 18 or for a 
period to which no term may be set. The Women’s 
Group recommend that parénts should be legally repre- 
sented when charged with cruelty or neglect, and that 


the power of placing parents on probation should be more . 


freely and fully used. A child, they consider, should 
not be removed from his parents until the question of 
keeping the family together has been fully examined. 
They .describe various schemes for training the mother 
in her craft, including the residential recuperation home 
for mothers with their children set up by the. Community 
Council for Lancashire at Brentwood, near Manchester. 
They also advocate more ‘‘rest break” and holiday 
homes for mothers, development of home-help schemes, 
and an extension of family case work by local authorities, 
either directly or through-voluntary bodies. 


RESEARCH ON PHYSICAL FITNESS 


THERE are good reasons why the interest in physical 
fitness, renewed by the war, should be sustained. The 
term has a wide usage, both lay and medical :' the doctor 
is interested in the fitness of his patients for various types 
of work, the physical educator in the athletic skill and 
precision of his pupils, the manufacturer and the State 
servant (civil or military) in the efficiency with which a 
job of work is done. Yet the physiologist and the psycho- 
logist, on whom we must -depend for clarification and 
systematisation in this field, have -as yet only stalked 
warily round the hedges. The wariness extends beyond 
the laboratory, too, and is the chief characteristic of a 
recent American report by a subcommittee of the Baruch 
Committee on Physical Medicine... The authors of this 
report point. out that at least four aspects should be 
included in any tests or survey—(l) general cardio- 
vascular, respiratory, and neuromuscular fitness and 
efficiency for moderate prolonged or rapid exhausting 
work ; (2) skill and agility of the neuromuscular system, 
partly inborn and partly acquired ; (3) special physical 
strength for specific heavy or exacting tasks; and 
(4) motivation, the will to carry out the task to the very 
best of one’s ability. 

The various physiological tests of the first three aspects 
have lately been summarised and discussed in Cureton’s 
book,? half monograph, half textbook. Both constitutional 
factors (notably physique and sex) and more transitory 
disturbances (such as “a night out ”) affect the various 
test scores. It has been shown, for instance, that women, 
on the average, have a higher blood lactic’ acid after 
moderate exercise of a few minutes’ duration than do 
men. Trained men produce less lactic -acid than 
untrained,‘ and men suffering from a neurosis produce the 
highest lactic-acid levels of all, as has been shown by 
Maxwell Jones and his associates.5*® Thus the lactate 
levels parallel the degree of fatigue complained of by 
each group. 

Two recommendations of the subcommittee will, we 
believe, be enthusiastically received. First, ‘“‘ the routine 
‘medical history and physical examination can and should 
do more than assess physical defects ” : it should include 
tests designed to measure aspects of fitness. Secondly, 
the medical schools, and especially the departments of 
physiology, should spend more time teaching the student 
the reactions of the intact healthy human organism to 
various stress conditions, as is now done by Professor 
Landis at Harvard.” In such an endeavour psychologists 


1. Darling, R. C., Eichna, IL. ie Heath, C. W., 
J. Amer. med. Ass. 1948, 136, 764. 


. Cureton, T. K. Physical ae eA Appraisal and Guidance. 
London, 1947. 


Wolff, H. G. 


J. Physiol. "1942, 137, 318. 
» Taylor, C. Ibid, 1944, 142, 200. 
.- Jones, M., Scarisbrick, R. Psychosom. Med. 1946, 8, 188. 


. Tanner, J. M., Jones, M. J. Neurol., Neurosurg., Psychiat. 
1948, 11, 6l. 


- Landis, E. M. Harv. med. Alumni Bull. 1944, 19, 9. 
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Metheny, E., Brouha, L., Johnson, R. E., Forbes, W. H. Amer. 


should also have their say. We may hope that in this 
way both fundamental research and its teleent 
application would be fostered. l 


PAIN IN ANIMALS 


THE humane will welcome guidance about the capacity 
of animals to feal pain. In a pamphlet,! published by 
the Universities Federation for Animal Welfare, Mr. 
John R. Baker, D.sc., reviews the evidence. 

Human reactions to pain and fear are a struggle to 
escape, contortions of the body and particularly the 
face, and production of:mournful sounds; and we are 
likely to attribute sensations of pain to an animal which 
shows any of these manifestations. But we cannot 


always be certain that their presence indicates pain or 


their absence the lack of it: Thus a frog whose brain 
has been destroyed will still draw its foot away from 
the touch of acid, and a mollusc, -which has no gift for 
flight, cannot betray pain by an effort to escape. Animals 
that live in groups, especially when the young are 
tended by parents, are apt to call attention to pam in 
ways that resemble our own. A non-social animal, on 
the other. hand, gains no help or consolation by calling 
attention to pain or fear; and may mislead us by its 
silence and stillness. Psychological fear, from memory 
and apprehension, is probably confined to the higher 
animals: those in which the cerebral hemispheres are 
poorly developed may experience immediate pain through 
the thalamus, but are likely to suffer less than man 
from memory of past pain or fear of pain to come. The 
vertebrates, with a nervous system akin to our own, are 
presumably able to feel pain in the same sorts of way 
as we are, but the primitive invertebrates, with a diffuse 
nerve-net and no cerebral ganglia, cannot be supposed 
to be any more “conscious ’”’ than our’ own bowels, 
which can be cut and handled painlessly. “ We can only 
base our opinions as to whether invertebrate animals 
are conscious of pain,’’ Dr. Baker says, ‘‘ on considera- 
tions of the size, complexity; and degree of integration 


_ of the nervous and sensory systems, and on the intelligence 


of the animals as shown by their capacity.to learn and 
adapt their behaviour to unusual circumstances.” He 
credits the higher arthropods and molluscs with con- 
Sclousness ; which suggests that those who feel uncom- 
fortable about the boiling of lobsters are only too right. 


WORLD HEALTH ORGANISATION . 


THE World Health Assembly last week unanimously 
decided that the headquarters of W.H.O. shall be in 
Geneva. This decision is subject to final confirmation 
by the General Assembly of the United Nations, but no 
opposition is likely. The British Government’s tentative 
invitation to the organisation to bring its headquarters 
to England ? was withdrawn some weeks ago. 


ROYAL SOCIETY OF MEDICINE 


î Last Tuesday, at the annual meeting of fellows, 
Sir Maurice Cassidy, the president, presented the diploma 


of honorary fellowship to Sir Archibald Gray, . Prof. 


Charles Singer, and Sir Henry Tidy. The other three 
recipients are Prof. Georges Debaisieux (Louvain), 
Dr. Mathew Makkas (Athens), and Field Marshal Smuts. 
Sir Henry Dale, 0.M., G.B.E., F.R.S., was elected president 
for 1948-49. The society now has 9028 fellows, members, - 
and associates, of whom 1290 live abroad. 


Dr. J. W. S. BLACKLOCK, professor of pathology at 
Glasgow since 1937, has been appointed to the univer- 
sity chair of pathology tenable at St. Bartholomew’s 
Hospital. Dr. James Whillis has succeeded to the chair 


of anatomy at Guy’s Hospital. 


1. The Scientific Basis of Kindness to Animals. Obtainable from 
Uraw, 284, Regent's Park Road, eee London, N.3. 
2. Lancet, 1948, i, 758. 
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In dull weather with bright intervals the association 
last week concluded the first annual meeting it has held 
for nine years. The atténdance was larger than might 
have been expected in the difficult circumstances, and 
Cambridge left nothing undone to give its visitors a 
stimulating and refreshing few days. For the two great 
receptions, presidential and civic, the Old Schools 
provided a noble setting ; and a most friendly welcome 
was given in the colleges. 

At the annual dinner the VICE-CHANCELLOR (Canon 
Raven) and the Mayor (Mr. G. F. Hickson) replied to 
the toast of the University and Town of Cambridge, 
proposed by. Sir Hues Lert... Prof. G..M. TREVELYAN, 
O.M., spoke of the zealous care given to the people of his 
own countryside by their doctors, “ a willing service that 
no private’ fees nor State salary can buy.” That 50 
million people could live in so small an island as ours 
was due, he thought, as much to the work of doctors as 
of captains of industry, and their part was more innocent. 
Dr. Guy Darn described the B.M.A. as a voluntary 
association of doctors to preserve their honour and 
interest : who else was in a position to hold together the 
various sections of the profession? This year it had 
achieyed what had never been done before: it had 


` 


MEDICINE 


| President: Dr. LESLIE COLE` = 
Thiauracil in Thyrotoxicosis 


Wednesday, June 30, was cold and wet; but neither 


cold, rain, nor poster maps prevented the assembly 


of a fair crowd to hear. Prof. H. P. Himswortn’s 
vigorous defence of thiouracil. This drug, he said, 
can certainly bring the symptoms of thyrotoxicosis 
rapidly under control, and jt is now known that an 
initial dose of 200 mg. à day of methyl thiouracil, 
followed by a maintenance one of 25-50 mg. a day, is 
usually just as effective as the much larger doses formerly 
used. Of his cases treated for between nine and twenty- 
one months two-thirds have secured a long remission. 


Judged by symptoms, gain in weight, pulse-rate, ‘effects | 


on lid-retraction, and so on, thiouracil is as effective 
as surgery, except that it only rarely gets rid of the 
goitre.. Harmless toxic reactions occur in 10% of cases, 
but granulocytopenia in only 2%;. and with early 
diagnosis, and penicillin treatment, only 25% of the 
latter, or 0-4% of all cases treated, die of this complica- 
tion. Regular white-cell counts are worse than useless 
in guarding against agranulocytosis, because they give 
a false sense.of confidence. Patients should be told to 


consult their doctor immediately if*they have fever, . 


sore throat, or any illness, and the doctor should simply 
examine a stained blood-film to see whether polymorphs 
are deficient or not. There is no danger of producing 
carcinoma with therapeutic doses. Pressure symptoms, 
a suspicion of malignancy, and the occurrence of agranulo- 
eytosis during thiouracil treatment are absolute indica- 
tions for surgery. For the rest, the mortality from 
surgery is 2% in the best hospitals, and considerably 
higher elsewhere. Thiouracil can do all that surgery 
can, with a mortality of 0-4% and at a cost simply of 
swallowing one small tablet each evening. l 
' Mr. CHARLES DONALD, dismissing the Gospel according 
to Gower Street in favour of the Book of the Word from 
Whitechapel, had little use for figures. Control with 
thiouracil, he said,-is no more than a damping-down of 
symptoms which makes life more or less tolerable. Some 
patients who had beén treated with apparent success with 
thiouracil; and had afterwards come to thyroidectomy, 
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organised, or modified the organisation of, a service in 


Scientific 


which the freedom of the profession and the public were 
preserved. ‘ We are on the point of starting a service 
such as has never before existed.” Now.that the struggle 
was over and freedom had been attained, doctors would 


put their best efforts into making it a really fit and 


proper and good service. .But the price of freedom was 
still eternal vigilance, and that would be the B.M.A.’s 


work. Dr. V. H. L. AntHonisz (Ceylon) was also: 


hopeful, though the National Health Service would no 
doubt: suffer from infantile troubles such as convulsions 
and growing pains, as well as “ the difficulties attending 
the arrival of an unwanted child.” Responding for The 
Guests, proposed by Dr. RoBErt ELLIS, the LORD 


. LIEUTENANT (Capt. R. G. Briscoe) said he had known 


for some time that something awful was going to happen 
in 1948, “ because here in Cambridgeshire we’ve had the 
worst apple crop for many years.” And finally Sir 
LIONEL WHITBY replied to the toast of The President, 
proposed by his professorial colleague, Dr. E. D. 
Adrian, 0.M. F 

On Friday evening Sir HENRY DALE, O.M., delivered 
the popular lecture on Accidents and Opportunism in 
Medical Research. l r 


4 


Sections 


said they had thought they felt well while on the drug, 


but after operation they knew what it was to feel really 
well. Thiouracil means a long périod of therapy under 
constant supervision, during which the patient is often 
made into an invalid. The mortality from surgery 
should not be greater than 1%. 


It offers dramatic and. 


immediate amelioration of symptoms, a rapid return - 


to normality, a surer return to health, and a relapse- 
rate of less than 5%. l 

Subsequent speakers made useful contributions in an 
attempt to resolve this conflict of opinions. Thiouracil, 
it seems, is admittedly better than a bad surgeon. There 
is still much to: be learnt about its use, and better 
thiouracil mày some day be better than any surgeon, 
in properly selected cases. Meanwhile, thiouracil has 
made surgery much safer, and thiouracil followed by 
operation is possibly, for the moment, the treatment 
of choice in the majority of cases. Dr. CoLE has 
found thiouracil of particular use in the treatment of 
exophthalmic ophthalmoplegia, and for therapeutic test 
in the diagnosis of doubtful cases of toxic goitre. 


Phonocardiography : 

, Dr. E. D. H. COWEN gave a lucid explanation of 
phonocardiography and showed two patients to illustrate 
the kind of problems it may help to solve. 


Surgery in Hypertension 

Thursday morning was merely bitterly cold, but a 
combined meeting of the sections of medicine and 
surgery crowded the zoology theatre to hear Dr. R. H. 
SMITHWICK (Boston, U.S.A.). He confined his remarks 
to 256 cases he has been able to follow for from five to 
nine years. Distinguished pioneer of the subject that 
he is, his contribution dwarfed that of anyone else; 
but his work must be read in detail. Hypertension, he 
said, kills more people than cancer: has surgery any- 
thing to offer? Of five different techniques for sympa- 
thectomy, he favours for most purposes that which 
removes in two stages the sympathetic chain from the 
8th thoracic to the Ist lumbar ganglia, together with 
both splanchnic nerves. His operative mortality has 
been 2%. Mortality in the months after operation 
is highest below the age of twenty and over the age 
of fifty, but depends on the state df the patients before 
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operation. The outlook is bad for patients with con- 
gestive failure or poor renal function, and very bad 
for those with both. In the majority, .five to nine years 
later there has been improvement or no change in the 
state of the fundi, of the electrocardiogram, and of the 
renal function. The diastolic pressure is reduced in a 
good proportion, but this proportion grows less as the 
follow-up exceeds five years. Symptomatic relief is 
often striking and very satisfactory. A control series 
treated medically is hard to find, and has to be broken 
down into groups before any real comparison is possible. 
So far as comparison can be made at present, the 
mortality in Smithwick’s series is noticeably lower than 
in those treated medically. = 

Dr. Horace Evans briefly reviewed hypertension 
from the days of Bright to the recent work of Trueta 
and his colleagues, and pleaded for more careful study 
‘of the types of hypertension. In selecting cases for 
sympathectomy, cardiac asthma is always a contra- 
indication. A blood-urea above 100 mg. per 100 ml. 
is a contraindication in malignant hypertension but 
not in nephritis. The family history should not be 
neglected. Benign hypertension presents the greatest 
problem in selection, since patients with this condition 
often live happily for many years without operation. 
The majority of cases operated on show symptomatic 
improvement, especially relief of headache; and often 
great improvement in the condition of the fundi. We 
need more careful assessment and selection of cases, 
control series treated medically, biopsies of the kidney 
at operation, and a study of invalidism before and 
after operation; but sympathectomy, though only a 
‘palliative, certainly has a place in the treatment of 
hypertension. 

Mr. D. W. C. NORTHFIELD gave his results in 46 cases 


operated on up to the end of 1947, and pleaded for — 


_ discrimination in the use of sympathectomy. Dr. A. 
Rae GILCHRIST reported fairly comparable series of 
cases treated medically and surgically in Edinburgh, 
which confirmed that surgery has its place, especially 
in malignant hypertension. Mr. F. E. Stock discussed 
sympathectomy’ in hypertension following toxemia 
of pregnancy in young women, in' which the operation 
has produced some of its best results. ‘Dr. WILLIAM 
EVANS proposed a novel definition of hypertension which 
was designed to prevent unwarranted invalidism, but 
would certainly be a shock to doctors in insurance 
practice. His criteria for the selection of patients for 
operation included changes in the r wave in certain leads. 
Mr. A. Dickson WRiGuT didn’t care if the T wave was 
upside down or not, provided he could relieve a patient 
of a shocking headache and enable him to work and 
support his family. He favoured a transthoracic 
approach, which, he said, gives the surgeon a beautiful 
view, leaves the patient with nothing worse than a 


Horner’s syndrome and a nice warm foot, ‘and is. 


apparently particularly acceptable to hypertensive 
high-pressure business men. 
Modern Management of Megalocytic Anemias 

At the final meeting Sir LionEL WHITBY began by 
reading a communication from Dr. GrorGE MINOT, 
who was unhappily prevented by illness from being 
present. This told the story of pernicious anemia 
down to the isolation by Rickes and his’ associates in 
America of a crystalline material in small red needles. 
This substance is said to be potent in pernicious anemia 
in a single intramuscular dose of 3 microgrammes, and 
must surely be the active principle of liver extract at 
last. Omitting with characteristic modesty any mention 
of his own name, Minot concluded: ‘‘ Despite the great 
advances in knowledge of pernicious anæmia that have 
occurred during my thirty-six years in medicine, there 
are puzzles enough to atinae the « curious for a long time 
to come.’ 
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Sir LionNEL WuHirsy dealt ably with the principles of 
diagnosis and treatment. Macrocytosis, he 
symptom, just as anemia is. It can be measured in 
various ways, but most satisfactorily by cell-volume 
determination, supplemented by the examination of a 
stained film.. Sternal puncture is essential for dis- 
tinguishing between the megaloblastic marrow of 
pernicious anemia and the macronormoblastic marrow 
of the other macrocytic anemias. Liver extract and 
folic acid are active when the marrow is megaloblastic, 
but folic acid has the disadvantage that it fails to prevent, 
and sometimes precipitates, neurological complications. 
Probably a complicated enzyme system is involved and 
its codrdination is upset by too massive æ dose of one 
constituent. 

Dr. J. F. WILKINSON, having treated 1600 cases of 
pernicious anemia in nineteen years, is frankly optimistic 
about the results, provided treatment is properly carried 
out. But liver extracts, like many other things, are 
not what they' were before the war; and this is not 
surprising, since only liver rejected as unfit for ordinary 
human consumption goes to the pharmaceutists for the 
manufacture of a drug needed to cure a fatal disease. 
None of his patients treated with liver extract and hog- 
. stomach preparations have developed neurological 
complications, but 15 of 20 patients treated with folic 
acid have done so. 

Dr. C. C. Uneiey described his experiences with the 
red crystalline substance isolated from liver in England 
by Lester Smith. This is probably, he said, the same 
substance as that found by Rickes in America. Good 
hemafological responses were produced by as little as 
8 to 10 microgrammes, and the substance was as effective 
in subacute combined degeneration as liver extract is. 

Dr. R. R. Bomrorp discussed errors in diagnosis and 
management which may result from confusion between 
pernicious anzemia and anzemia in hypothyroidism. 
These, he said, still occur, not perhaps in the great 
temples of hematology, where some of his audience 
had their dwelling, but in the outer courts and out- 
patient departments, where general medicine is still 
practised. 


SURGERY 
President : Mr. VERNON PENNELL 
Treatinent of Tuberculous Lymphadenitis 
Speaking on tuberculous cervical glands in children, 


Mr. DENIS BROWNE stressed the importance of the 
tonsils and adenoids as a portal of infection, and called — 


for further work on tuberculous infection of the adenoids, 


which he had found 3 times in a series of 15 adenoids 
sectioned. One of the difficulties in diagnosis was 
to detect mixed infection of cervical glands with 
~ tuberculosis and streptococci—grave infection by either 
organism was easily recognised. In treating tuberculous 
cervical glands he waited till the skin was becoming 
adherent, "then made a 1/, inch incision, and, using the 
full strength of his fingers, expressed the swelling. He 
squeezed perhaps a dozen times until the squeezing 
yielded pure blood. Packing and drains were contra- 
indicated. The tonsils and adenoids must also be. 
considered. Sea air and ultraviolet light were useful 
in misdiagnosed streptococcal infections. In his view 
splinting was ineffective and aspiration incapable of 
removing necrotic debris. Incision and curettage might 
fail to remove a necrosing gland and might open the 
jugular vein. Wide incision and wide excision of skin, 
leaving the wound to heal by granulation, left scars, which 
were only invisible a long way off. Block dissection, 
though an excellent surgical exercise, would not eradicate 
the entire lymphatic system of that side of the neck, 
and it carried a definite mortality, a big disadvantage 
where one was dealing with a disease which did not kill. 
The method Mr. Browne used did not spread infection, 


said, is a 


| 
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and the results, though not perfect, were better than with 


any other. In the light of over 300 cases, most of which had 
been followed up, Mr. Ronatp Ret thought that constitu- 


tional treatment in an institution, assisted sometimes by | 
splinting of the neck, and sometimes by tonsillectomy, - 


should be continued until the glands became quiescent. 
Only then should diseased glands be removed, through 


. & transverse incision. Block dissections and chasing of 


gelatinous glands up and down the neck were condemned. 
In 201 of the 302 cases followed up there had been no 
recurrence of the glands. One case had subsequently 
developed tuberculous ‘meningitis and two pulmonary 
tuberculosis. -- | 

Tuberculous mediastinal glands are very difficult to 
diagnosé, in Mr. Hucu REID’s experience, and these 
cases may present as bronchitis, bronchopneumonia, or 
collapse, or as general malaise and listlessness. He thought 


. that tuberculous mesenteric adenitis might be treated 


either conservatively or by appendicectomy. He regarded 
the appendix as a sort of abdominal tonsil. 
Other speakers deplored the almost insuperable diffi- 


- culty of getting patients with tuberculous adenitis into 
Many of the physical methods used were 


sanatoria. 
condemned as attempts to do something, faute de mieux. 
The real treatment of tuberculous glands was to prevent 
the sale of tuberculous milk. Only Mr. F. Stock advo- 
cated radical excision of abscess cavities and outlying 


“a 


glands ; - most speakers favoured small incisions, some ' 


with judicious use of the sharp spoon; bipp. was not 
considered of much use. Hamilton Bailey’s method of 
excising skin and leaving the wound to. granulate found 
some support in cases with sinuses. Mr. R. D. PORTER 


mentioned that he had sectioned 200 ‘‘ cold ’’ appendices. 


- and found evidence of tuberculosis in 20%., 


Treatment of Carcinoma of the Breast 


In discussing the lymphatics of the breast, Sir CECIL | 


WAKELEY pointed out that there were no direct connexions 
‘between the breast and the supraclavicular glands; so 
if these were involved they were invaded via the 
internal mammary chain. Nor did the apical axillary 
glands drain into the supraclavicular glands. ‘The 
symptoms which brought the patient to the doctor were 
a lump in the breast and pain, and pain was a late 
symptom. Any doubtful lump in the breast should be 


excised and examined histologically. The laity should 


be convinced that early cancer of the breast was curable. 


In stage-1 cases—i.e., those with no enlargement of 


axillary glands—radical mastectomy was the treatment 


‘of choice. If the growth was in the inner part of the 


breast the internal mammary glands might be invaded, 
though there was no clinical indication to show that the 


- growth had in fact become a stage-11 growth. In stage-I1 


cases preoperative irradiation should be followed by 
radical mastectomy. For stage-1m and stage-IVv cases, 
irradiation was the treatment of choice. Testosterone 
should be given an extended trial in stage 1v. A common 
error of treatment was to underestimate the extent of 


the disease and under-operate or under-irradiate. Deep . 


X-ray therapy should be standardised. Lack of facilities 
for X-ray treatment throughout the country was largely 
responsible for the poor results. Dr. FRANK ELLIS 
preferred deep X-ray treatment to radium as a means 
of irradiating breast cancers, because it was more uniform 
in application. Radium gave a localised effect, too much 


.so for treating the internal mammary lymphatic chain 


(which could well be irradiated with deep X rays), and 


in the axilla it tended to cause brachial neuritis. Dr. Ellis 
did not fully agree with Professor McWhirter on the 
desirability of irradiation and simple mastectomy. 
Many fallacies crept in when comparing different series 
of cases. “Mr. J. B. OLDHAM contended that the chief 
factor in getting cases too late was economic. The busy 
mother or. the self-supporting spinster felt she could 
not afford the time off work. The public still often 


believed that cancer was painful in its early stages. All 
stage-Ir cases should have preoperative irradiation. . In 
operable cases, a radical mastectomy was more important 
than radiotherapy. Like Sir Cecil Wakeley, he, thought 
that radical mastectomy should start with the dissection 
of the axilla, and the brachial artery and nerves should 
not be stripped bare. TE : 

In Mr. R. L. Hoxt’s view we had not advanced far 
from Halsted’s results. Halsted had found that 2 early 
cases out of 3 could be cured, but when the axilla was 
involved 3 out of 4 succumbed. There was -still great 
divergence of opinion among leading authorities on the 
best form of treatment. Radical mastectomy gave much 
better results in stage-1 and 1r than some enthusiastic 
radiotherapists would lead one to believe, but it must 
be done well. Radiotherapy was a “ holding ” treatment, 
and a series of over 100 cases treated at the Christie 
Hospital initially with X rays and subsequently operated 
on showed that there were viable cancer cells in the 
treated areas in 80% ‘of cases. In another series treated 
by X rays it was found that the longer the patient 
survived the more certain was it that the primary tumour 
would show signs of reactivity. Radium was on the 
whole more effective than X-ray treatment, but it was more 
difficult to get even dosage. Radiotherapy had not ‘ 
greatly improved the results of surgery. The real answer 
to the problem was to get the cures earlier and to teach 
students that the so-called signs of malignancy in the’ 
breast were signs of late. malignancy. Mr. R. S. HANDLEY 


‘thought that the reason why 25% of stage-1 cases sub- 


jected to radical mastectomy died.within five years of 
operation lay in invasion of the internal mammary 
glands. He had explored the 2nd or 3rd intercostal space 
in 31 cases of carcinoma, of the breast and Dr. A. C. 
Thackray had found invasion of the internal mammary 
chain in-15 cases. Three of these 15 cases had had no 
deposits in the axilla and would have been looked on 
as stage-1 cases if the intercostal space had not been 
explored. Mr. James Waite pleaded for hormone 
treatment in late cases and showed X-ray films of pelvic 
deposits which had almost disappeared under androgen 
therapy. Prof. E. F. Finco mentioned leucotomy in 
cases of intolerable pain with untreatable secondary 
deposits. He urged that the treatment of cancer cases 
did not finish when the growth had been operated on. 

The Surgery of Hypertension was discussed jointly 
with the section of medicine (see above). 


l ORTHOPÆDICS 
President: Prof. T. P. MCMURRAY 


Lesions of the Intervertebral Discs i 

The differencesof opinion on this subject are still capable 
of introducing a certain amount of passion into debate. 

Prof. Norman Dorr (whose paper was read, in his 
absence, by Mr. G. L. Alexander) indicated the size 
of the problem by estimating the incidence of new cases 
of lumbago-sciatica due to disc prolapse at something 
like 300 per million of the population per annum. From 
the standing position, with its evolutionary weakness, 
the lesion throws the sufferer back to an older and more 
crouching attitude. Though the hazards of the upright 
posture are unavoidable, physical unfitness should be 
prevented, for it predisposes to the common causative 
“trauma in suprise,” when weak postural muscles are 
caught off their guard ;. a significant local trauma of 
this kind occurs in half the cases, while the strain of 
pregnancy is also a common factor. There are several 
types of prolapse, and it is easy to miss a small lateral 
protrusion at the intervertebral foramen or the diffuse 
bulge caused by nuclear rupture into the annulus. The 
escape of free nuclear material into the epidural fat 
sometimes provokes a chronic granulomatous reaction, 
with severe symptoms and a greatly raised protein level 
in the cerebrospinal fluid, which may be mistaken at 
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operation for a purely inflammatory process. A trans- 
verse ridge, the intermittent protrusion of Falconer or 
concealed disc of Dandy, may not be shown to be 
pathogenic until the spine is hyperextended on the table. 


In spondylolisthesis root symptoms are oftén due to`. 


prolapse of the disc above the level of vertebral displace- 
ment, occasionally to prolapse below, but never (in 
Professor Dott’s experience) to prolapse at the same space. 
Just because the prolapsed disc is the cause of at least 
90% of sciatica and lumbago-sciatica, it is particularly 
necessary to search for the oddities. in the clinical picture, 
such as a suspicious umbilical nodule or an abnormally 
high c.s.F. protein, which may point to the radiculitis, 
extradural granuloma, tuberculosis of disc, or tumour, 
which may actually be present. The level of prolapse 
-is usually clear from the root picture alone, but, since an 
‘obvious lesion at the expected site at operation may 
overshadow a second protrusion at another space, there 
may be a case for routine myelography. 

In treatment, because manipulation is potentially 
dangerous and because of the inconstancy of any relief 
from manipulation or epidural injection, the issue lies 
between rest and operation ; but the rest must be real 
rest and not just pottering about. On the whole, Pro- 
fessor Dott’s bias lies towards operation, for since there 
is no evidence that rest, even in plaster, is really effective 
it is so much time deducted from the patient’s life. If 


‘a month’s rest gives no real relief, there is no point in - 


delaying operation further, and the waiting period should 
be even less for those of neurotic temperament; in 
severe cases immediate operation can be guaranteed 
to relieve the pain. After operation, patients do early 
exercises, are up at the tenth day, and are back to 
sedentary work at six weeks and to strenuous occupations 
by six months. In 900 operations there have only 
been 3 deaths, and l of these was due to heart-failure. 

Mr. NORMAN CAPENER vigorously defended the 
=- conservative position in treatment. “Disc lesion,” 
he said, is a loosely used phrase. The actual prolapse 
is a mere incident in a long degenerative process in only 
one part of the complex intervertebral articular system, 
and the explosive clinical onset upsets the physiological 
control of the whole spine. Immobilisation in a plaster 
jacket, with the re-establishment of this control by 
. active exercises, gives very good long-term results, and 
also separates out those cases which, by their failure 
to improve, will clearly need eventual operation... The 
results of poorly judged operations are often appalling, 
and without careful serial radiography it is only too 
easy to misdiagnose a tuberculous spine. 

With equal emphasis, Mr. R. H. Youna maintained 
the value of operative treatment, on the basis of experi- 
ence with 791 laminectomies performed in association 
with Mr. B. H. Burns. He was prepared to be quite 
dogmatic in asserting that the ordinary patient with 
sciatica or recurrent low back pain can be taken to have 
a prolapsed disc unless radiography shows some other 
disorder. Clinical examination is of the simplest, 
and the picture is characterised by rigidity of the lumbar 
spine in attempted flexion, with freedom of side bending. 
The neurological features are quite useless in localisation, 
and indeed no localisation is possible before operation, 
when both the 4th and 5th discs must be inspected ; 


double lesions are found in 12-20% of cases. It should 
not be thought, however, that Mr. Young advocated 
operation for all, or even for most, cases. The mild 


ones get better if left to potter about without any inter- 
ference from the physiotlrerapist. Severe ‘cases should 
be rested in bed for two or three weeks in the most 
comfortable position they can find, and operation 
should not be deferred too long if pain persists, since 
this makes for neurotic complications. A five-year 
follow-up showed that 83% of patients with lumbo- 
sacral lesions were symptom-free and back at their 


old job, compared with 73% of the patients with a 
prolapse of the 4th disc.. But the cure-rate fell steeply 
for re-explorations, which was why all lesions must be 
found at the first intervention. 

The general discussion which followed showed that 
operation versus conservatism remains a vexed question 
and one which may be decided for the individual by 
such a personal experience as that of Prof. T. P., 


McMourrRay—a single attack of sciatica recovering 


spontaneously without recurrence. 


Operative Treatment of Recent Fractures 

Proceedings on the second day were on a less con- 
troversial level. Everyone agreed with Mr. Bryan 
McFaRLAND’s theses: that the fracture patient should be 
at least no worse off after treatment than if left alone; 
that he should be positively better treated than untreated ; 


that operation should leave him in a better state than 


non-operative treatment; and that the added risk of , 
operation—a real one—should be commensurate with . 


the expected benefit. The terrible result of one badly 
performed or infected plating of a fractured femur far 
outweighs any number of good results. 


for the olecranon with retraction ; where it is permissible, 
as for a difficult fracture of the forearm bones; and 
where it is inadvisable, as for the scaphoid at the wrist. 
Mr. JAMES PATRICK, agreeing with these sentiments, 
pointed out that an obsession with X-ray appearances 
results in far too many operations. The most perfect 
X-ray reduction is no index whatever to the function 
of the part. Surgeons too often still use dissimilar 
metals for their plates and screws, with inevitable 


electrolysis and the risk of spontaneous fracture after 


many years. | 
Mr. CAPENER mentioned the relative but valuable 


indication for operation in the mobilisation of elderly © 


patients with intertrochanteric fractures of the femur. 
Here the early insertion of a combined pin-plate makes 
all the difference to reablement. 


Treatment of Acute Osteomyelitis | 
Dr. J. TRUETA said that even the experience of four 
years with adequate supplies of penicillin has not led 


to agreement on methods of treatment and on results | 


in. osteomyelitis, so that some authorities like Leveuf 
could even declare that there have been no changes of 
importance. Leaving aside the relatively benign condi- 
tion in infants, the clinical picture in: young children 
should have been completely changed by chemotherapy ; 
but in fact, though the initial septicemic phase can now 
be controlled, the effect on the bony focus is not always 
so satisfactory. Here there is a septic thrombosis of 
the nutrient artery, with pus elevating the periosteum, 
and massive death of bone can be prevented only by a 
rapid restoration. of collateral circulation through ‘the 
periosteal vessels. This requires that the periosteum 
be kept applied to the shaft, and that intraosseous 


_ tension and cedema be reduced so as to leave the vessels 


patent. To secure this, operation is essential, except 
in the earliest cases with complete dramatic response 
to penicillin and disappearance of local pain and tender- 
ness. Delay of even 48 hours allows irreversible damage 
to take place; hence the importance of the general 
practitioner in referring to hospital at once any possibel 
case of osteomyelitis. Operation means simple incision 


‘(not reflection) of periosteum where ballooned by pus, 


drilling of the bone to either limit of the diseased segment, 
and primary suture, followed by~immobilisation. Peni- 
cillin should be continued for up to three weeks, and in 
large doses ; for the concentration of the drug within the 
bone is often much lower than in the blood-stream. 
Only in this way will a radiographic return to normal 
accompany clinical subsidence and only thus can recurrent 
flares of infectiqn be abolished. 


He divided. 
fractures into those in which operation is essential, as- 
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Chronic Arthritis | : | 
Mr. W. Grant WAUGH showed a short film on injection 


_’ treatment with lactic acid, and the technique and results 


were discussed.- It was agreed that the method has shown 
itself of use as an additional weapon in the attack on 
chronic arthritis, even though it is hard to separate the 
benefits of the treatment as such from those of the 
energetic physiotherapy which accompanies it. 


`- DERMATOLOGY 
‘President: Dr. C. H. WHITTLE 


Occupational Dermatoses 

Dr. K T. INGRAM emphasised that investigation 
of. the occupational dermatoses requires not merely 
study of a group of eruptions buf comprehensive inquiry 
concerning the patient, his activities, and his environ- 
ment. Occupational factors included not only the physical 
and chemical nature of the materials with which the 
patient came into contact, but also prophylactic and 
cleansing procedures, and atmospheric and other physical 
characters of the environment in which he worked, and 
the social, psychological, and economic aspects of his 


position.. Dr. Ingram classified occupational dermatoses. 


into three groups : | 

1. Those peculiar to particular trades or processes, and 
ranging from oil acne to anthrax, and from pitch warts to 
erysipeloid. 

2. Traumatic dermatoses, caused by irritants which: would 
damage the skin of any normal subject. - 

3. Those essentially constitutional, precipitated by wear 
and tear of the skin or by the development of personal 
sensitiveness, l 


Dr. Ingram stressed: the importance, in diagnosis, of 
the patch-test, and, in treatment, of obtaining the 
patient’s collaboration by explaining to him the nature 
of his disease. a 

Dr. SIBYL Horner said that for prevention it was 
important to attend to inspection, selection, and cleanli- 
ness, and also the enforcement ọf minimal contact with 
irritants. She suggested that those who were to work 
with serious hazards should be introduced to them 
` gradually by slowly increasing exposure to the irritant ; 
in this way susceptible persons could be weeded out before 
serious skin reactions appeared. 

Dr. J. C. BELISARIO (Sydney) referred to dermatoses 
caused by mites, to slag-wool dermatitis, and to lesions 
associated with solar irritation. Dibutyl phthalate 
applied to the clothes had proved one of the best 
prophylactics against mites. 

Dr. James Warnock mentioned friction as a 
factor contributing to the development of dermatitis. 
In his opinion the increased incidence of occupational 
dermatoses in textile workers was due to inexperience 
among the personnel, longer hours of work, and changes 
of technique whereby more hazardous oils were used. 
In engineering much of the increased morbidity was 
due.to the increase in high-speed work which necessitated 
the use of cutting oils. Examination had shown that 
of french-polishers 1 in 8, and of cloth scourers 1 in 3, 
had dermatitis but continued at work. a 

Dr. G. A. Hopeson said that of patients with 
dermatitis due to oil, 48% developed the eruption 
within two years of commencing the work. Dermatitis 
due to abrasives, as seen in coalminers, developed, in 
82% of cases, after as much as 20 years at the work ; 
while dermatitis due to soap and cleansing agents also 
appeared after some 20 years. - . 

Dr. W. J. -O'Donovan recalled that work was the 
curse of Adam; therefore anything unfortunate which 
octurs during working life must be due to this curse. 
Moreover, if work was a curse, leisure must be the right 
pursuit for man. Eruptions arising from psychological 
causes were thus often attributed by the worker to his 
occupation; but the physician had to keep an open 


` mind. 


‘that of either alone. 


Men, he observed, suffered from dermatitis ; 
women with the same eruptions had eczema.. Mother- 
fixation was often the cause of eruptions on the hands 
of young women, affording an excuse to return to the 
shelter of thé maternal home. ' 

Dr. A. THELWALL Jones discussing prevention, 
said that correct design of plant, education of the 
worker, avoidance of overcrowding, and proper facilities 
for personal hygiene were all important. Though not a 
dermatologist, he warmly advocated the provision of 
many more beds for dermatological departments. 

Dr. R. M. B. MacKenna said that in reablement 
there were two sets of problems, depending on whether 
one was dealing with early or long-standing cases. He 
discussed briefly ‘“‘ hardening’? and the problems pre- . 
sented by ‘green labour,” the necessity for rapid 
assessment and diagnosis, change of occupation, and 
the importance of keeping early cases at suitable work 
under: supervision. Finally he described the problems 


of a rehabilitation centre for chronic cases. 


Dr. ROBERT FORBES, said that in arbitration or other 
court proceedings the doctor had to preserve an unbiased 
outlook. His attitude and conclusions in the early 
stages of discussion and report were of great importance ; 
and no statement should be made which might have 
to be retracted later. 


NUTRITION l 
President: Prof. R. A. McCANCE, F.R.S. 


Importance of Proteins DONE 
Dr. D. P. CUTHBERTSON began by demonstrating 


‘that although protein consumption varies widely among 


different races and even among individuals in the same 
race, the proportion of calories derived from the protein 
of the diet is remarkably constant. In infancy, with 
its rapid growth, the figure averages 13-5%; in- 
adolescence it is still’ of the same order—11-9%. It 
seems to be largely independent of protein intake, for- 
it is fairly constant among all social classes, and even 
under famine’ conditions it does not drop much below 
11%. Before the days of rationing, the social class of 
an individual provided a good index of protein con- 
sumption. Today protein tends to form some 11-12% 


. of the diet of all adults and from 13-14% of that of 
‘children. 


half of pregnancy and during lactation. 


Requirements are increased during the latter 
Protein loss after 
trauma and operations can be remedied by giving the . 
patient as early as possible a diet rich in protein, to 
restore the negative nitrogen balance; and if opera- 
tions must be done on debilitated patients they should 
receive a pfeoperative diet rich in protein. One of the 
richest protein foods for this purpose is milk in which 
skim-milk. powder is dissolved. Dr. Cuthbertson made 
the interesting observation that the protein-sparing 
action of carbohydrate is greater if the carbohydrate is 
consumed at the same time as the protein and not as 
a separate meal. Civilised man unconsciously recognises | 
this by eating a carbohydrate dessert after a meat course.. 

= Miss HARRIETTE CHICK, D.SC., explained that whereas 
some protein foods eaten alone will not produce optimum 
growth they will dot so in combination. Thus beef- 
tea, which is now considered to have very little nutritive 
value, will not support the growth of young rats, but it 
will do so if supplemented with white flour. The 
combined effect of beef-tea and flour is greater than 
These observations suggest that 
beef-tea might be of some value to invalids if given with 
other foodstuffs, even white bread. Similarly potato 
protein will not support optimum growth, but whole 
potato fed to rats produces a rapid increase in growth. 
Dr. Chick suggested that since a mixture of proteins 
from barley, wheat, and soya-bean produces almost 
as good growth in rats as milk proteins, such mixtures 


‘might be used for feeding the undernourished infants 
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and children of Central Europe, where the daily milk 
. Tation. is. barely 21/, oz. 

The most interesting and certainly the most provoca- 
tive paper of the meeting— Investigations in Germany on 
Wheat Flour of Various Extractions as a Source of 
Protein for Growing Children—was read by Miss E. M. 
WIDDOWSON, PH.D.,,who described her experiments on 
150 children of a Duisberg orphanage fed on different kinds 
of bread. . The children, who were divided into five similar 
groups, had the ordinary German rations, except cereals, 
and in addition as much of the bread under test as they 
liked. Each group received bread made from flour of 
different extraction, some of the bread being enriched 
with B vitamins and iron. 

The flours were (1) 100% extraction ; (2) 85% extraction ; 
{3) 70% extraction; (4) 70%‘ extraction, enriched with as 
much vitamin B,, riboflavine, nicotinic acid, and iron as is 
present in 100% extraction flour; nd (5) 70% extraction 
enriched with the B vitamins and iron present in flour of 
85%, extraction. The diet was also supplemented with 
calcium carbonate and vitamins A, D, and C in sufficient 
amounts. At the beginning of the test all the children were 
under weight and under-height. Before the test the children 


‘were examined clinically ; their hemoglobin and hematocrit 


values were determined, their bones and gastro-intestinal 
tract were radiographed, and records were made of their 
height, weight, and dental condition. The amount of bread 
consumed varied considerably, but averaged 800 grammes 
daily, this amount providing 2000 calories. The bread formed 
the bulk of the protein consumed, only 7-8 grammes of protein 
a day being derived from animal sources. 


At the end of a year no difference was found in the health 


.and general condition of the five different groups of 


children. _Dr. Widdowson was careful to point out that 
this experiment does not prove that white bread is as 
good as brown for children; but unfortunately some 
newspapers ignored her statement that this was proved 
true only under the particular conditions of this experi- 
ment and not under all conditions. She afterwards 
showed five of the German children who participated 
in the test. - 

Dr. L. E. GLYNN, speaking on Protein Deficiency and 
Liver Disease, outlined the results of experimental pro- 
tein deficiency in animals. These are increased suscepti- 
bility of the liver to chemical poisons, such as chloroform 
and carbon tetrachloride ; gross fatty infiltration of the 
liver, leading to cirrhosis if the deficiency is continued 
long enough; and massive necrosis of the liver if the 
protein deficiency is accompanied by vitamin-E 
deficiency. Dr. Glynn discussed the part played by 
the sulphur-containing amino-acids, methionine and 
cystine, in protecting the liver against chemical damage 
and fatty .infiltration. 


Other Subjects 

Professor SANTOS (Portugal) read a paper on Disturb- 
ances of Metabolism and the Neuro-endocrine System 
after Psychic Trauma during the Second World War. 
A film on agenised flour and ‘canine hysteria was 
shown by Sir EDWARD MELLANBY, F.R.S. This was 
followed by a film, produced by the staff of the Rowett 
Institute, on lambing in relation to the feeding of the 
pregnant ewe. This demonstrated very clearly that 
when ewes are given a diet low in protein the result is 
an increase in stillbirths and neonatal mortality. 
Dr. GILLMAN (Johannesburg) said that he had 
made ‘similar observations on maternal diet and the 
newborn among the native population of South 
Africa, ig 

The recent purification of the anti-pernicious-anzemia 
factor (vitamin B,,) by Lester Smith was explained 
in detail, and the results of clinical trials with it were 
graphically demonstrated by Dr. C. C. UNGLEY. Other 
exhibits illustrated the effect of diet on resistance to 
tuberculous infection (Dr. S. R. SENGUPTA), blindness 
in cattle resulting from vitamin-A deficiency (Mr. T. 
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MOORE, D.Sc., and colleagues), the results of combined 
deficiency of vitamin E and protein in rats (Dr. Moors), 
and the effect of chronic partial vitamin-C deficiency 
on muscles and joints in guineapigs (Dr. E. KODICEK 
and Mr. P. D. F. MURRAY, D.SC.). 


DISEASES OF. THE CHEST 
President: Dr. R. R. TRAIL 


Bronchial Carcinoma | 

The main emphasis here was on avoidance of delay m 
establishing the diagnosis. The high incidence of bronchial 
carcinoma, and the realisation that early cases can be 
successfully treated, should make the profession more 
alive to the possibility of its presence. 

Mr. R. C. Brock pointed out that the early symptoms 
may easily: be overlooked or attributed to more innocent 
conditions. Cough, the earliest and most prominent 
symptom, is often put down to smoking or influenza. 
Hemoptysis, pain, and signs of infection are other early 
features. In any suspected case radiography is essential, 
and bronchoscopy may confirm the diagnosis. The one 


form of treatment that has proved its worth is radical. 


surgical excision, but unfortunately only a small propor- 


‘tion of sufferers are suitable for surgery. Mainly through 


earlier recognition, an original operability-rate of 8% 
has lately increased to 11% in 666 cases and reached 21% 
Of 96 patients on whom excision was 
practised 78 survived, and of these 50 are still living. 
The type of operation is one in which the hilar structures 
are secured individually and the lung and glands removed. 
Recent developments, such as dividing the vessels intra- 
pericardially, have extended the scope, and a more 


complete clearance of the mediastinal tissues, in the. 


form of a block-dissection-pneumonectomy, has obvious 
possibilities. | 

Mr. G. A. Mason provided figures from an experience 
of 1000 cases. Of these 353 were explored operatively and 
202 were found suitable for excision, giving an operability- 
rate of 20%. Analysis of early symptoms shows that 
cough and pain are the most common initial features, 
followed by dyspnea, lassitude, and hemoptysis. The 


delay between early symptoms and diagnosis is assessed — 
at over eight months, and of this delay the medical: 


profession can be held responsible for at least half. 

The prominence given to surgery as the only form 
of treatment was balanced by Dr. E. L. G. HILTON’s 
remarks on radiotherapy. It is popularly held that a 
patient excluded- from surgery should be referred for 
deep X-ray therapy, but many patients recommended 
for this form of treatment are quite unsuitable. There 
must be careful selection, and out of 360 patients seen in 
the past seven years only 213 were accepted for therapy. 
Also therapy can be divided into palliative and radical 
forms, so that strictly only patients accepted for radical 
treatment (89 in this series) should be included in 
assessing the value of radiotherapy. Of those radically 
treated, some return to work and survive for an appre- 
ciable period in comfort. Problems of dosage’ in the 
depths of the chest and the inadvisability of using therapy 
in the presence of sepsis have to be considered, but 
patients should not be made ill by treatment, and after 
two or three weeks they show a steady increase in 
weight and general improvement. 

Dr. TRAIL mentioned the periodic character of the 
cough in the early stages and how there is often a steady 
decrease in the intervals between coughing bouts. 
Mr. RoNALD Epwarps pointed out that the incidence of 
bronchial cancer is higher than that of gastric cancer, 
and only just below that of mammary growths. Dr. F. H. 
Youne said that pneumonectomy is not followed by 
gross disability, and physicians need not worry about 
the effects. Important though radiography may be in 
diagnosis, the first positive evidence of malignancy may 
come from bronchoscopy. TE 
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Surgery of Congenital H eart Disease 
Dr. MAURICE CAMPBELL analysed the possibilities and. 


place of active therapy in three conditions—patent 
ductus arteriosus, coarctation of the aorta, and cyanotic 
heart disease. In the presence of the classical murmur 
and enlarged pulmonary trunk the diagnosis of patent 
ductus is not difficult, but the existence of cyanosis 
would contraindicate operation, for in such a case the 
ductus might be a valuable compensatory channel. 
Where there’ is an uncomplicated patent ductus surgical 
occlusion is a complete answer and should be considered 
wherever there are significant symptoms. Thè mortality 
is small, but with a symptomless patient it cannot be 
ignored. The results, however, are excellent and operation 
is best undertaken between the ages of 7 and 20. 
Coarctation is more difficult to evaluate from the 
surgical standpoint. The operation is undoubtedly 
difficult and carries a definite risk, but it should be 


considered in patients under 20 years where there are 


severe symptonis or where the blood-pressure is unduly 
In ‘older people the general condition is often 
very good and, even without operation, the chances of 
survival into middle or late life are much better. It 
should not be forgotten that the development of athero- 
matous changes in the aorta as years advance makes 
surgery more difficult and may preclude it completely. 
In the cyanotic group of heart lesions, however, there 
need be few qualms about advocating surgery, if it can 
be undertaken, since the prognosis is so bad and there is 
no alternative treatment. The basic lesion in all types 
consists of lack of blood-flow to the lungs, and this is 
usually produced by stenosis or obstruction in the region 
of the pulmonary trunk. The surgical remedy consists 
in an operation which provides an anastomosis or artificial 


ductus: between a systemic and pulmonary arterial 


trunk. Fallot’s tetralogy is the best known and most 
common form of cyanotic disease which has responded 
well to the Blalock-Taussig operation. The suitable case 
for surgery is a child who is cyanosed soon after birth 
and has a high red-cell count. Size and intelligence are 
usually normal, though the child is under weight. The 
main disability appears on exertion when even a short 
walk of 40-50 yards is as much as can be managed without: 
distress. On clinical examination the heart is usually 
small and shows the classical *‘ sabot ” shape in only a 
third of the cases. The pulmonary shadows are dimin- 
ished in size,and pulsation. Diagnosis is often straight- 
forward, but there are instances in which cardiac 
catheterisation and cardio-angiography are needed in 
order to establish the nature of the lesion. Deaths are 
inevitable with any form of surgery in this condition, 
and a mortality-rate of 16% is probably the lowest that 
can be achieved at present. The results in those who 
survive are, however, remarkably gratifying, and there 
seems to be little, if any, ul effect from the newly 
constituted ductus. / 

Mr. HOLMES SELLORS felt that all cases of acyanotic 
ductus should be regarded as potential candidates 
for surgery, though clearly extreme youth or old age or 
other factors might modify this outlook. The apparent 
lack of symptoms in many cases does not necessarily 
mean that the patient is suffering from no disability, 
and in nearly every instance a condition of cardiac 
invalidism is established as a result of knowing that an 
abnormal heart condition exists. The low mortality of 
the operation of ligature of the ductus and the excellent 
results that are obtained are most gratifying. Recanalisa- 
tion of the channel, which is said to occur fairly often, is 
probably not as great a danger as has been suggested 
though fear of its occurrence has led some surgeons to 
divide the ductus and oversew the cut ends. 

Coarctation is not always a simple lesion, and associated 
cardiac lesions are not unknown. Crafoord’s operation, 
in which the stricture is excised and a junction made 
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between the cut ends of the aorta, is the procedure of 
choice, but may have to be modified if unexpected 
disproportions in the region of the stenosis are found. 
The general fitness of many young patiènts with this 
condition is often remarkable, and it is felt that surgery 
should only be undertaken when the symptoms are severe. 

In pulmonary stenosis the form of operation has not 
been finally settled though the results of the Blalock 
procedure have been satisfactory. In Pott’s operation 


‘a small anastomosis with a lumen of 4-mm. diameter is 


constructed between the left pulmonary artery and the 
aorta just below the arch, and good results have been 
recorded. More recently, if the stenosis has been shown 


to lie at the pulmonary valve deliberate division of this 


structure has -been successful. à 

Mr. Brock described his experiences in cyanotic 
heart conditions and emphasised the urgency of their 
relief in children. The disability is often 80 severe as to 
make life barely tolerable, but a successful operation 
leads to dramatic recovery.. ‘The risks of surgery are 
certainly worth taking. - 


Dr.. A. RAE GILCHRIST has observed over 100 cases of - 
patent ductus and considers that the lesion is usually 


an isolated one and amenable to treatment. Early 
recognition is important, and operation can be considered 
at the. age of 7. 
of operation are considerable, but good results in his own 
patients have been achieved by Pott’s operation. ° 


-Upper Respiratory Disease and the Lung 

Infection of the paranasal sinuses, Dr. W. Paton 
PHILIe said, often results in atelectasis of a lobe or 
segment of a lobe, most commonly the right and left 
lower lobes, and right middle lobe. 
often transient, but recurs unless the sinus infection is 


successfully treated. Among an average of 2375 new 


cases referred to an outpatient chest clinic each year, 
approximately 372 cases of sinus infection with atelectasis 
were found: these patients were referred because of a 
history of cough, rise of temperature, or (most frequently) 
recurrent attacks. of ‘‘ pneumonia.’”’ In treating the 
sinus infection, Dr. Philip has found short-wave dia- 


. thermy of the greatest value, though in many cases 


antrum puncture and Caldwell-Luc - procedures are 
necessary. Prolonged and energetic treatment is essential, 
for if the condition goes unreliéved, it may progress to 
frank bronchiectasis. 

Dr. TRAIL agreed that there is a strong correlation 
between sinus infection and bronchiectasis, but was 
doubtful as to which comes first. 
he said, it is always the two lower lobes, the right middle 
lobe, or the lingula that are involved—never the: upper 
lobes unless these have been affected by a previous lung 
abscess. Experimentally, vitamin deficiency during preg- 
nancy causes maldevelopment of.the finer bronchioles, 


and this finding deserves further attention. Dr. F. H. 


Youne made three points : | 

(1) In a recent case, an X-ray film of the sinuses was taken 
immediately after a bronchogram, and this showed iodised 
oil in the antrum. There is therefore no doubt that infection 
in the lung can be transferred to the. sinuses, and probably 
in most cases there is a vicious circle of sinus-lung-sinus 
infection. - 

(2) Removal of tonsils and adenoids: before the age of 4 
may predispose to sinus infection. 

(3) Can it be assumed that, if the antra are clear, the other 
sinuses are also uninfected ? . 


Dr. Purr thought that when the antra are shown to 
be clear it is probably unnecessary to exclude infection 
in the other sinuses. 


Treatment of Pneumonia 

Dr. LinDSEY BATTEN wondered. whether lobar pneu- 
monia has changed its character during the last thirty 
years ; his own impression is that it was already becom- 
ing milder before the advent of chemotherapy: At 


In the cyanotic group the difficulties . 


The atelectasis is. 


In bronchiectasis, — 
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that time the problem was not to cure a self-limited 
disease but to sustain the patient’s resistance until he 
recovered. The length of the illness was all-important, and 
exhaustion the danger most feared. Rest, nourishment, 
and economy of exertion were first objectives, and 
expert nursing in hospital the obvious means. Chemo- 
therapy, by greatly shortening the course of fever and 
toxemia, has largely eliminated the danger of exhaustion 
in those not handicapped by age or serious incidental 
disability. Endurance, as a rule, is scarcely in doubt, 
and the means to secure it thus lose their dominating 
importance. Home, not hospital, may be the place of 
choice, and the management of pneumonia at home thus 
assumes a new importance. Many details of manage- 
ment, however, are still open to discussion—e.g., the 
temperature of the room and relative importance of 
ventilation and warmth ; the allocation of priority among 
sleep, food, and drugs; hot, tepid, or cold water for 
sponging ; the patient’s position in bed ; the choice and 
dosage of drugs for relief of pain and cough, for sleep, and 
‘as aperients; the usefulness or futility of poultices ; 
the placa of oxygen and of cardiac or respiratory 
stimulants in treatment. 
is perhaps not to be, standardised. No close agreement 
appears between recent authorities on the choice or 
dosage of sulphonamides ; the precise place of penicillin, 
and even the method of administration, have probably 
still tò be determined. The considerable minority of 
pneumonias, benign or virulent, which are untouched 
by chemotherapy, must not be forgotten. 
trial and error their recognition depends largely on the 
help of the pathologists, who may give warning of 
dangers not otherwise to be foreseen and can greatly 
increase the possibilities of intelligent therapeutic 
tactics. 5 

Dr. YouNG also thought that pneumonia was becoming 
less virulent before the introduction of sulphonamides— 
judging by the decreased number of cases visited in 
consultant practice. Dr. TRAIL said that rusty sputum 
is less commonly seen nowadays, though the pneumo- 
coccus is still the causal agent in the vast majority of 
cases. Dr. BATTEN attributed. this to cure of the 
pneumonia before any sputum, rusty or. otherwise, ‘is 
produced. 
OTORHINOLARYNGOLOGY 
President: Mr. V. E. NEGUS 
The Sphenoidal Sinus 

The sphenoidal sinus is out of sight and out of mind. 
But only a thin sheet of bone separates it from very 
important structures, and where there are dehiscences 
the mucosa may actually evaginate and come into direct 
contact with these structures. Thus the symptoms of 
` infection may be very varied. Air exchange inside the 
sinus is slow and evaporation slight, and the glands 
of its mucosa are therefore sparse. But the mucous 
membrane around the ostium on the nasal side is thick 
and readily swells ; which means that blockage of the 
opening can usually be overcome by shrinkage there. 
Recalling these facts, Dr. ARTHUR W. PROETz (St. Louis, 
U.S.A.) said that the changes in sinus mucous membranes 
caused by infection and allergy are more fully reversible 
than was thought, and cilia will persist even on a very 
chronically infected and thickened mucosa. In treating 
‘sinuses great care must be taken to preserve the natural 
action of the cilia, avoiding destruction of mucous 
membrane, especially at the ostium. Sphenoiditis on 
the whole is of low grade; hyperplasia is restricted ‘and 
irreversible changes are rare. In treatment.the congestion 
should be reduced. by displacement therapy, using 1/,% 
ephedrine and continuing for ten days ; antiseptics added 
to the fluid are probably of no value. Fulminant cases 
(which are rare) require chemotherapy, and surgery 
may be necessary both in these and in chronic cases not 


Chemotherapy is not yet, and | 


Apart from’ 


reacting to conservative measures. Dr. Proetz believes 


in making a narrow vertical oblong opening through the 


inner part of the anterior wall, well medial to the ostium 
and leaving it untouched. The middle turbinate is 
usually left in situ, but he does not object to removal of 
part of it if it is found to obstruct the surgeon’s view. ~ 

Mr. F. C. W. Capps, who fully agreed about the need 
for a conservative attitude, said that, while acute 
sphenoiditis is rare, chronic infection is commoner ; 
and here the treatment of the associated posterior 
ethmoiditis usually suffices. Operating in acute cases he 
enlarges the natural opening downwards, but often a 
partial middle turbinectomy is advisable. Less severe 
cases can be treated by washing out the sphenoid via the 
normal ostium. In his opinion retrobulbar neuritis is 
seldom improved by operating on the sphenoid. Dr. 
T. C. GRAVES stressed the relationship between sphenoidal 
sinus infection and mental disease ; but Mr. J. C. Hoce 
has found the treatment of sphenoidal sinusitis dis- 
appointing in mental cases. Aspiration of the sinus, 
he said, is often essential to confirm the diagnosis. 

At the end of the discussion Mr. Carrs said he was 
glad to feel that there was general agreement as to 
treatment. He summed it up as: for acute cases, 
chemotherapy, and drainage from the sphenoidal sinus 
by suction or by enlarging the normal ostium; for 
chronic cases, conservative measures such as displace- 
ment therapy, followed (if they fail) by operation aś 
described by Proetz. | 


v^ 


Poliomyelitis and Tonsillectomy 


Dr. A. M. McFartan told how, 9-14 days after- 


tonsillectomy, five children in one’ family developed 
bulbar paralysis of which three died. The operation 
apparently converted a symptomless poliomyelitis infec- 
tion into a highly fatal form of the disease. Of cases 
of poliomyelitis developing within 30 days of tonsillectomy 
an unusually high proportion are bulbar, and in monkeys 
introduction of poliomyelitis virus by the tonsils often 
leads to bulbar paralysis. Histological studies have shown 
that in man the pharynx is a favourable portal of entry 


for the poliomyelitis virus, and these findings are in 


accordance with the idea that there may be a causal 
relation between tonsillectomy-and bulbar poliomyelitis. 
In Dr. McFarlan’s opinion there is very little evidence 
that recent tonsillectomy renders children more liable 
to infantile paralysis, but it seems to increase the risk of 
the disease being of the bulbar type. The risk is greatest 
during epidemics, when the virus is spread ‘widely 
through the population, and at such times postponement 
of tonsillectomy can be expected to eliminate some 
cases of bulbar paralysis. ; 18 

Dr. J. ALISON GLOVER felt that the risks of tonsillec- 


- tomy are definitely increased during an epidemic of 


poliomyelitis and that they outweigh the harm likely 
to be done by postponing operation. Mr. G. BATEMAN 
said that there is no unanimity among ear, nose, and 
throat surgeons in the United States on this subject. 
He thought that there probably is some increased risk 
of the bulbar type arising, but there are also dis- 
advantages in postponing the tonsil and adenoid opera- 
tion, including prolongation of general malaise and the 
danger of ‘complications. He suggested the use of 
isolation cubicles. Mr. NEGus pointed out that statistics 
will show the increased risk of poliomyelitis, but not the 
various troubles caused by not doing the operation. 
Major-General E. A. Nores (U.S.A.) stated that the 
policy of the United States Army has been to stop tonsil 
and adenoid operations during epidemics of poliomyelitis. 

In answer to Mr. Hoce, Dr, McFARLAN said there is 
no evidence that dental or other operations increase 
the risk. He was strongly in favour of cubicles for ear, 
nose, and throat cases. | 


(To be concluded) 
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SCIENTIFIC INFORMATION 
` THE ROYAL SOCIETY’S CONFERENCE 


‘In 1946 the Royal Society held an Empire Scientific 
Conference in London, and about the same time a British 
Commonwealth Scientific Official Conference was con- 
vened to consider the best means of ensuring collabora- 
tion between civil government scientific organisations of 
the Commonwealth. These two conferences thought 
that certain aspects of this subject needed more detailed 
examination, and the Royal Society therefore resolved 
to call another conference to which representatives of 
the Dominions and Colonies, and observers from the 
United States, should be invited, and at which the 
interests of scientists as users of scientific information 
should be especially considered, and the question of 
abstracting services examined. - ee 


This second conference was held in London from 
June 21 to July 2; but much work had previously been 
done by the Royal Society’s officers and by steering 
committees : no fewer than 46 papers, some very long, 
had been circulated before the opening day. 


The plan of the conference was, briefly, that there should 
be four main sections, that each section should hold two 
plenary sessions, and that detailed work should be done by 
working parties within each section. At the first plenary 
session the agenda already drawn up for the working parties 
was approved or modified, and the composition of the working 
parties decided; at the second plenary session the recom- 
mendations of the working parties were reviewed and 
approved. The four sections were concerned with (1) publica- 
tion and distribution of papers reporting original work ; 
(2) abstracting services; (3) indexing and other library 
services; and (4) reviews, annual reports, &c. A session 
of the full conference to approve the final form of the recom- 
mendations for submission to the council of the Royal Society 
was held on the last day, and a closing session at the very 
end. 


In welcoming the delegates, Sir ROBERT ROBINSON, 


P.R.S., explained that the conference was concerned with 


the sciences, but not with social science or the ‘‘ so-called 
humanities.” 
“humanities ” when, as so often, it is used to represent 
something to which science cannot attain. He made the 
point that science is concerned with human welfare and 


with spiritual values. Speaking of publication, he recalled — 


Faraday’s opinion that the research-worker should do 
three things: begin his research, end it, and publish it. 
At present the amount of money spent on publication of 
- results of scientific inquiry was less than 1% (more 
probably 1/, to #/,%) of the amount spent on the research 
itself. This could well be increased, since publication is 
` go essential and important a part of the spread of 
scientific knowledge. ~ A a y 


After-Dr. E. MARSDEN, of New Zealand, had emphasised 
the importance of speed in the spread of scientific 
information. -in relation to economic development, Sir 
EDWARD APPLETON, F:R.S., made a vigorous appeal for 
some system by which scientists could receive the informa- 
tion they want, sifted from the-enormous mass of litera- 
ture now produced. A man doing nothing but read 
current papers on fundamental science for 8 hours each 
day would be 10 years behind after the first year of work, 
yet ‘scientists live chiefly on the printed word.” The 
scientist must get what he wants quickly and in the right 
form, and for Sir Edward this means reprints. of the 
. relevant original papers, and prompt short abstracts of 
related subjects. The whole subject of scientific literature 
is of the very greatest importance. ° x 


Sir HENRY TIZARD, F.R.S., put forward another point of 
view—that of the scientists rather isolated from the 


- 


SCIENTIFIC : INFORMATION 


But he protested against .the term 
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main centres of investigation either in Britain or the 
Dominions, and especially, perhaps, in the Colonies. The 
great need is to get what is already known across to those 
who need it but who cannot have that easy access to- 
literature or to other scfentists which is a feature of the 
big institutions. : : 
° . ' BACKGROUND INFORMATION 


One feature of great interest in this conference was the 
use of questionaries, two of which had been circulated ` 
several weeks previously, to various individual scientists 


- and organisations. These questionaries had been carefully 


compiled. One, addressed to individual scientists, was 
designed by Prof. J. D. Bernal, F.R.S., ‘‘ to find out in | 
as much detail as is practical the habits of scientific 


workers in ‘ searching the literature °.” Many-questions . 


- were asked, and opinions, as well as statements of reading . | 


habits, were invited. The analysis of the results comprises 
some 30 pages of the-paper issued on the subject, and - 
required a great effort by a large number of people. The 
questionary was distributed to 8 scientists working for 
the Medical Research Council, and to 200 scientists 
engaged in non-medical work; the evidence indicates 
that in assiduity of reading the Medical Research Council’ 
led the field by several lengths, with 26-4 papers looked 


_at, per person per week, against 10:5 for the (Cambridge) 


runners-up, and with 7-4 studied, against 4-8 at Cam- 
bridge. Rothamsted, the Department of Scientific and 
Industrial Research, and industrial scientists (to con- 
tinue the metaphor) also ran. Between 82% and 100% 
of the scientists who answered the questionary used 
abstracts in the course of their scientific work. As 
Professor BERNAL remarked in introducing his report 
on this interesting piece of operational research, the . 
general trend of the replies indicated the need for more 
reviews, more reprints, and better library services. 


The questionary addressed by Sir Davin CHADWICK 
to various abstracting agencies sought- information on 
organisation and technique, but also contained questions 
relating to the needs of users of abstracts and the quality 
and scope of abstracts provided for them. The replies 
indicated substantial differences in content and method. 
Some abstracting organisations aim to cover all papers 
in their fields, usually providing short objective abstracts 
whose purpose is chiefly to help readers to decide which 
original papers they should read. Other organisations 
adopt a selective method, abstracting only the more. 
important papers on their subjects, and usually providing 
abstracts containing more detail than those of the first 
group. The needs of the readers of the abstracts issued in ' 
the various fields of science should, and indeed usually 
do, determine the types of abstracts provided. Certain 
abstracting agencies of long standing collaborate to 
produce abstracts of common interest; for instance, 
besides producing their own separate publications, the 
Commonwealth Mycological Institute and the Bureau of 
Hygiene and Tropical Diseases jointly produce the 
Annotated Bibliography ofe Medical Mycology. Some 
abstracting agencies provide information services in 
addition to their published matter. Some are sponsored 
and supported by Commonwealth governments ; others 
are attached to societies. 


PUBLICATION AND DISTRIBUTION 


Professor BERNAL drew attention to the plethora of 
material published and the confusion as to distribution 
which the present system entails. He wished, like Sir 
Edward Appleton, to obtain for the scientist the maxi- 
mum of relevant information in the minimum of time 
and at the minimum cost. His proposals have unfortun- 
ately been misunderstood by some people outside the 
conference: he would continue to make use of existing 
agencies—societies, editors, and referees—but lays 
emphasis on the desirability of publishing papers 
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separately so that the worker may receive what he wants 
and no more. 

The conclusions and recommendations of the section 
were extensive. They related partly to an educational 
campaign, which should be uridertaken by all learned 
societies, to improve the standard of scientific papers. 
The aim should be to produce the best papers as quickly. 
and in as short a form as possible, and at the lowest 
effective price ; but the emphasis should be on quality. 
The working parties made practical suggestions on these 
points. They also made recommendations relating to 
the issue of short versions of papers when the full versions 
are too long to interest more than a few persons ; in such 
cases the complete experimental details could be deposited 
in some stated place, to be consulted or copied on 
request, but not to, be printed. Consultations between 
- editorial boards of journals having similar interests were’ 
advocated, and better reprint and library services, with 
attention to the need for making papers more rapidly 
available than they are at present to-readers in the 
Commonwealth. More controversial was the suggested 
production of fairly full précis by the authors of original 
‘ papers, which might be published separately, in “ fed- 
erated précis journals”’; but the distinction between 
these and informative abstracts was admittedly indefinite. 
Opinion on this suggestion was divided ; many delegates: 
could not see much practical value in the proposal, which 
was adopted on a bare majority vote only: 


ABSTRACTING SERVICES 


Sir Davip CHADWICK, for many years secretary of 
the Imperial (now Commonwealth) Agricultural Bureaux, 
said that abstracts should serve the needs of scientists, 
and the readers should constantly be kept in mind. 
Abstracts are not bibliographies, and numbers are not 
so important as quality, accuracy, and general cover. 
Abstracters must be-in close touch with those they 
serve, and should cast the abstracts in a form which 
fits the needs of the particular readers for whom they 
cater. There is some overlap between different existing 
abstracting services, but this is not an important 
matter. ` 

Sir ALFRED EGERTON, SEC.R.S., commented on the 
importance of good ‘indexes in abstracting journals. 

The point of view of agricultural workers in the tropics 
was put by Mr. B. A. KEEN, F.R.S., who said that their 
very diverse needs are well served by the Commonwealth 
Agricultural Bureaux. They include on the one hand 
scientists who require abstracts of information on abstruse: 
-= chemical and physical subjects, and on the other hand 
non-specialist officers whose work is in the field, remote 


from ‘libraries, but who must keep in touch with the . 


broad trends of research so that they may apply modern 
knowledge to their everyday problems. These field 
workers have neither opportunity nor time to look 
through a flood of literature; they need periodical 
reviews, which could perhaps be produced by the bureaux, 
but organised by some institution half-way between 
themselves and the bureaux which could also maintain a 
flow of information in the reverse direction, keeping the 


bureaux informed of the activities and ‘problems of the | 


field workers. 

Mr. J. E. Cummins, representing Australian scientists, 
suggested that the preparation of abstracts of important 
papers must eventually be a responsibility of the authors 
of the original papers. Authors should provide their 
own abstracts, and these should be sent by the editors 
of the journals concerned to such organisations as their 
subjects indicate to be published in abstracting journals. 
Dr. C. H. DeEscH pointed out that different abstracts of 
the same paper, stressing different aspects, are needed by 
different readers. 

Towards the end of the session, -Professor BERNAL 
gave his opinion that scientists should not be obliged to 


read more than two or three abstract journals to cover 
their own special work and related subjects. Abstracting 
organisations could well become centr es for services 
distributing reprints. 

When the working parties reported their conclusions 
and recommendations at the second plenary session, it 
was evident that there was agreement on many basic 
principles of abstracting. For instance, it was recognised 
that as the needs of different categories of readers differ, 
so the abstracts of a single original paper should differ. 
This being so, it is undesirable to suggest that only 
one abstract be made of any paper ; the particular needs 
of readers are paramount in abstracting. Some institu- 
tions prefer abstracts which are no more than statements 
of fact, but others are convinced that critical comments, 
by expert abstracters competent to make such comments, 
may greatly add to the value of an abstract. The forma- 
tion of a standing consultative committee of repre- . 
sentatives of abstracting organisations was suggested, 
this committee to have’ only advisory functions. In this 
way mutual coöperation might be advanced, with general 
benefit. Abstracting is an important branch of the 
scientific information services, and the editors of abstract- 
ing journals should choose-their material, and their 
abstracters, with care, and should ensure that the accounts 
given of published papers are factually accurate. 


XN 


INDEXES AND REVIEWS 


Section 3 concerned itself with indexing and other 
library services, and made a large number of recom- 
mendations on such matters as systems of classification, 
methods of reproducing copies of papers, the training and 
status of librarians, and other sybjects. 

In section 4 Sir EDWARD SALISBURY, SEC.R.S., said 
that the writers of reviews should take into account the 
readers for whom they are composed, and should decide 
whether the reviews are to be objective statements of 
work done, or critical and selective accounts of significant 
work. The same point was taken. up by Prof. Mungo . 
Fox, F.R.S., editor of Biological Reviews, who thought 


that critical reviews may be synthetic in that they may 


erystallise out new and fruitful ideas. The difficulty is 
to get them written by competent scientists, who are 


_ usually working to full capacity already. There is also a 


place for more comprehensive summaries of recent work, 
which, while still retaining a critical outlook, serve to 
guide especially those who are starting new research. 
This also was the view of Mr. A. Kine, who thought that 
in these days of increasing specialisation and team-work 
reviews are more necessary than ever before. Reviews 
may be written for the general public, for interested 
laymen, for general scientists, or for specialists. 

‘The importance of reviews to scientists isolated from 
libraries and centres of research was stressed by Mr. HucH 
SAUNDERSON, of Canada. Publication of papers contri- 


buted to “ symposia,” or of lectures in which the speakers 


sum up wecent ,work, helps to solve this problem, but 
needs development. 

Mr. L. J. F. BRIMBLE (N ature) said that the choice of 
reviewers was most important, and that it is wise not 
to retain one reviewer too long on one subject ; variety 
and change are essential, and foreign reviewers should 
be asked to write for British publications. The 
international point of view is essential. -~ 

Finally, Prof. Murray. Luck, of the United States, 
wondered, gently, whether the. spate of original papers 
would be replaced by a spate of reviews ; but he was not 
weet depressed about it, and agreed that reviews are 
neede 


_ CONCLUSION 


The conference as a whole made no proposals for 
revolutionary change in existing practice, but many 
important suggestions were made for development, 


i 
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refinement, or extension of present-day methods of 
spreading information. Subjects which needed con- 
sideration were discussed at some length, and recom- 
mendations were made to which the attention of the 
Royal Society was invited. As the arguments were 
stated and restated it became evident to some, if not to 
all, delegates that the sciences represented are so different 
that procedures suitable to one are by no means always 
suitable to another. This fact was responsible for some 
confusion of thought and much vigorous argument, and 
one of the valuable results of the conference was that the 
particular needs of many branches of science were stated: 
When the recommendations are. published in their final 
form, readers will be able to see how far they can be 
applied to medicine. 


In winding up the conference at the final session, 
Sir ROBERT ROBINSON referred to the resolution that 
the Royal Society be invited to set up a standing com- 
mittee on scientific information services to implement 
the recommendations made, and added the rider that 
funds would be needed for this purpose, and that they 
must. presumably come from national sources Mr. 
SAUNDERSON, on behalf of the Dominions, complimented 
the Royal Society on the efficiency with which the 
conference had been conducted, and Mr. D. W. Bronk 
(representing the U.S. National Academy of Sciences) 
spoke of the need for internationalism in science and in 
scientific journals. Tributes were paid to Professor Bernal 
and the editors of the other sections, whose interest was 
inspired. Boie by the. desire to advance the cause of 
science. 


PULMONARY TUBERCULOSIS ° 
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MEDICAL PRACTICES COMMITTEES 


` THE Minister of Health has appointed the following 
as’ members of the Medical. Practices Committee, 
constituted under the National Health Service Act : 

Dr. W. E. Dornan (Sheffield), chairman; Dr. J. A. 
Priam (Weymouth); Dr. Annis Guim (London) ; ; Dr. 
J. F. Murpxy (London); Dr. D. T. MaoDonatp (Belford, 
Northumberland); Dr. D. B. Evans (Wrexham); Dr: P. V. 
ANDERSON (Shildon, Co. Durham) ; ‘Mr. Henry LESSER,.. 
chairman of London executive council ; and Mr. R.. 
WILBERFORCE (London), barrister-at-law. | 

The committee’s functions include the consideration 
of applications by general practitioners to join the 
National Health Service in England and Wales, and to — 
decide whether further doctors are needed in the public 
service in the area to which the application refers. They- 
will also, on request, advise doctors whether transactions 
into which they propose to enter comply with the pro- 


. visions of the Act prohibiting the sale of goodwill. The 


committee’s offices will be at Devonshire House, Mayfair- 
Place, Piccadilly, London, W.1. St 
SCOTLAND l 

The Secretary of State for Scotland has set up, under 
the National Health Service (Scotland) Act, a similar 
committee with the following. members : 

Dr. A. F. Wuxwœ Maar (Edinburgh), chairman ; Dr. I. D. 
GRANT (Glasgow); Dr. W. Jore (High Blantyre, Lanark- 
shire); Dr. J.. R. ANDERSON (Fortrose); Sir WILLIAM 
MARSHALL, chairman of Lanarkshire executive council; and 
Mr. H. A. SHewan (Edinburgh), advocate. 

The committee’s offices are at 12, Carlton Terrace, 
Edinburgh, 7. 


Disabilities 


8. PULMONARY TUBERCULOSIS 


ANY serious long-continued-illness such as pulmonary 
tuberculosis is bound to impose some modification of 
outlook and of behaviour on even the least impressionable 
of patients. ‘In the early stages of the disease the 
consciousness of the fact that one is *“ T.B.” pervades 
almost every waking thought and imbues the outlook 
with anxiety or actual fear. In retrospect, I can well 
remember what an intensive process of adjustment I 
had to undergo when I was told I was suffering from 
pulmonary tuberculosis. Career, job, financial prospects, 
social relationships, and a goodly measure of happiness 
seemed closely bound up with physical well-being ; and 
all were being plunged into the melting-pot at a time 
when I was far from being at my best either physically 
or mentally and when my knowledge of the true facts 
regarding my health was fragmentary and even distorted. 

The tendency at this time is for the patient to speculate 
endlessly on every possible aspect of his illness. Will he 
get better ? How long will it take? Will he become a 
chronic invalid dependent on others@ How long will 


his salary continue ? Will he lose his job? What will 


other people think? Has he already ‘infected other 
members of his family What will happen to them now 
and in the future, &c., &c.? In short, he is at this time 
in need of as much material reassurance as he can get— 
not the “ Don’t worry, everything is going to be all 
right” type of thing but good solid reassurance on 
specific points such as: “ Your salary will continue as 
before,” or “ The tuberculosis allowance will be so much 
a week, supplemented by so much towards rent and 
other expenses,” or ‘‘ Peter and Marjorie were X-rayed 
yesterday and they are all right.” 

Even if the’ outlook is less satisfactory the patient 
will derive some satisfaction from knowing the worst 
provided he feels confident that whatever possible is being 
done to remedy matters. He himself will be glad 
to escape the actual responsibility of settling family, 
business, and social affairs. The a towards 


- escapism is, indeed; distinctly strong in the early stages 


and some temporary retreat from reality is not a bad 
thing; personally I shall always be grateful to the 
author of a long, rambling, and entrancing novel which 
swept me off to another world for hours at a time when 
the real world was grey and full of menace. | 

In the early stages of his illness, therefore, I should 
say the tuberculous patient requires three things ee tide 
him over his psychological crisis: ` 

(1) Material reagsurance on specific points which are causing. 
him anxiety and concern. 

(2) Helpful advice regarding his many problems from someone 
(preferably his physician) on whom he feels he can rely. 

(3) Some harmless avenue of escape to divert his attention 
from his various troubles, both immediate and prospective. 


When, this first, somewhat intensive, phase of adjust- 
ment is over, there ensues a period of chronic dissatis- 
faction. Recovery is still a long way off and apt to- 
recede even further with little or no warning ; problems 
have had time to harden and the patient time to appre- 
ciate his own incapacity to solve them while he remains an 
invalid ; the unpleasant effects of tuberculous toxemia 
may still be present, and positive signs of advancement in 
health are distressingly slow in appearing; the sense of 
being “ cut off” and “ out of things” persists uncom- 
fortably and the predominant inclination is still to get 
back as quickly as possible not only to normal life but 
to the pristine stage of full activity. 

¥ * * * aa z 

As time goes on the patient becomes more at ease 
with his environment and somewhat less impatient with 
his enforced limitations. Gradually his attention becomes 
caught up with smaller, more immediate interests. 
When bigger and more unpleasant issues loom up, and 
depression threatens to close in, a new departure along 
some hitherto unexplored path often helps to keep interest 
fresh and alive. Writing instead of reading, doing 
something with the hands such as toy-making, rug- 
making, or even jig-saw puzzles, all help to provide 
concentration on the immediate and practical to the 
exclusion of greater but more remote problems. At this 
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stage the sufferer may begin to appreciate that although - 


the larger satisfactions may have to be deferred for 
- Bome time at least, life has still a good deal to offer on 

a somewhat lower plane. When interest is kept alive, 
sven by matters of apparently trivial import, frustration 
and depression are largely kept at bay: ` 

During this phase, therefore, the patient needs to be 
ernicouraged both to take an interest in his immediate 
environment and to become, as it were, a natural part 
_of it. Hospital competitions, entertainments, and talks 
on the internal broadcasting system all combine to 
create a community feeling, and if the patient himself 
can take even a minor active rôle in such things his 
interest will be magnified and he will get to know and. be 
more at ease with his surroundings. Some form of occupa- 
tional therapy should also be undertaken—preferably of 
such a nature as to prove a lasting source of interest. 


. As recovery proceeds attention shifts once more from 


the comfortable and comforting minutie of the little 
sanatorium world to the realities of life outside. But 
there is no longer an impulse to rush back. full tilt 
into the turmoil—the outside world now assumes a 
somewhat frightening aspect. Depending, of course, 
on the patient’s temperament, the length of his illness, 
and the satisfactoriness of the result obtained,’ there 
is nearly always a lack of confidence, combined with an 
unwillingness to leave the safety of the harbour for the 
perils and buffetings of the high seas. 

The patient now needs to be prompted to jncrease his 
range of activity and interests, and it is well to turn 
his gaze more and more in the direction of the outside 
world. Step by step this return towards normal life, 
_ modified by suitable precautions, should be encouraged, 


the patient gradually gaining confidence and losing his — 


sense of incapacity and dependence. 

After leaving the sanatorium confidence may return 
rather too quickly, and the danger then lies in succumb- 
ing to the temptation to resume full normal activity. 
In the sanatorium rest-hours and regular habits are 
accepted without question ; outside they may lead to 
a raising of eyebrows, awkward questions, and general 
inconvenience. Usually the patient feels too well to 
experience any physical need to continue his routine and 
does not realise how thin may be the ice beneath him. 


There is even a perverse determination to prove to - 


himself and others that he can do as much or more than 
the next man, in spite of his having had_ tuberculosis. 
‘ Advice to go slow is quietly ignored, or may even be 
resented, according to its source. 

_ A sharp lesson is often required at this stage to under- 
line the fact that the ex-patient has limitations, and that 


it is better to carry part of the burden all the way than : 


all,of it for a short time only. This is not easy to realise ; 


it may well be only after a relapse has occurred that its 


essential wisdom becomes clear. 
7 * * * 


From the foregoing it will be apparent that in pul- 
monary tuberculosis the emotional factor plays a highly 
significant part at all stages of the disease. The diffculty 
lies in securing an acceptance of limitation without 
developing an invalid outlook. The limitation may be 
relatively little or very considerable, and the optimum 
level of activity has to be determined in each case—largely 
by the patient himself regarding day-to-day matters. 

One rather good way of looking at the problem is to 
regard oneself as entirely normal except for requiring 
considerably more rest than other people, and this is 
best secured by keeping to a regular routine. Any- 
thing causing undue tiredness should be noted and not 
allowed to happen again. Rest hours may not be sacred 
but they are certainly very important to the physical 
economy of the tuberculous patient, and the more he 
does the more important they become. 


In England Now 


A Running Commentary by Peripatetic Cor res pondents 


AT Wimbledon today I studied nervous reaction to 
excitement on the Centre Court. A svelte case in front 


_of me threw her head into her hands with each match- 


point, and at 40-30 would pull the lobe of her 
father’s left ear, until it became quite ragged at the end of 
play. A man on the other side of me lost his chin in his 
collar with every rally. Somebody else stood up in frenzied 
passion just when the climax of a match was reached 

and yelled a protracted gibberish which sounded like 
the alphabet backwards. In the mixed-doubles -I found 
mental solace in taking an occasional mouthful of the. 
white tulle veil which formed the hat of a beautiful 
girl in front of me. By the end of the day her head was 
bare and I had acute indigestion. 7 

* * * 


Old Joe Honeysuckle, who “ does’ 


”? our garden, is a 
great believer in herbal remedies. 


‘‘There’d be no 


‘need for this loan from Ameriky if people only knowed 


the treasures that lay under their feet,” he said. ‘‘ That 
there dock you’re treadin’ on, “for instance. Tim 
Gurglethwaite had two -boils on the back, of his neck 
and tried all sorts of medicines and went time and again 
to the doctor, but they wouldn’t go. I told him to dig 
up a dock root, boil it, and drink the water. They 
went, and they didn’t come back. When I was a young 
man I once had a boil, and dock root got rid a it, and 
I’ve never had another since.” ‘‘ But,” said I, t 

on post-hoc-propter-hoc lines,'‘‘ I once had a ‘couple of 
boils thirty years ago, and whatever I put on them 
then, and whatever I didn’t put on them, must 
have cured them, because I’ve had none since.” ‘* Ah,” 
replied Joe wisely, ‘‘ but, you see, in my case I “didn’t 
put nothin’ on them. I drank the water.” 

‘Then there’s broom tea,’ he added after a pause. 
‘‘ George Puddyphut came along one day to see me with - 
three new cuts in his boots. ‘ What’s wrong with your 
feet?’ I asked him. ‘I bin in hospital three weeks, 
he said, ‘and under the doctor afterwards.’ They tell 
me I’ve got lumbago and rheumatiz, and they can’t do 
nothin’ for me.’ ‘That’s no lumbago nor rheumatiz, ` 
I told him, ‘ that’s dropsy.’ And I showed him how to 
make broom tea to cure it. He come back a week later 
wearin’ proper boots, | and a week after that he went to 
work in leather gaiters.” 

Joe was a shepherd in his younger days, and it must 
have been from watching the vet. that he acquired his 
interest in experiments. Two sheep died, one of galloping 
consumption, the other of pneumonia. Joe put a piece 
of lung from each in separate jam-jars, dated and 
labelled them, and put them in the sunshine. After a 
while the tuberculous lung, according to Joe, was full 
of ‘little white germs,” falling down like a snowstorm, 
and” the lung became smaller and smaller till there 
wasn’t none left, only -water in the bottom of the jar. 
The other lung, the pneumonia one, stayed hard and 
didn’t fall away to nothin’. ‘‘ That shows,” opined Joe, 
“that the owe sheep died of different diseases, doesn’t 
it? ” 

On another. occasion Joe took a potato infested with 
wireworm and put it in a glass jar with a metal lid. © 
Long before the wireworms pupated, many small cocoons 
appeared on the walls of the jar, and from these hatched 
minute flies. ‘‘ That,’ said Joe, ‘‘ proves there was 
flies’ eggs in the potato, don’t it?” I pointed out that 
the cocoons were on the sides of the jar and not close 
to the potato ; that he had pierced the metal lid with a 
hole large enough for the fly to enter and lay eggs; and 
that he had probably not sterilised the jar in the first 
instance. Joe looked reproachfully at me for criticising 
his scientific experiment, and ‘stoutly maintained that it 
proved the folly of using artificial manures. 


x xo * 
Some writers have expressed fears that the National | 
Health Service Act may lead to censorship of medical 


articles. One learned and apparently prolific author has 
described the fate of his works when on military service. 


. His communication passed from one senior officer to 


another in an ascending and vicious spiral ; 


~ 


during this 


l 


' large for the rest of their lives. 


`~ 
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progress the author, feeling it imperative to add more 
recently acquired knowledge, was forced to dispatch 
is corrigenda up the same route. He rightly ‘feared 
that the eventual date of publication would find many 
corrigenda breathlessly but vainly on the ascent, and his 
colleagues would remain unaware of these improvements. 
I cannot but think, however, how pleased I shall be to 
have a statutory public of senior officials for my articles. 
It is surely better to be read with distaste then to be 
completely ignored. | 
This recalls to my mind an incident in my humble 
service in His Majesty’s Forces. My length of service 
and lack of any outstanding characteristics in my 
opinion warranted promotion. It merely remained to 
bring my name before those in authority. A recent 


~ circular had particularly stressed the chances of original 


thought and research available to all M.o.’s in the Service. 
Those who complained of lack of work were self- 
confessedly incapable of profiting by the material at 
hand. I forthwith took this to heart. My work was 
the inspection of a large number of men for pediculi 
pubis, an arthropod which as a backward student I 


e had never seen, and, since the men'I inspected had been 


thoroughly examined a few days previously, I did not 
expect to see now. However, watching the inguinal 
regions flicker like a moving picture past my field of 
vision, I sat casually visualising their owner’s facial 
appearance. After the first few thousand I became 
remarkably proficient. The words of the circular came 
to my mind and I set down a few notes on my technique. 
Tables of frequency distribution and standard errors 
were to follow. Maybe, I thought, identity-card 
photographs and fingerprints would become things of 
the past. Spies could be recognised instantly. A 
short preliminary note was prepared for publication and 
submitted. 


Alas, all that came of my patient work was a telegram 
dispatched with quite incredible promptitude, stating 
, that the article was not, répeat not, to be published. 
My dreams of the new science of inguinal-phrenology 
were dashed to the ground and I ended my service with 


the same rank. 
° * * xæ 


The poison pen of an anonymous-letter writer became 
busy iù our hospital. At last his efforts could no longer 
be ignored; he alleged ‘“‘ something shocking in the 
woodshed.”’ Suspicions all pointed to one man, whom 
I proceeded to interview. I had imagined myself 
something of a sleuth and by no means unsuccessful as 
a cross-examiner ; but, try as I might, I could not pene- 
trate his protestations of innocence. Later the police 
referred the specimens of handwriting to distant experts 
who quickly and confidently diagnosed that he, and 
only he, could have written the letters. 
by this calligraphic certainty and by the speed by which 
a detective secured, in as many seconds as I had wasted 
minutes, a signed confession and complete retraction. 
Incidentally, we did not prosecute; the man resigned 
and showed his gratitude for leniency by writing openly 
to those in high places making unfavourable comment 


against our services. 
x * * 


Attending the B.M.A. Representative Meeting gave 
one a grand opportunity to visit Cambridge once more. 
To live again in college after nearly a quarter of a century 
is a wonderful experience. Apart from the delightful 
set of rooms, the marvellous cooking, and the service, 
there is the atmosphere, hard to describe but very real— 
something not apart from everyday life but an inspiration 
to live a full life, surrounded by beauty. To men in their 
formative years this contact with a society dedicated 
to learning as the ideal must have a profound and 
lasting effect, shaping their attitude to the world at 
Despite the many 
superficial changes the fundamentals are the same—to 


` be afraid of nothing strange or new while keeping the 


best of the vast ; to be confident in the superiority of the 
mind while enjoying the things of the body; to .be 
determined to give of your best to the material world but 
seeking inspiration, uninhibited by prejudice, in the 
spirit. 


I was amazed’ 


Letters to the Editor 


BENEVOLENT, FUND APPEAL 


Sir,— Westmoreland Lodge has been opened as a 
residence for some of our beneficiaries; and we now 
need a sick bay or hostel where care and special attention 
can be given to residents during illness and in their 
declining years. This is a most urgent and pressing 
problem. aac. 

` There recently appeared in the medical press the 
statement that the Medical Insurance Agency had 
entrusted to the Royal Medical Benevolent Fund £1000. 
I should like to amplify this. The cheque we actually 
received from the Medical Insurance Agency was for 
£1200. The agency gave full discretionary powers to the 
committee, though expressing the desire that £1000 be 
allocated to form the nucleus of a fund to establish proper 
provision for the sick and infirm. My committee, realising 


that the need is so very urgent, has allocated the whole | 


of the gift of £1200, together with the income-tax which 
will be recoverable under this covenant payment, to 
form the nucleus of a special fund. With this magnificent 
opening I am makihg an appeal to the profession to 
enable us to complete the project. | Whole-hearted 
approval has been shown of our determined efforts to 
give . residential accommodation which we have been 
able to do through the generous bequest of the late 
_ Dr. Arthur Holdsworth Davis. We now ask the profession 
_for the necessary financial support to establish a hostel 

for the sick and infirm. ` 
Contributions should be marked ‘‘ Westmoreland Lodge 
Sick Bay,” and forwarded to 1, Balliol House, Manor 
‘Fields, Putney, London, S.W.15. 
C. L. BATTESON 


Honorary Treasurer, 
Royal Medical Benevolent Fund. 


- SUPERNUMERARY NIPPLES AND NEUROSIS 
Srr,— Dr. Harper’s observations (June 12) may be 


extended in a curious way. Many years ago I was inter- ' 


ested in the charming of warts. It is common knowledge 
that the application of the milky fluid from the broken 
stems of various plants is one of the many recommended 
cures. So is that of saliva. : 

My first attempt at charming was an encouraging 
success. When an intelligent boy of about 13 stretched 
out his hand for his case-sheet I noticed that it was 
covered with warts. There must have been at least 50 
altogether, for I counted 10 large ones on the thumb 
alone. Most of us have used a thumb as a supernumerary 
“nipple; and how else shall a cigarette or a pipe be 
regarded ? 

The boy, who had access to a chemical. laboratory, 
had for some months tried several reagents, including 
strong acetic acid, without success, and now eagerly 
agreed to try my method. I took .him on one side, and, 
after binding him to the utmost secrecy, told him to 
touch each wart with the tip of his wet tongue every 
morning the moment he awoke, before any food whatever 
had passed his lips, for then the saliva was peculiarly 


poisonous to warts; and in a month they would have ' 
By a subterfuge the boy had been. 


gone. They went. 
- weaned. - 
I related this success to the sister in charge of the 
school clinic, who asked if I thought that she could cure 
in the same way a boy of 8 whose many warts persisted 
‘in spite of all her treatment. I thought she might if she 
attended ‘to the ritual properly. A month later she 
reported total failure, whereupon I sent for the boy and 
asked how he had carried out the ‘instructions. He said 
that each morning he had got sdme spit on the tip of his 
finger-and touched the warts with it. As for secrecy, he 


had only told his school-teacher, who had laughed © 


mockingly. I looked grave, chided him for his slackness, 
and said that if he really wished to get rid of the warts 
he must steal a potato from his mother’s store, halve it, 
touch each wart with the raw surface, and then bury the 
potato in the backyard by the light of the full moon—all 
in the greatest secrecy. At the end of a month the warts 
had disappeared. Another subtle weaning. 

A sceptical colleague, a man in his fifties, amused by 
my fantastic stories, asked if the process would work 


1 
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with him. He had had a wart on his shin for forty years 
which had defied treatment. Not being an acrobat, he 
said, he could not touch it with his tongue. Besides, 
he knew the thing was just spoof, and he had no faith. 
I assured him that in the circumstances it would work if 
he applied the saliva with his finger. Either his knowledge 
was insufficient or his faith greater than he knew, for 
the wart faded away. : 

I should have hesitated to put these experiences on 
record but for the fact that Dr. Millais Culpin has told 


, me that in his early days at the London Hospital patients 


with warts were generally referred to a certain sister 
who charmed them away. Moreover, I have heard a 
leading skin specialist declare his belief in the efficacy of 
charms. If tissue change can indeed be thus induced, it 
is reasonable to suppose that corresponding emotional 
impulses may actually cause the warts. In my boyhood 
I was warned never to wash my hands in water in which 
eggs had been boiled, lest warts should result; and 
Wynne Parry has recorded! how a young woman’s 
recurrent attacks of iridocyclitis were traced to mere 
contact of the unbroken skin with eggs. It is the old 
story of sexual prohibition in another disguise. 

. his communication on bodily changes during 
abreaction Moody ? carries the matter further; signifi- 
cant organic lesions have developed before his eyes as 
a result of deliberately provoked emotional stress, and 
the manifestations have borne a definite relation to the 
nature of the emotion. His observations support the less 


easily proved dramatic phenomena’ I described in an - 


article on sympathetic disturbance in connexion with 
thoughts of death by hanging.® — | 

' Some day someone may link up the capricious wart 
with the variable facial pimple that announces the 
approach of a menstrual period, the acne that tells of a 
difficult adolescence, the stye that is supposed to yield 
to the magic touch of a wedding ring, and—who knows ? 
—the malignancy that seemsto hover about a chronically 
irritated nipple or mole. Irritation can come from 


| within as well as from without. ; 


Portsmouth. ; W. S. INMAN. 


AFTERMATH OF A CAUDA-EQUINA LESION 


Sir,—In the article on this subject in your Disabilities 
series (April 17, p. 608) the patient makes a plea for a 
very light calliper. 
experimenting with a thin wall high-tensile steel tubing, 
which I have found most satisfactory. The tubing 
has an outside diameter of */, in. and a wall 2%/, 999 in. 
thick. The steel is the kind used for golf-clubs, and it 
reduces tHe weight of the calliper by as much as two- 
thirds. The tubing is supplied by Messrs. Accles & 
Pollock, of Birmingham. 


Physical Medicine Department, . 
General Hospital, Northampton. 


THE GEOGRAPHICAL ORIGIN OF NURSES 


Smr,—Dr. Barnet Woolf’s statistical demonstration 
(June 19) of where more recruits to nursing could be 
found is most interesting. 

"It may be worth while reminding ourselves once more 


T. K. DAVIDSON. 


; that compulsory residence for nurses is a relic of the 


Nightingale rehabilitation of nursing in 1860 and after- 


wards. At that time young women of the type Florence ` 


Nightingale wanted could not have lived in the neighbour- 
hood of most hospitals, and there was then no transport 
to bring them in from more respectable neighbourhoods. 
Florence Nightingale relied on the influence of the 
nurses’ home to safeguard the respectability of the 
nurses. 

In modern times one of the disadvantages of nursing 
as compared with other work is payment largely in kind. 
If the nurse were paid a gross salary so that she had 
more command over her earnings, it would be much 
easier to compare her position fairly with that of other 
students and employees. Girls living at home could 
contribute to the family income when necessary. Those 
for whom accommodation had to be found would enjoy 
a greater sense of freedom if they paid for it themselves. 

London, W.2. G. B. CARTER. 

1. Parry, T. G. W. Brit. med. J. 1939, fi, 396. 


2. Moody, R. L. Lancel, 1947, i, 964. 
3. Inman, W.S. Med. Pr. 1939, 202, 121, 


For some time past I have been” 


' developed paralysis. 


FOR AND AGAINST MYANESIN 


S1r,-—A short while ago I wrote! saying I had never 
seen a thrombosis following ‘ Myanesin,’ and I wondered 
whether this untoward effect could be due to errors of 
technique. It was kindly pointed out to me at the time 
by leading anesthetists that I had been very lucky and 
that in time I must encounter this trouble. 

I have now seen it—a thrombosis 12 in. long in the 
right arm, rendering the patient (who is perfectly 
recovered from her hysterectomy) unable to write, darn 
her husband’s socks, or tolerate the contact of the arm 
with her body. Since seeing is believing I now apologise 
to the anesthetists for the suggestion that errors in 
technique could be the cause of the thromboses. . 


London, W.1. ° KEITH VARTAN. 


GROWTH-RETARDING FACTOR 


Smr,—In their preliminary communication of May 15 
on a growth-retarding factor in maize bran, Mr. Borrow 
and his colleagues gave an analysis of mice weights and 
of diets, but they made no mention of taking a peep 
inside their dwarf mice. Perhaps they have forgotten the 
history of thiourea ? In 1941 New Zealand investigators 
reported retardation of growth in rats fed partly on rape 
or turnip seeds. Without a consideration of imbalance 
of amino-aeids or multitudinous growth factors they 
labelled the seeds as possessing a goitrogen because their 
dwarfs had enlarged, cellular thyroid glands. Later they 
isolated the, goitrogen thiourea from rape and turnip 
seeds. It seems essential, in the present work, to eliminate 
such a possibility before entering the unknown. | 

Regina General Hospital, N. G. B. MCLETCHIE. 


Saskatchewan. 
DECUBITUS IN THE MENINGEAL STAGE OF 
POLIOMYELITIS l 
Sm,—Dr. Ryle’s interesting article of June 19 (p. 945) 
demonstrates the wide tendency to accept Russell’s 


view ? that early immobilisation of cases of poliomyelitis - 


decreases the severity of paralysis. Perhaps it would not 
be out of place to comment on the premises for this 
conclusion. 

Russell, who questioned 44 convalescents, found he 
could distinguish a meningeal preparalytic phase in 41. 
Of the 20 cases who had had abortive or mild attacks 10 
had been treated in bed, from the first appearance of 
Meningeal symptoms, and of the 21 who developed 
paralysis only 1 had taken to bed during this stage. 
Russell’s conclusion that these figures are significant 
would, however, be invalidated if an error occurred 
in sampling. t is here suggested that since Russell’s 


observations were confined to convalescents, and since. 


his cases were collected from four different cities, he only 
saw that small proportion of abortive cases which 
happened to be recognised in the meningeal stage. This 
method of sampling was likely to reveal-a much higher 
proportion of paralytic cases. If so, the history obtained 
from the latter gave a more average picture of the 
behaviour of patients in the meningeal phase. 

Paul and his co-workers,’ Casey and his colleagues,‘ 
and Ryle have discovered abortive cases-only by careful 
observation of contacts; and these and other writers 
agree that the abortive cases greatly outnumber the 
paralytics. Casey even suggests that the ratio is 98 
abortive cases to 2 paralytics. 

During last year’s epidemic 7 paralytic cases, 1 fatal 
case, and 10 abortive cases, were treated at Catterick 
Camp and later described by me.5 Of the paralytic 
cases, 6 were treated in bed from the start of the menin- 
geal stage, but after thirty-six hours to four days 
2 Similar early treatment was 
instituted in the abortive cases. These men regarded 
their meningeal symptoms lightly, and I concluded that 
in civilian life most of the paralytics ‘would have been 
admitted to hospital only after onset of paralysis, and 


1. Lancet, 1948, i, 613. : 

2. Russell, W. R. Brit. med. J. 1947, ii, 1023. 

3. Paul, J. R., Salinger, R., Trask, J. D. J. Amer. med. Ass. 1932, 98, 

4. Casey, A. E., Fishbein, W. I., Abrams, I., Bundesen, H. ¥. 
Amer. J. Dis. Child. 1946, 72, 661. 

5. Dixon, G. J. Brit. med. J. 1948. i, 1175. 
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hospital at all.. However, in spite of this early treatment 
in bed, the paralysis-rate of 0-36 per 1000 troops at 
Catterick Camp compares unfavourably with 0-12 in 
„Eccles. and 0:06 in Glasgow’ per 1000 persons over 
16 years of age in 1947. 
Southern General Hospital, Glasgow. -G. JoLy DEXON. 


' ATTACK ON RHEUMATISM 


Str,—The many letters you have published under. this” 
heading have denionstrated the wide interest in the 
subject ; but few have had any bearing on the aspect 
that was in my mind in the letter that I wrote at the 
outset. This stressed the importance of the general 
practitioner in the attack, and pointed out how he might 
be better trained for the important part he will always 
have to play. Probably the most important stage of all 
in the campaign is the recognition of the earliest signs and 
warnings, and of the influence of hygienic conditions, food, 
housing, occupation, psychological factors, &c., which 
come under the observation of the family doctor. The 


specialist in whatever branch seldom sees these in action ; - 


` he sees only their effects. One may perhaps compare the 

rôle of the general practitioner to that of the politician 

who sees and is concerned with those causes which lead to. 
war, while the specialist only comes into action when. 
-the conflict has begun or may even be far advanced. Too 

often the attempt to control and to remedy the resulting 

damage is only begun when it is too late. The ortho- 

peedist, for example, who might be called in at the earliest 

stages, is by many only supposed to be of service to devise 

splints and supports, or even to operate at the last 

stage in the disastrous history. 

Let the family doctor and the medical ‘student be 
taught the stiological factors and the prodromal signs, 
so that if his efforts fail to prevent or cure he may 
recognise the moment to call in the colleague who has 
wider knowledge and experience, under whatever desig- 
nation he may elect to practise, provided it is not a 
narrow specialty. The specialist with a limited outlook 
may be a danger rather than a help, and the last state of 
the patient be sans teeth, sans tonsils, sans money, sans 
everything which makes life worth living. The general 
practitioner should be assisted, not superseded, whenever 
possible. 

Too often one hears a patient say: ‘‘ Oh, my doctor 
takes no interest in rheumatism ’’—a deplorable reflection 
on the education which has failed to teach him that no 
disease or group of diseases touches medicine at so many 
points or needs a wider knowledge of medicine in general. 
On the other hand, many practitioners could make 
valuable contributions to our knowledge of the rheumatic 
diseases, both as to cause and treatment, from their wide 
observation and experience. I should like to hear more 
from: them before this correspondence ceases. We are 
wandering too far from the highway into fascinating 
byways which may prove of little practical value. 

Ashbourne. | CHARLES W. BUCKLEY. 


SCHOOL DOCTORS AND THE ACT 


Sir,—Your: correspondent ‘‘ Father of Eight ” asks 
“ What is the position of school doctors under the 
Act?” He then proceeds to give not only the wrong 


answers to his own question but to make definitely | 


misleading statements. 

The Medical Officers of Schools Association, of which 
I was president from 1946 to 1948, asked the Governing 
' Bodies Association to negotiate with the Ministry of 
Health on our behalf, and the result was a letter from 
the secretary of the Ministry of Health stating that 
for additional services not covered by the provision of. 
general medical services, such as the carrying out of 
routine or special examinations and the giving of advice 
on general health matters to the school authorities, the 
school authorities would presumably wish to make some 
special payment to the doctor. This applied particularly 
to the part-time doctor, and a separate sentence was 
added for those public schools which employed whole- 
time doctors to the effect that if this doctor was receiving 
a whole-time salary from the school authorities, arrange- 
ments could be made with him to authorise payment 
of the appropriate remuneration due from the executive 


6. Sweetman, W. P. Ibid, p. 1172. 
- 7. Personal communication, Glasgow Public Health Department. 


council direct to the school authorities. ‘‘ In any event, 
these authorities -will wish to remunerate such doctors 
for services provided outside the scope of the National 
Health Service, such as those referred to’earlier.”” This | 
has been confirmed by administrative memorandum 
no. 284 of June 18, 1948, from the Ministry of Education. 
This refers to the Minister of Health’s circular to local 
education authorities, governing bodies of special schools. 
and secondary schools with boarders, training colleges, 
&c., and says : ` i a | 
`“ Where the doctor provides general medical care under 
the National Health Service in accordance with the 
arrangements set out in this memorandum, he will be paid 
by the Executive Council. He will not be entitled to charge: 
any additional fees for these services, but it will be open 
to the authorities of the school or other residential educa- 
tional establishment to pay him for, e.g., routine medical ' 
examinations made in particular cases at their request. 
If the doctor is receiving a whole-time salary from the 
school or establishment, he will be able to authorise the 
Executive Council to pay direct to his employers the fees 
due to him from the Council.” 


These quotations from official letters show that the 
verbal message that ‘‘ Father of Eight ” obtained from — 
the Ministry of Health is, in the words of a popular | 
comedian, ‘‘ Not worth the paper it is written on.” | . 

The amount of extra work that the school medical 
officer has to do over and above just seeing after the 
sick is enormous if he really takes his duties seriously, 
and the Governing Bodies of Schools Association rightly 
appreciate that the labourer is worthy of his hire. 
I think ‘‘ Father of Eight ” will appreciate the justice 
of the Ministry of Health’s and the Ministry of Education’s 
official recommendations. | 

Rugby. | R. E. SMITH. 


LEUKAEMIA PRESENTING WITH NEUROLOGICAL - 
MANIFESTATIONS . 


Sm,—Having read Dr. Gauld’s article (June 19), and 
since only 5 out of 69 cases of leuksemia presented 
initially aS a meningitis in the series of Schwaub and 
Weiss,! I feel it may be worth recording the following 
case, which also presented as meningitis. i ses 

A boy aged 4 years and 4 months, an only child of a healthy | 
family and with no history of previous significant illness, 
was admitted.to the Hospital for Sick Children, Great Ormond 
Street, under Dr. Sheldon, with the history that six days 
before admission he complained of a ‘‘ nasty taste” which 
caused him to vomit once. Later the same day he knocked his 
head with no undue violence, but complained of the pain 
far longer than was thought usual for him; subsequently 
and up to admission he did not complain of any headache. 
Five days previously he had vomited twice in an effortless 
manner, and, becoming increasingly drowsy and listless, had 
vomited repeatedly. A dry cough had been noted for 3-4 
days only. . | i 

Examination.—Normal size for age. Temp. 100°F; pulse- 
rate 110 per min.; respirations 36 per min., face flushed. 


Practically comatose, but consciousness varied and he -- 


responded to questions slowly. Enlarged tender glands in the 


. posterior triangle of the neck, and smaller enlarged glands in 


the axillary, epitrochlear, and: inguinal regions. Right, side 
of chest bulging forwards slightly, and respirations irregular. 
Liver felt one finger-breadth below the costal margin ; spleen 
just palpable. Flexion of the neck produced severe pain and 
rigidity ; Kernig sign positive. Pupils constricted, but 
reacted to light. -Some early papilledema with engorged 
vessels; no choroid tubercles seen. No petechiæ or other ' 
abnormal physical signs. 

Progress.—At first the child was thought to be suffering 
from miliary tuberculosis with accompanying meningitis, 
but the cerebrospinal fluid was normal in every respect. Next 
morning he complained of occipital, arm, and leg pain. The 
liver had enlarged to 2 finger-breadths and the spleen to one 
finger-breadth below the costal margin. 

Until now a definite diagnosis had not been made, but a 
blood-count revealed acute lymphatic leukemia, the blood- 
picture- being as follows: red cells 3,300,000 per c.mm. ; 
Hb 55% (7-7 g. per 100 ml.), white cells 820,000 per c.mm. 
(composed entirely of lymphocytes and lymphoblasts). 


1. Schwaub, R. S., Weiss, S. Amer. J. met. Sci. 1935, 189, 766. 
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Radiographic examination of chest showed large mediastinal 
glands, but there was no evidence of metastases in the long 
bones or skull. On the 4th day after admission he was still 
conscious, but had severe head retraction ; the cervical glands 
had enlarged further, and the spleen was now down to the 
umbilicus and the liver 3 finger-breadths below the costal 
margin. His condition deteriorated rapidly and he died 11 
days after admission—i.e., 15 days after the onset of the first 
symptoms. Permission for a necropsy was not obtained. 


The pronounced signs of meningitis could hardly be 
explained by infiammation of the comparatively small 
cervical glands causing local irritation and spasm, and 
‘it must be presumed that there was infiltration of the 
meninges. 


I wish to thank Dr. Wilfrid Sheldon for permission to 
publish this case. | 
London, N.W.3. BERNARD M. LAURANCE. 


INCOMES FOR SPECIALISTS AND GOVERNMENT 
MEDICAL OFFICERS 


Srr,—The Institution of Professional Civil Servants, 
as the Civil Service body representing medical officers 
in the Civil Service (other than those employed in the 
: Ministry of Health and the Board of Education), was 
very interested in the letter in your issue of June 19, 
signed by ‘‘ A Stepchild of the Profession.” It is time 
that attention was drawn to -the inadequate salaries 
paid' to medical officers in the Civil Service. The service 
requires doctors with high qualifications and wide experi- 
ence, but owing to the low salaries and poor prospects 
which are offered it is finding great difficulty in recruiting 
candidates of suitable calibre, and in retaining those it 
has been able to recruit. Indeed, those who have been 
in the service for many years are now seeking employment 
outside thé, service, even when this means that they 
will lose the valuable superannuation rights which they 
have earned to date. The remuneration to be enjoyed 
by general practitioners and consultants and specialists 
under the National Health Service is so much higher 
than that in operation in the service that, unless immediate 
action is taken, the service must resign itself to losing 
the best qualified of its doctors and to recruiting sub- 
standard candidates who will be unable properly to 
carry out the highly responsible duties now assigned to 
medical officers in the Civil Service. 

This institution has already written to the Treasury 
pointing out that the difficulties which it has experienced 
in recruitment will now be still further increased, and 
asking it to consider a revision of the salary scales of 
medical officers in the light of the Spens reports. 

| - R. MILLER 
Acting General Secretary, 
f Institution of Professional Civil Servants. 
17, Hans Place, London, S.W.1. 


EPILEPSY 


Srr,—I read with great interest the article on epilepsy 
in the “ Disabilities ’’ series. As the writer points out 
` there is a need to educate the public and those in charge 
of industry about epilepsy. In this respect we are 
several steps behind the United States, but moves are 
being made which I think should be made known—even, 
to the medical profession, who are familiar with the 
disability but not necessarily with its social and industrial 
problems. — 

The Ministry of Labour has circulated a leaflet on 
epilepsy (form DPL5) to selected employers all over the 
country, and the Disablement Resettlement Officers have 
followed this up by personal visits. The leaflets are also 
available at local employment exchanges. But this, of 
course, touches only the fringe of the employment 
problem and much more needs to be done. A group of 
people in Birmingham have asked the Ministry of Labour 
to set up special workshops for epileptics unfit for 
industry but not seriously enough handicapped to go 
into a colony or to remain at home doing outwork. 
Alternatively we want places definitely allotted in the 
Remploy factories. In order that epileptics can be 
recommended to employers with more confidence special 
stabilisation centres or clinics are required, to work in 
close contact with industry. Two such have already 
been set up, at St. John’s Hospital, Battersea, and at 
All Saints’ Psychiatric Clinic, Birmingham. The National 
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Hospital, London, is making a social survey, and there 
is an interesting ‘‘ half-way house ” experiment in being 
at St. David’s, Edmonton. 

Some of us feel that to make any real progress we need 
two things soon: a national association and a Government 
working party. 

Birmingham, _ H. HALSTEAD, 


SIR, —I should like to thank the author of that remark- 
able account of epilepsy from the patient’s point of view, 
which appeared in your issue of June 26. One does not 
get to know these things in the ordinary way. 

Granted that the fit is a very individual matter, it is 
good to know that some patients do not find their attacks 
unpleasant, and may even have a feeling of extraordinary 


wellbeing on coming round. That the aura can be worse 
than the attack, and in particular that this sensation 
may persist after attacks as such have been controlled, 


shows that we must not rest until these patients have 
obtained complete relief. Lennox ł mentions an almost 
identical case, in which the persisting aura was quelled by 
means of ‘ Mesantoin’ (methylphenylethylhydantoin). 
London, W.1. . HA. PULLAR-STRECKER. 


| NEURALGIC AMYOTROPHY 

S1r,—The syndrome described by Dr. Parsonage and 
Dr. Aldren Turner (June 26) appears to consist in essence 
of an asymmetrical, patchy, atrophic paralysis of the 
muscles of the upper limb with a predilection for the 
shoulder-girdles, combined in some cases, with mild 
cutaneous sensory loss. The picture is highly suggestive 
of a mononeuritis multiplex. Kernohan and Woltman ? 
found this type of neuritis in 20% of their cases of poly- 
arteritis nodosa and were able to demonstrate that the 
changes were brought about by nerve ischemia following 
an obliterative arteritis of the vasa nervorum. The 
authors agree that their syndrome is probably identical 
with neuritis following serum injections, and this lends 
support to the suggestion that an allergic necrotising 
arteritis of the type found by Kernohan and Woltman is 
the pathological basis of their clinical findings. 

' Grays, Essex. R. N. HERSON. 


THE PAIN CHART 


Smr,— Readers have no doubt liked Dr. Keele’s 
unassuming but important article last week. His investi- 
gation has Jed him to suggest that irregularity in the 
time-intensity curve shows psychogeny, total or as a 
considerable contributory factor. I think we can under- 
stand why a certain regularity of the chart characterises 
organic pain, since it must be dependent on the reaction 
of the diseased part to the routine influences in daily life, 
as well as to the course of metabolic processes. 

May I point out that genuine psychogenic pain occurs 
sometimes at regular intervals and hours ? This may be 
the case when pain is the presenting symptom of a severe 
psychoneurosis, and not merely-a component of an 
organic pathological process or the product of the 
patient’s reaction to such an illness. The pure psycho- 
genic pain occurring at certain hours (sometimes on 
particular days of the week or month) points to a trauma 
that took place at a certain time. If this event occurred 
during the night, the patient may be awakened by his 
pain at a certain stereotyped hour. Apart from such 
rare cases, the purely psychogenic pain, however trouble- 
some otherwise, does not disturb sleep, unless accompany- 
ing an incidental dream of a specific content. Psychogenic 
pains of a serious nature do not respond satisfactorily to 
analgetic drugs—a characteristic they share with organic 
central pain—and even less to placebos, even though 
they may do so once or twice. 

London, W.1. S. Lowy. 


BIOGRAPHY OF SIR BERNARD SPILSBURY 


Simr,—I am collecting material for a biography of my 
father, the late Sir Bernard Spilsbury, and would be 
most grateful to anyone who can supply details of his 
life and cases which would assist the biographer. Docu- 
ments or photographs will be copied and returned 
immediately. 

8, Eton Hall, Eton College Road, 


London, N.W EVELYN STEEL. 


\ 

1. Lennox, W. G. Amer. J. Psychiat. 1946, 103, 159. 

2. Kernohan, J. W., Woltman, H. W. 
1938, 39, 655. 
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Children Bill l 


IN moving the third reading of the Children Bill in 
the House of Commons on June 28.Mr. CHUTER EDE, 
the Home Secretary, said it was some tribute to the 
work that could still be done by enlightened people 
using the more respectable parts of the press for the 
ventilation of public grievances that this great measure 
had virtually grown from a letter written to the Times 
_ by Lady Allen of Hurtwood. The, Bill placed new and 
heavy duties on local authorities and brought into being 
the important post of children’s officer. Mr. KENNETH 
LINDSAY regarded the measure as transitional pending 
a more enlightened conception. Commander GALBRAITH 
urged that in the appointment of children’s officers 
too much stress should not be laid on academic qualifica- 
tions. Mr. YOUNGER, replying to the debate, paid 
a tribute to the voluntary organisations which, he said, 
were responsible for a large number of children and to 
which a great deal of initiative would still be left. 


~ 


Medical Service in Factories 


- In the adjourned debate on the second reading of the 
Factories Bill on July 2 Dr. H. B. MORGAN expressed 
‘deep concern in regard to this measure. He regarded 
it as retrograde. The complement to the National 
Health Service Act would have been an Industrial Medical 
Services Act for which there was a great desire among 
. the organised workers of the ‘country. The part of the 
Bill to which the trade-union movement took most 
exception. was the new provisions in regard to the 
examining surgeons whose duties were defined in the 
main Act of 1937. Not only was there to be a change 
of name, but a doctor selected by employers, individually 
or in combination, or the industrial. medical officer 
appointed by the employer in a particular factory, would 
have the option of being appointed as a factory doctor 
and be able to fulfil all the duties formerly imposed 
on the examining surgeon, who was supposed to be an 
impartial person appointed by the appropriate Govern- 
ment department. ` Dr. Morgan suggested that the 
Minister should make this provision particular instead 
of general, and take authority to say that the company’s 
doctor should not usually be appointed to the post. 
The decision on recruitment into industry, instead of 
being decisive, should be subject to appeal. The Bill, 
as a whole, was not the way in which the Government 
should handle an industrial medical service. Only the 
large factories had industrial medical officers under the 
regulations made by the former Minister of Health. 
What was being done about the small factories in which 
a might be as many health hazards as in the large 
ones 

After further debate Mr. G. ISAACS, Minister of Labour, 
said he had a great deal of sympathy with Dr. Morgan’s 
point. He knew that if the firm’s doctor was the one 
who was to certify whether a man had contracted a 
particular disease in that firm or not, the worker might 
have a doubt in his mind, although he (Mr. Isaacs) 
did not believe that a doctor would be swayed from his 
professional ideals. He had given an undertaking to 
examine with the most meticulous care any amendments 
designed to remove doubts and misunderstandings on 
this score. If he thought the Bill would retard the 
introduction of a full industrial medical service he would 
hesitate about giving it his support. 

The Bill was read a second time. 


7 ' Supply of Artificial Limbs 


In the House of Commons on July 1 Mr. GEORGE 
BUCHANAN, Minister of Pensions, said that arrangements 
had been made which would enable every firm which was 
able to produce an artificial limb of high quality to 
continue in production. These arrangements were : 


(1) Every patient requiring a limb will be asked to attend 
at one of the Ministry’s limb-fitting centres reasonably 
close to his home. 
of Pensions experienced and highly qualified limb-fitting 
surgeon who, in consultation with the surgeon who performed 


Es 


PARLIAMENT 


` for his particular stump. 


He will there be examined by a Ministry » 
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the amputation, will prescribe the type of-limb required 

(2) The patient will then be given all necessary information 
to enable him to make his choice of limb from lists of makers 
whose limbs have been approved by the Ministry of Pensions 
and who have entered into a contract for this purpose. 


(3) If he chooses a limb such as is now being supplied to 
war-disabled pensioners he will. get this as a free issue. If 
he chooses an approved limb of some other make and this 
costs more, he will be charged the excess. 


(4) If he chooses the free limb, he will be dealt with 
throughout at the Ministry’s limb- fitting centre. If, however, 
he chooses another. approved limb he will be put into touch 
with the maker who will arrange for measurements to be 
taken and fittings to be given. He will be required to attend 
at the Ministry’s limb-fitting centre when he has been satis- 
factorily fitted in this manner where he be examined 
by the limb-fitting surgeon, who will ensure that the limb is 
satisfactory in all respects. 


The object was to allow the patient a reasonable choice 
in regard to the type of limb and maker, while putting 
at his disposal all the specialised medical skill acquired 
by the Ministry’s limb-fitting service. 


_ In answer to Dr. HADEN GUEST, the Minister said that. 
his department spent a considerable amount of money 
and time on research. ‘It is our purpose not only to 
make the results of this research available to the main 
Government contractors, but also to every maker of 
artificial limbs.” He told Sir HENRY MORRIS-JONES 
that he regarded the scheme as a fair compromise and 


trusted that it would be given a chance to work. After 


a reasonable time it could be reviewed. 


QUESTION TIME. 
N.H.S. List of Doctors 


Mr. A. C. Bossom asked the Minister of Health whether 
he would state when the list of doctors in the Health Service, 
promised for June 21 or soon after, would be available in 
post-offices and libraries, so that the public might choose 


' their doctors.—Mr. BEVAN replied : I asked executive councils 


to get these lists into the post-offices on or as soon as possible 
after June 21. Some of them have already done so; others, 
including London, have net yet succeeded, but will do so as 
soon as possible. Any member of the public in an area 
where the lists. have not yet appeared can apply to the execu- 
tive council for the names of doctors on the list in his: 
neighbourhood. 

Answering a further question he added: I always expected 
that, in consequence of the tardiness of many of the doctors 
to sign up on these lists, there would be inconvenience after 
July 5. The House will recollect that the, official propaganda 
of the profession itself told the doctors that there was no 
hurry to sign up, and the result is that we have had a large 
rush of doctors in the last few days, making it quite impossible 
for executive councils to put up complete lists in time. 
Furthermore, many of the local medical committees pf the 
profession have asked the executive councils not to put up 
incomplete lists, because they said it would be unfair to 
those doctors who had not yet signed up, so that, in some 
instances, and in fact in many cases, it is entirely in conse- 
quence of the conduct of the official propaganda by the medical 
profession, for which I refuse to accept the slightest responsi- 
bility. The House will recollect that I myself issued leaflets 
urging the profession and the public to sign up. 


Mr. RALPH ASSHETON : I am sorry that the Minister has 
seen fit to put the blame entirely on the doctors, which we 
on the Opposition side of the House certainly cannot accept. 
Can the Minister indicate where communications may be 
addressed to these executive councils ? 


Mr. Bevan: The names and addresses of the executive 
couucils are put up in the post-offices and in some cases in 
the public libraries. Part of the difficulty in London is that 
some 1500 general practitioners have to be classified for their 
particular areas. Obviously, putting up 1500 names in one 
list is of.no use to anybody at all. 


Major Turton BEAMISH : Is it not absolutely unfair to put 
the whole blame for the delay on the doctors, than whom 
there is no more public-spirited body in the country? Is 
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not the whole cause the Minister’s own intense obstinacy in 
conducting the negotiations ? 

~ Mr. Bevan: I put no blame on individual doctors. I do, 

however, say that the situation could be expected when the 

profession’s own propaganda completely clashed with the 

instructions given by the Ministry of Health. 


Amendment of the N.H.S. Act 


Sir Huom Lucas-Toorn asked the Minister of Health 
(1) when he expected to receive the report of the committee 
which was set up by him to advise him on the disputed effect 
of the National Health Service Act, 1946, and (2) when he 
intended to introduce legislation to give effect to his under- 
taking to amend the National Health Service Act, 1946, so 
as to make it impossible to institute a full-time salaried 
medical service by regulation alone.—Mr. BEVAN replied : 
I hope to receive this report by the end of September and 
amending legislation to cover ‚anything necessary in the 


light of the report, together with the point mentioned in the 


second question, will be introduced as soon as possible 
thereafter. 


l Salaries of Deputy M.O.H.’s : 


‘Sir Ernest GRAHAM-LITTLE asked the Minister of Health 
whether he .was aware that, as in an example submitted to 


him, deputy county medical officers and deputy county. 


borough medical officers of health commonly received a 
salary of between £800 and £900 per annum, whereas specialists 
under the Spens report réceived a commencing salary of 
£1500 linked to age 32 years; and whether he would grant 
the above officers classification and remuneration as specialists 
when their status and qualifications were equivalent to those 
of officers recognised as specialists in other branches of the 
National Health Service.—Mr. ANEURIN BEvan replied : 
It is not for me arbitrarily to determine these officers’ salaries, 
but rather to encourage appropriate negotiating machinery 
for dealing with any proposals for revision. 


Public Health | 


Sickness Benefit for Contacts and Carriers 


, THE Ministry of Health announces (circular 115 /48) 

that under the National Insurance Act sickness benefit 
will be payable to carriers or contacts under medical 
observation where their exclusion from work is considered 
advisable. The certificate on the strength of which 
benefit will be paid must be signed by a medical officer 
of health ; and he is expected to exercise this right only 
with serious infections or special risks. 


a a of Infectious Diseases 
ENGLAND AND WALES 


Week ended June 


Disease 
| 5 12 "19 26 

Cerebrospinal fever ee oe 42 45 45 34 
Diphtheria = T = 166 160 158 137 
Dysentery .... ss 95 95 | 91 64 
Encephalitis lethargica .. 
Measles, excluding rubella 10,824 | 12,225 | 10,624 | 10,571 
Ophthalmia neonatorum - 58 | 48 53 47 
Paratyphoid fever sa ié 2 6 8 8 
Pneumonia, primary or influenzal 479 460 456 | 373 
Polioencephalitis. . F . | 1 1 ana 4 
Poliomyelitis ae ae sit 21 13 15 27 
Puerperal pyrexia aca “i 130 112 96 109 
Scarlet fever 1547 1562 1542 1649 
Smallpox .. aia z4 eh ai ss P 

Typhoid fever... we we 1 3 Th 3 
Whooping-cough. . 3298 | -3086 | 2803 
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Notes and News -~ 


THE NEW SERVICE 


In a broadcast talk last Sunday night the Prime Minister 
uttered “a word of caution” about the National Health 
Service which was to come into being next day. Owing to 
the war, great arrears would have to be made up in providing 
hospitals and reinforcing medical and nursing staffs ; and 
“ we shall have to be a bit lenient with the service at first,” 
he said. 

Monday’s Times points out that ‘ ‘ifin matters of insurance 
the middle classes are joining the masses, in matters of 
medical care the intention is to enable the masses to jom 
the middle classes. The aim is to establish, not a second- 
class ‘ utility ’ service for those who cannot afford something 
better, but to give to each the full care appropriate to his 
needs.” It adds that ‘‘ the doctor becomes a social servant 


in a much fuller sense than hitherto, not merely or mainly’ 


because the patient’s fee-paying capacity ceases to determine 
his medical care, but because ‘it is becoming increasingly 
difficult for any doctor to stand apart from his patient’s 

social difficulties or to work in isolation from the social services 
which now surround the family.” 


©- FACULTY OF OPHTHALMOLOGISTS 
REPRESENTATIVES of the faculty and of the Ministry of 


Health have met to discuss several points connected with ' 


the Supplementary Ophthalmic Service, including the use 
of drugs by opticians. The Ophthalmic Benefit Approved 
Committee have recently authorised the use of certain 

by opticians in National Health Service work. The faculty’s 
representatives have strongly opposed this, and the Ministry 
officials, while not committing themselves, have suggested 
that the commission appointed to consider registration of 
opticians should decide the matter. 

The question whether ophthalmologists should see patients 
in their own consulting-rooms under the Supplementary 
Ophthalmic Service has been discussed by the council. The 
faculty’s policy is that “ State patients” should be seen in 


clinics under the Supplementary Service or in hospital clinics — 


under the Permanent Service, and that this latter service 


should be inaugurated as soon as possible because in the- 


faculty’s view no Supplementary Ophthalmic Service clinic 

should take place in hospital. Where there is no clinic, it 
will presumably be unavoidable for patients to be seen in 
private consulting-rooms under the Supplementary Ophthal- 
mic Service, though in the council’s view this is likely to 
destroy private practice. 

The following have been elected officers of the faculty for 
1948-49 : president, Sir Stewart Duke-Elder ; vice-president, 
Mr. J. J. Healy ; hon. secretary, Mr. Frank W. Law; and 
hon. treasurer, Mr. O. M. Duthie. ~Mr. J. H. Doggart has been 
coépted to the council of the Royal College of Surgeons of 
England for 1948-49 as the representative of the faculty. 


PUBLIC HEALTH NURSE AND WARD SISTER 


THE nurse in hospital is to some extent cut off from other 
fields of nursing, and she must make a personal effort to keep 
in touch with her colleagues outside. Nevertheless, close 
links between the ward sister and the public health nurse— 
whether. the industrial nurse, health visitor, midwife, or 
tuberculosis visitor—mean better care, and continuity of 
care, for the patient. Miss F. E. Frederick, a senior health 
visitor, speaking at the annual conference of the Royal 
College of Nursing on June 30, remarked how widely families 
differed in seeking the help available to them. Some quickly 
learn where to go for help, others live for years in a district 
without findmg out. The health visitor is ready, in emer- 
gency, to take responsibility for tlte whole family in the home, 
but sometimes she does not hear of the removal of a parent 


to hospital, or of his return, until some time after the event. . 


When the mother has to go into hospital and leave young 
children, her anxiety about the family may hinder her own 
recovery. Ifthe ward sister will send a message to the health 
visitor in such a case, arrangements can ‘be made to meet 
the. family’s needs, and the health visitor can come and see 
‘the mother in hospital and set her mind at rest with a first- 
hand account of the children. Many ward sisters, it seems, 
allow their public health colleagues to call out of visiting 
ehours—a practice which might very well be general, for it 
means that the sister can possibly spare time to talk over the 


o 


case, and pass on to the health visitor or industrial nurse 


` 


d 
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details of aftercare which will be invaluable when the patient 
returns home or to work. A Cardiff hospital seems to be 
giving a useful lead: on one day a month visitors of any 
kind can hope to meet and talk to the surgeon, doctor, and 
sister in charge of the case which interests them. In Cardiff, 
too, health visitors following up diabetic and peptic ulcer 
cases have attended ward rounds to bring their knowledge 
of the management of these cases up to date. | 

Miss B. A. Read, head almoner of St. Thomas’s, showed 
how the almoner can act as go-between for ward sister and 
public health nurse. Where she is in close daily touch with 
the sisters she can often save the health visitor a personal 
call at the hospital to discuss a minor point. Miss Read 
finds it smooths the transition of a patient from the wards 
to the outpatient department when the almoner passes on 
to the outpatient sister information derived from the ward 
sister ; but this seems a roundabout system. Why can’t 
the two sisters discuss the case over lunch, like the rest of 
us ? In practice, no doubt, they often do. oe 


University of Oxford 


logy. 
University of London . 


Two chairs have been established in the department of 
pathology at King’s College Hospital medical school; a 
chair of morbid anatomy to which Dr. H. A. Magnus has been 
appointed, and a chair of chemical pathology to which Dr. 
C. H. Gray has been appointed. : ` 


Dr. Magnus qualified from Bart’s in 1932, taking his M.B. Lond. 
in the following year, and in 1937 he was awarded the gold medal 
in pathology for his M.D. thesis. After holding a house-appoint- 
ment at Bart’s he became senior lecturer in morbid anatomy there 
before taking up his present appointment as morbid anatomist at 
King’s College Hospital. During the war he served in the R.A.M.C. 
with the rank of lieut.-colonel. His published work includes papers 
on the pathology of gastritis and the experimental production of 
papillomata in the lungs. 

r. Gray graduated B.sc. Lond. with honours in chemistry in 
1932 before taking up medicine. He qualified from University 
College Hospital in 1936, taking his M.B. the following year. In 
1938 he obtained his M.sc. in biochemistry. He held the Graham 
scholarship in pathology and the Bayliss-Starling scholarship in 
physiology and biochemistry at caver College, where he also 
acted as demonstrator in biochemistry. Later he became lecturer 
in biochemistry at King’s College Hospital medical school and bio- 
chemist to the hospital. He is also honorary lecturer in biochemistry 
to University College. He is a fellow of the Royal Institute of 
Chemistry. He has published papers on ketonsemia and on serum 
treatment in nephrosis. 


University of Bristol 


The dissertations of J. N. P. Davies and Cecil M. Drillien 
have been approved for the degree of M.D. 


University of Manchester 
At recent examinations the following were successful : 


M.D.—H. G. B. Slack (gold medal), J. G. Coburn, Christopher 
Giles, John Grayson. W. P. Sweetnam (with commendation). 

B., .B.—D. L. Fox, B. L. Williams (second-class honours) ; 
Beryl G. R. Attwood, H. de C. Baker, F. B. Beswick, Joan Bolton, 
Alan Braddock, A. B. Bradshaw, M. A. Brennan, Dorothy E. N. 
B » R. W. Buckley, Frank Connor, Nancy M. Cosslett, J. A, L. 
Derlien, Michael Fasnacht, Constance M. Horrocks, J. D. Hunt, 
B. J. Kendrick, Jean Kershaw, Alexandra J. Kliman, Freda W. 
Lunt, Helen E. Mair, Winifred J. Millar, Sankar Panikkar, K. M. 
Pearce, Dorothy Pearson, S. D. Pratt, Patricia Rhodes, Keith 
Robinson, Jean M. Sheldon, Léonard Smith, P. J. D. Snow, G. A. 
Steele, R. M. Taylor, W. L. Tonge, Keith Tuxford, D. L. Watson, 
Hanus Weisl, J. L. Wilkinson. s | 

D.P.H.—D. G. Crawshaw, J. N. Dobson, Archibald Macfarlane, 
Mary P. McGlade, Marjorie L. Mackinnon, U. K. Menon, Joan E. 
Nuttall, Terence O’Grady, John Reed. 


` University of Durham 


At congregations on June 29 and 30 the following degrees 
and diplomas were conferred : ` 


M.D.—Gerard Lorriman, D. M. Prinsley,* E. G. Saint.* 

M.B., B.S.—G. D. Allen, G. S. Anderson, Phyllis A. Armstrong, 
E. A. Barnett, Joan M. Bates, J. F. P. Bell, C. W. Bewick, J. P. 
Birkett, E. L. Blair, T. D. Blott, A. N. Bond, John Bowden, A. D. 
Bowman, D. T. Bryant, A. O. Cassels, Elsie B. Chambers, A. D. 

s, D. R. Cook, W. E. Corringham, E. V. Cox, Ida M. Drake, 
G. H. Dunstone, Frank Ellis, T. A. Forster, N. D. Fraser, J. L. 
Gibbons, John Gilroy, R. A. Goodhead, R. W. Gould, Margaret H. 
Grant, Neil Hargreaves, K. S. Henley, J. E. Howson, W. E. Hurford, 
J. M. Jewitt, H. C. Jones, Joan King, Daphne S. Magee, G. F. G. 
Marshall, R. J. Marley, Avril E. M. Matthews, John O’Neill, S. G. 
Owen, J. K. Oyston, Thomas Parker, A. H. Petty, D. L. Postle- 
thwaite, J. R. K. Robson, Joyce M. Robson, Josephine Rutter, 
J. D. Sinson, G. C. Slade, R. T. Swinburn, Derek Tacchi, Joan M. 
Traves, Sybil A. B. Ward, Talbert Ward, Ann K. Wilson, Mary A. 
Wood, R. S. Yager. l 

D.P.H.—John Ardley, A. W. Hay, Mary C. Maclean, J. W. G. 
D bare imi R. Wilson, S. C. J. Falkman,* G. S. Michelson,* 

myth. 


D. A.S 
* In absentia 


Dr. G. P. Gladstone has been appointed reader in bacterio- 


University of Leeds : 


At recent examinations for the D.P.H. the following were 
successful: G. Higgins, G. W. Knight, J. Lyons. 


University of St. Andrews l 
At recent examinations the following were successful : 
M.D.—A. D. H. MacPherson (with honours); W. L. M. Perry 


(with commendation); W. M. Shearer. 

M.B., Ch.B.—W. É. Stewart (with distinction); I. T. Carrie, 
J. A. Clark, Marjorie Crumpton, J. C. Davidson, G. F. E. Edmondson- 
Jones, Hamish Fraser, W. A. Hogg, G. S. Nelson, J. H. Renwick, 
_W. F. Walker (with commendation) ;_C. K. Anderson, J. A. Black, 
R. J. P. Blyth, D. M. Brough, K. A. Buchanan, A. L. Cairns, T. G. 
Cameron, Jessie D. Carrick, Alison Chapman, D. H. Cook, I. W. 
Davidson, D. R. Edwards, Jack Eyton-Jones, Sheila R. Fisher, 
Elizabeth M. Ford, Alexander Gerrard, Mildred F. Gordon, J. G. 
Grounds, Margaret B. W. Gyle, Phyllis H. Jewitt, R. P. W. Kup, 
Tamsin M. R. Lee, Norman Levinson, Margaret S. Lewis, D. È. 
. Macdonald, R. S. McKelvey, C. A. Moodie, D. S. Munro, D. C. 
Murdoch, Edith M. Nairn, Megan C. Pratt, Joan A. Robertson, 
Catherine E. E. Sharp, Mary E. Shelswell, A. L. Stead, P.yA> N. 
Wainwright, F. W. Wigzell, Katharine F. Wilson. 


University of Dublin 


On June 30 at the school of physic, Trinity College, the 
following degrees were conferred : 

M.D.—D. H. A. Irwin, Bernard Kernoff, Ethna M. MacCarthy, 
Reuben Resnekov. 


B., B.Ch., B.4.0.—Elizabeth E. Bird, Doris J. Black, G. W. 
Brown, N. P. B ary a A 


A. R. H 


Wiley. 
L.M.—H. Q. Alto iey 


At a recent examination the following were successful : 


D.G.0.—G. P. Balouny, A. S. Choudhuri, Malak G : 
Salem Haydari, A. J. B. Paes. hannam 


Queen’s University, Belfast 


Dr. F. M. B. Allen has been appointed to the 
established Nuffield chair of child health. 


Dr. Allen, who is 50 years of age, is now lecturer in infant hygiene 
and diseases of children in the university, physician to the Betas 
Hospital for Sick Children, and physician in charge of infants at the 
Royal Maternity Hospital. He graduated M.B. with honours at 
the Queen’s University in 1920 and proceeded to the M.D. three 
years later. After graduation he held house-appointments at the 
Royal Victoria Hospital, Belfast, and from 1923 to 1924 he was 


newly , 


' Musgrave research student and later lecturer in materia medica 


at the university. He has also served as a hospital officer to the 

minister of home affairs for Northern Ireland, and as a medical 

member of a pensions appeal tribunal. His Aids to Diseases of 

Children and his Diseases in Infa and Childhood have both 
' gone into several editions. He was elected F.R.o.P. in 1939. 


Royal College of Surgeons of England 

Election to the Council—On July 1 Sir Harry Platt was 
re-elected and Mr. R. C. Brock and Sir Archibald McIndoe 
were elected members of the council. The result of the poll 
was as follows : 


Votes 
Sir Harry PLATT (Royal Infirmary, Manchester) -» 672 
Sir ARCHIBALD MCINDOE (St. Bartholomew’s) .. os 454 
R. C. Brock (Guy’s) ss ae a z 418 
A. DICKSON WRIGHT (St. Mary’s) ike OE Cie ah 416 
R. H. MAINGOT (Royal Free) ae zs ‘a ne 353 
E. W. RICHES (Middlesex) .. ENS ae es oa 331 
A. HEDLEY WHYTE (Royal Victoria, Newcastle-on-Tyne) 266 
A. C. PERRY (London) es cs es oe a 239 
H. W. RopGErs (Royal Victoria, Belfast) a it 217 
H. J. McCuRRIcH (Royal Suesex County) : 206 
R. H. O. B. ROBINSON (St. Thomas’s) .. a 205 
H. W. SyMons (General Infirmary, Leeds) a ise 178 
M. F. NICHOLLS (St. George’s) ey si ie rar 149 
A. C. PALMER (King’s College) en si a sa 132 
In all 1588 fellows voted; in addition 22 votes were found 


to be invalid. . 


Royal Medical Benevolent Fund 


Last year this fund received a record subscription income, 
amounting to £20,791, and, in addition, special donations 
totalling £1330. The proceeds of the Christmas appeal also 
constituted a record, and £5 was distributed as a Christmas 
gift to each of the fund’s regular beneficiaries. With 343 
additions to the list, the number of covenants is now over 
1160; and last year 143 newly qualified doctors became 
subscribers, These figures were given by the hon. treasurer 
at the ahnual general meeting on June 29, when Lord Webb- 
Johnson was re-elected president, Dr. C. L. Batteson hon. 
treasurer, and Mr. Victor Riddell hon. secretary. 
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Addition to Poisons List ° 

- *Tridione’ (3:5: 5-trimethyl-oxazolidine-2 : 4-dione) has 
been added to part 1 of the Poisons List and to the first and 
fourth schedules to the Poisons Rules. 


Fellowships in Diabetes 
The Diabetic Association have allotted Lund research 
fellowships to the following : 


1947—48 
Dr. J. A. L. GILBERT (full-time) in the deparanoot of therapeutics, 
clinical laboratory, Royal Iùfirmary, Edinburgh: Problems in 


Diaveve Pregnancies. 
. J. HILDES (part-time) at Hammersmith Postgraduate School : 
Studies in Liver Glycogen. 
Dr. J. A. ROBERTSON (part-time) at King’s College Hospital, 
London: Renal Complications of Diabetes. 


1948—49 


Miss G. AUDY (part-time) in the department of bioikemiety, 


University College, London : In-vitro Studies of Insulin Action. 
Mr. H. H. FOURACRE BARNS, F.R.C.S., and Dr. M. E. MORGANS 
(part-time) at the medical unit, University College Hospital ; 
Animal Experiments in Diabetic Pregnancies. 
Dr. H. HARRIS (full-time) at the Galton laboratory, University 
College : Diabetic Heredity. 


Order of the Hospital of St. John of Jerusalem 
Promotions and appointments recently announced include : 


Knights.—Brigadier Sir Stewart. Duke-Elder, K.C.V.O., F.R.O.S., 
Christopher Armstrong, M.B. 

Commanders.—Lieut. -Colonel W. S. O. Copeman, 0.B.E., F.R.C.P., 
Surgeon Hear-Admiral Sir Henry White, K.c.v. O O.B.E., F.RC.S., 
K.H.S., Surgeon Rear-Admiral C. E. Greeson, c M.D., K.H.P. 
ssociate Commanders.— Khan Bahadur ‘abdul Hamid, M.B.E., 
M.B., Major-General A. N. Sharma, M.B., 1.M.8., P. O. Roy, M.B. 

Officers.—Cecil Hibbert, M.D., J. D. Ingram, M.D., R. G. Selby, 
M.B., Frank Law, F.R.C.S., E K. Macdonald, 0.B.E., M.D., Surgeon 
Captain William Colborne, F.R.C.S.. R.N., Surgeon Captain F. G. 
Hunt, C.B.E., M.B., R.N., Prof. Phili "Farrugia, M.D., John Lawrence 
Johnston. M. B:s Harry Scholefield, M.B., J. A Davies, L.M.S.9.A., 
J. P. J. Jenkins, 0.B.E., M.R.C.S., G. W. H. Townsend, M.B., Travis 
Hampson, M.C., M.B., Rhys Paton, M.n.c.8., N. G. W. Davidson, 
O.B.E., F.R.C.&. 

Associate Officers.—Liecut.-Colonel Diwan Pitamber Nath, M.R., 
I.M.S., Captain Khan Bahadur N. J. Vazifdar, M.B.E., L.M.S., Lieut.- 
_Colonel G. D. Malhoutra, 0.B.E., M.B., I.M.S. Dr. Chit Tin. 


: Tuberculosis Scholarships in Denmark 
The Danish National Association against ‘Tuberculosis 
invite British doctors to visit Denmark to study the measures 
taken there against the disease, A limited number of scholar- 
ships are also available. 
from the association, 21, Store Strandstraede, Copenhagen, K., 
who offer to help their visitors in making travelling arrange- 
ments. 


The barony conferred on Sir Alfred Webb-Johnson in the 
Birthday honours has been gazetted by the name, style, and 
title of Baron Webb-Johnson, of Stoke-on-Trent in the county 
of Stafford. 


Appointments = 
Dovatwas, .D. M., M.B. Lond., M.R.C.P.: asst. physician, Royal 
dinburgh Hospital for Sick Children. 
. DRANSFIELD, C. M., F.R.C.S. orthopædic surgeon, Ashton and 
: District Infirmary and Children’ s Hospital. 
FiNLar, H. V. L., M.B. Edin.. M.R.C.P.E., D.O.H. : 
Hillingdon County Hospital, Middlesex. 
NicHOLSON, W. F., M.B.E., M.A. M.D., M.CHTR. Camb., F.R.C.S. : 
asst. surgeon, Manchester Royal Infirmary. 
Scott, P. D., M.A., M.D. Camb., D.P.M.: psychiatrist (part-time) in 
public-health department for duty at L.C.C. remand homes. 
ZooB, MAX, M.D. Lond., M.R.C.P. : ‘first assistant, cardiological 
department, Royal Free Hospital, Londen. 


University College Hospital, W.C.1: 
NICHOLSON, HOWARD, M.D. Lond., M.R.O.P. : asst. physician. 
Soppy, KENNETH, M.D. Lond., D.P.M.; asst. physician, depart- 

ment of psychological medicine. 
TREDGOLD, R. F., M.A., M.D. Camb., D.P.M. 
department of psychological medicine. 


Hampstead General and North-West London Hospital : 
MARTIN, A. J., O.B.E., M.R.C.S., D.PHYS.MED. ;: 
physiotherapy department. 
WILLIAMS, A. E., B.SC., M.B. Wales, F.R.C.S. 
patients. , 


Children’s Hospital, Birmingham : 
ASTLEY, Roy, M.B. Birm., D.M.R. : 
CRABTRER, N. L., F.R.C.S., D.L.O. : 

laryngologist. 

General Hospital, Northampton: 


Asst, CONRAN surgeons : 
LAMBLEY ae B.SC., M.B. Lond., F.R.C.S. 
TAYLOR, Er E. T., M.A., B.M., M.CH. Oxfd, F.R.C.8. 


pædiatrician, 


asst. physician, 


physician i.c. 


surgeon to out- 


asst. radiologist. 
&sst. aural surgeon and 


APPOINTMENTS— BIRTHS, MARRIAGES, AND DEATHS 


Further particulars may be bad / 
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Diary of the Week 


JULY 11 TO 17 
Monday, 12th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 | 
5 P.M. Mr. Norman Capener : Orthopecdic Appliances. 
6.15 P. a pe H. G. Epstein! Some Aspects of Physics in Anss- 
esia. 
MEDICAL SOCIETY OF LONDON, 11, Chandos Strect, W.1 
8.30 P.M. Dr. Arthur Proetz, Prof. R. J. V. Pulvertaft: 
Defences and Disorders of the Respiratory Tract. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
3.30 P.M. (Anatomy lecture theatre, University of Edinburgh.) 
Prof. A. C. Frazer: Fat Digestion and Absorpunn. 


Tuesday, 13th 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S. wil 
5 P.M. Dr. J. W. Trevan, F.R.S.: Curare and Curarimimetic 
Drugs. (Bertram Louis Abrahams lecture.) 
ROYAL COLLEGE OF SURGEONS . 
5 P.M. Mr. Ronald Furlorg: Injuries of the Wrist and Carpus. 
6.15 A Dr. Ronald Jarman: Chemistry of Common Anss- 
etics. i 


Wednesday, 14th 
ROYAL COLLEGE OF SURGEONS 


Natural 


5 P.M. Mr. A. N. Birkett: Fractures of the Cervical Spine. 

6.15 Pa Dr. B. L. S. Murtagh : Avoidable Accidents in Anæs- 
Thursday, 15th l 
ROYAL COLLEGE or SURGEONS ` 

5 P.M. Prof. T. P. MCMURRAY: Danma of the Knee-joint. 


6.15 P.M. Dr. Ronald Woolmer : 
Uses of Anæsthetics. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
4.30 P.M. Sir Jack Drummond, F.R.A.: Practical Significance of 
War-time Experience in the Field of Nutrition. —. 


Friday, 16th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Prof. Andrew Jackson (Philadelphia) : Growth and 
Development from the Clinical Aspect of Orthodontics. 
(Charles Tomes lecture.) 
ASSOCIATION OF CLINICAL PATHOLOGISTS 
9.30 A.M. ae Sheffield, 10.) Opening of two-day scientific 
mee 


Saturday, 17th 
NUTRITION SOCIETY 


Diagnostic and Therapeutic 


10.30 A.M. ieee Street, W.1.) Conference on the Nutrition | 


of 
Births, Marriages, and Deaths 


BIRTHS 


ATEINSON. A h June 29, at Redhill, the wife of Dr. Henry Atkinson 
—a da 
BALL S p une 28, at Vellore, India, the wife of Dr.’ J. Donald 
all—a son. 
BALL.—On July 4, in London, the wife of Dr. Keith Ball—a son. 
BEATTIE.—On June 29, in Liverpool, the wife of Mr. W. M. Beattie, 
F.R.C.S.—a son 


BisHop.—On June 28, at Bristol, the wife of Dr. Geoffrey Bishop— | 


a danghter. 
BROWNE.—On June 26, at Newcastle-on-Tyne, the wife of Prof. 
R. C. Browne—a daughter. 


DEVLIN.—On June 27, at Falmouth, the wife of Dr. H. R. T. Devlin © 


—a daughter. 

FARR.—-On June 25, at Mwanza, Tanganyika, the wife of Dr. A. G. 
Farr—a daughter. 

Licut.—On June 26, at Burnham-on-Crouch, the wife of Dr. 
L.H.B. Light—a son. 


OLIVER.— On June 28, at Norwich, the wife of Dr. W. A. Oliver, — 


M.B.E.—a son. 


OSBORNE.—On June 28, at Chalfont St. Giles, Bucks, the wife of | 


Dr. A. S. Osborne—a son. 


READ Sir June 30, the wife of Dr. A. M. Read—a daughter. 


TRETHOWAN.—On J uly 3, in London, ine wife of Dr. we H. Trethowan | 


—a son. 
WaLKER.—On June 24, at Barnsley, the wife of Dr. M. M. Walker 


—a, son. 
MARRIAGES 


DicKsSON—Dawson.—On June 26, at Grendon Underwood, Hugh | 


Harper Dickson, M.B., te Elisabeth Dawson. 
GIBBONS—DAVIES.—On June 10, at New Tredegar, Mon., Charles 
Cecil Gibbons, L.M.S.S.A., to "Marion Cale Davies.. 
KUNKILER—HAILEY.—On June 26, Peter Bertrand Kunkler, 
M.R.C.P., to Pamela Hailey. 


MacRAE—CREED. —On July 3, in London, Alastair Douglas Macrae, | 


M.B., to Ena D. Creed. 
Mair—OrDE. —On June 26, ‘at Blewbury, Robert George Mair, 
M.B., to Nancy Elizabeth Cecilia Orde. 


` DEATHS 


CONNOP.—On June 30, at Hatch Beauchamp, Somerset, Herbert 
Connop, M.A. Camb., L.R.C.P.E., Major, R.A.M.C. (T.) retd. 
CooKrE.—On June 28, Martin Alfred Cooke, 0.B.E., T.Dz, M.R.C.8. 
FLEMING.—On June 27, in Edinburgh, . Archibald Nicol Fleming, 
D.S.O., colonel, I.M.S. retd., aged 78. 
HEGGS. —On J my 1, in Jersey, Thomas Barrett Heggs, M.D. Aberd., 
D.P.H., age 
SmirH.—On June 28, in Jersey, Frank Addinsell Smith, 3.D. Lond., 
_ D.P.H., lieut. -colonel, I.M.S. retd., aged 78. 
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. ST. BARTHOLOMEW’ 8 HOSPITAL, LONDON 
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E Durme the late war many Servicemen presented | 
themselves for elective operation the indication for which 


was the only lesion in an otherwise fit man. Their 
respiratory systems, apart from the indiscreet use of 
tobacco, were as good as the average for their age- 
group of 20-40 years. Despite this good physique, 
and every effort to minimise the use of tobacco, chest 
complications after clean hernia operations were 
numerous, and it was in an effort to discover the cause 
of this high complication-rate that the present work was 
undertaken. All Service surgeons were worried by this 
problem. : Thé primary concern was to investigate chest 
complications after operation for hernia, and this 
explains the. preponderance in this series of these cases 
which are such notorious offenders. A number of other 


operations and some extra-abdominal operations were- 


included to act as controls. 
The types of operation or the conditions for which 
they were performed were as follows : 


MacArthur’s unilateral iia ed A : 
Bilateral herniorrhaphy sa si pal 
Femoral herniotomy : S 3 
Appendicectomy—cold and recurrent cases .. 18 
Piles, anal fissure, and other anal conditions. . 19 
Hydrocele : eed 6 
Varicose veins .. ne 
Cystoscopy š TE 
Pilonidal sinus excision. .! 

Minor surgery of the hand 
Circumcision 

Excision of lipoma , 
Thyroidectomy (non-toxic adenoma) | 
Excision of tuberculous glands in neck 
Mastectomy ; 

Exploration of gunshot wound of neck 
Brodie’s- abscess of fomur j i 


134 


ped pt pi et et DO DOD O Go OO 


Total 200 


The material was standardised as far as possible, and 
every case was premedicated in the same way, with 
‘ Omnopon ’ gr. 1/,; and scopolamine gr. 1/iso . No post- 
operative respiratory depressants were used, except in 
19 operations on the anal canal and 1 thyroidectomy. 
Postoperative discomfort was treated with simple drugs, 
such a8 aspirin and bromide, and it is here opportune 
to draw attention to the unnecessary and excessive use 
of opium and its derivatives as a postoperative routine. 
Its use is seldom indicated, and its selective action on the 
respiratory centre undoubtedly depresses diaphragmatic 
excursion. The anesthetic agents used were, of necessity, 
various, but spinal anesthesia preponderated, because 
it was intended to show that the use of a non-inhalation 
anesthetic is no insurance against postoperative pul- 
monary complications. Though this fact is well recognised 
by anzsthetists, some surgeons still do not realise that 

spinal or local anesthesia is as great an offender as 


ether, as shown by the following figures : | 
` No. with 


. No. of diminished 

Anesthetic cases diaphragm 

movement 
‘Heavy spinal .. a Kes as 113 i 100 
Light spinal ‘ an ie 14 sk 11 
Pentobarbitone gas- oxygen R 41 ai 25 
Pentobarbitone gas-oxygen plus ether 19 w 11 
Local (with P.G.0. or without). . 13 se 11 
Totals .. 200 158 


* Hunterian lecture- delivered to the Royal College of Surgeons of 
England on Jan. 30, 1947. 
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Technique.—Twenty-four hours before operation the patient 
was taken in a wheeled chair to the X-ray department, and 
it was carefully explained to him what he was expected to do. 
His coöperation was secured by encouragement and a frank 
explanation of the investigation. , His vital capacity and - 
chest expansion were measured after several practice runs. 
This expenditure of trouble was considered to be important 
since low morale and non-coéperation easily vitiate the result 
of such an experiment. 

The chest expansion was measured with a tape placed at 
the level of the lower border of the sternum, and represented 
the maximal expansion of which the patient was capable. 
Vital capacity was measured with a portable spirometer, and 
here again the patient was encouraged to produce the maximal 
effort. The movements of the diaphragm were measured. by 
placing the patient behind a fluorescent screen, with the 
screen touching the anterior chest wall. A amall tube 
aperture was used with the patient in the erect position. 
On deep inspiration the position of. the mid-point of the 
dome of the diaphragm was marked on the screen, a similar 
mark being made on full expiration. The mean of several 
observations was taken. 

The erect position was used here, but for future work the 
supine position is recommended for observing the diaphragm 
after operation. It is more comfortable for the patient, and 
in this position the diaphragm has a slightly-greater excursion, 
which is therefore more easily measured. It is not generally 
realised that a patient can be screened efficiently enroush 
most mattresses. 


7 RESULTS 


Diminished Movement of Diaphragm 


In the 200-cases observed the lower limit of normal 
excursion was 1-5 cm. and the upper 10cm. This latter 
figure was exceptional and only occurred in good physical 
specimens such as air-crew personnel and ‘athletes. . The 
average excursion was 5 cm. In 158 cases there was 
a diminution of 1 cm. or more.: 


Site of operation eer movenont of 
e diaphragm | 
Abdominal parietes . 7 162 149 
Extra-abdominal operations A 38 
Totals .. 200 158 


Of these, 31 had postoperative chest complications, 
and of 42 showing no diminution of movement 2 had 
chest complications. In 83 cases there was a diminution 
of 2 cm. or more, 24 of them exhibiting chest complica- 


tions. In 36 there was a diminution of 3 cm., 16 having 
chest complications. 

Diminished: No. of cases 
diaphragm No. of with chest 
movement cases complications 

No diminution 42 ° 2 {5% 
1 cm. or more 158 31 (20% 
2 cm. or more 83 24 (29% 
3 cm. or more . se 36 16 (44%) 


There is therefore some connexion between the incidence 
of diminished diaphragmatic movement and the chest- 
complication rate, and this connexion is explicable in 
two ways: (1) the diminution of diaphragmatic move- 
ment encourages atelectasis, which may or may not lead 
to an infective process and pneumonitis; or (2) the 
atelectasis precedes the diaphragmatic changes, and is the 
cause and not the effect of them. It is impossible to say 
which comes first, but one observation in this series 
permits a tentative suggestion—namely, that the 
radiological evidence appears before the clinical signs ; 
and that, in some cases showing diminution of dia- 
phragmatic excursion, chest complications were expected 
and did arise before there was actual clinical evidence of 
any lesion in the lungs. This agrees with Stringer’s 
(1947) conclusion. He investigated the incidence of 
atelectasis in 55 cases after partial gastrectomy. The 
first signs appeared radiologically at four hours in 5 cases, 
and at twenty-four hours in a further 6. He concluded 
that clinical signs were absent, slight, or misleading, 
c 


` 
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and that radiography 
alone could establish 
an early diagnosis of 
atelectasis. 

The relationship 
of the site of the 
operation to the side 
of the diaphragm in 
which movement 
was diminished was 
investigated in 149 
cases, which showed 
a diminution of dia- 
phragmatic move- 
ment after abdomi- 
naloperation. It was 
found that the dia- 
phragm was affected 

f on both sides in 92 
cases, on the same side as the operation in 42 cases, 
and on the opposite side in 15 cases. Thus the 
diminution of movement was not confined to the 
side of the operation wound. This disagrees with 
the findings in a small series of cases published by 
Rees-Jones (1941) and is an argument against a purely 
local reflex. 


Reduction of Vital Capacity 

Vital capacity was reduced to some extent after most 
of the operations, though in 15 cases it was actually 
increased. This was probably a false reading, owing to a 
better performance being obtained as the result of 
practice. The percentage reduction was least in the 
extra-abdominal cases and more notable in the hernie. 
Many patients said they could not obtain a full respira- 
tory excursion because of pain in their abdominal wound. 
The reduetion varied from 5 to 50% or even more in 
afew cases. Big reductions in vital capacity were noted 
in cases developing postoperative lung complications, 


Figs. |-5—Superimposed picture of the diaphragm in inspiration and expiration: 
(2) supine; (3) prone; (4) sitting; and (5) lying on right side. The level on expiration has 
been emphasised with dotted lines. 


Figs. 6 and 7—Unabsorbed gas tinder diaphragm after abdominal section : 
postoperative day; (7) on seventeenth postoperative day. | 


(1) erect ; 


(6) on eighth 


of which there was both clinical and radiological evidence. 
Not all cases, however, showing diminished vital capacity 
had a concomitant diminution of excursion, and vice 
versa. This observation, which seems at first sight a 
paradox, is explicable as follows : if the diaphragm is not 
adequately performing its allotted function, there is a 
compensatory overaction by the’ thoracic muscles of 
respiration, and vice versa. These observations agree 
with those of previous observers. Chest expansion, 
which is at best a crude method of estimating vital 
capacity, showed a parallel reduction with reduced vital 
capacity. 

The clinical application of these findings is that 
breathing exercises which move the thorax do not 
necessarily move the diaphragm, though if combined 
with abdominal exercises they are more likely to achieve 
this aim. Breathing is a complex mechanism involving 
thorax, abdomen, and diaphragm. 


Postoperative Chest Complications 

In this series were 33 cases of post operative chest 
complication. The definition of this term is subject to 
criticism, but any patient who exhibited fever, cough, 
and sputum was considered to have developed a post- 
operative chest complication. Since these patients were 
being screened as a routine, there was ample oppor- 
tunity to pick out any radiological evidence of pulmonary 
pathology, and 11 cases showed changes not present pre- 
operatively. These were observed by serial screening 
and radiograms until complete resolution. The change 
most often observed was partial or complete atelectasis 
of the lower zones ; apical changes were never observed 
in this series. In 4 of these cases pneumonic consolida- 
tion developed. Many cases which showed the signs 
of postoperative chest complications had persistently 
clear lung fields. This atelectasis-rate of 5:5% agrees 
with the findings of other workers (Dripps and Deming 
1946). The low pneumonia-rate is explicable by the 
age-group of the patients. 


SE 
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MOVEMENT OF THE DIAPHRAGM 


Anatomically the diaphragm is a complex structure 
with a mixed embryological pedigree. It is developed 
froin a fourfold origin, the ventral part from the septum 
transversum, the dorsal from the mesentery, and the 
dorsolateral from the pleuroperitoneal membranes, and a 
peripheral part from the mesoderm of the body wall. 
This last part retains its nerve supply from the lower six 
thoracic nerves which it shares with the muscles forming 
the abdominal parietes. The main motor nerve of the 
diaphragm is the phrenic, and it is questionable if the 
lower thoracic nerves have any share in the motor 
innervation of the diaphragm. Their presence, however, 
must be of some anatomical significance and certainly 
explains the close interrelationship of the diaphragm 
and the abdominal muscles. This close coérdination 
- between the diaphragm and the intercostal and abdominal 
wall muscles almost certainly depends on the central 
mechanism, the respiratory centres of the brain stem 
and the descending fibres of the spinal cord. In dogs 
unilateral section of the phrenic nerve leads to complete 
and ultimate atrophy of all muscle-fibres on‘that side 
(Schlaepfer 1926). The peripheral costal part of the 
diaphragm arises from the inner surfaces of the costal 
cartilages and adjacent portions of the lower six ribs, 
‘interdigitating with the transversus abdominis muscle 
in an intimate relationship. The sensory and motor 
nerve supply of.the abdominal parietes is derived from 
the lower thoracic nerves, and action of these muscles in 
breathing is complementary to the diaphragm, in that they 
fix and depress the lower ribs and compress the abdominal 
viscera against the under surface of the diaphragm. 

In man the abdominal viscera exert a negative pressure 
on the under surface of the diaphragm in the erect 
position, and this pressure is to some extent counter- 


acted by the postural tone of the diaphragm and the 


tonic contraction of the abdominal wall muscles and the 
pelvic diaphragm. This is well illustrated by the lower 
position which the diaphragm occupies after a long 
debilitating illness, 
reduced. — 

‘The practical application of these facts is that the 
inspiratory and expiratory levels of the diaphragm vary 


VARIATIONS OF DIAPHRAGM POSITION WITH CHANGE OF POSTURE 


Distance from 


Level of 

Position M Mista of upper border marker at D 9 (cm.) 
. : parag Right Left 
Erect Inspiration | L1- 12:50 13-00 
(fig. 1) Expiration | D 12 8°75 10-00 
Excursion ` 3°75 3°00 
Supine Inspiration D 12 9-50 10:50 
(fig. 2) Expiration | D 11 5:00 6-25 
Excursion 4°50 4°25 
Prone Inspiration D 12 10°50 “ 12-25 
(fig. 3) Expiration | D 11 5°50 7°50 
Excursion 6:00 4°75 
Sitting Inspiration | D12,L1 11-25 12:50 
(fig. 4) Expiration | D12 8-75 10-00 
Excursion 2°75 2°50 
Lying o Inspiration | Lower D 12 11-25 10-00 
right Bido Expiration Upper D 12 5-00 10-00 

) — 
(oe Excursion 6'25 nij 

Lying on | Inspiration | Upper D 12 10-00 11:25 
left side Expiration | Mid D 11 8-75 6-25 
Excursion 1:25 5:00 
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with varying combinations of the factors influencing the 
position of the diaphragm. When the body is erect, 
there is a maximal negative pressure and the diaphragm 


is low; when it is supine, there is a release of negative 


pressure and the diaphragm rises (Barclay 1930, Adams 
and Pillsbury 1922). 

An attempt has been made to reprodus radio- 
graphically the alteration in position of the diaphragm 
with change of posture and to measure this. Certain 
errors are inescapable. Lead skin-markers move with 
postural changes as the skin is pushed up or pulled down, 


‘and even vertebral levels are misleading. When the 


tube is centred on the level of the diaphragm in 
the mid-position between expiration and inspiration, the 
divergence of the X rays is appreciable at full excursion, 
and this distortion can only be overcome by ortho- 
diagraphic measures. Hence the radiograms shown in 
figs. 1-5 represent at best a rough and uncorrected picture 
of the true levels of the diaphragm, a skin-marker and 
the upper border of the ninth dorsal vertebre being the 
base-line. The patient was a Cockney labourer in good 
physical condition, and measurements (see table) are in 
centimetres from the tip of the dome of each half of the 
diaphragm. | 

This table, which is fairly EIR and in agreement 
with previous work (Butler and Dana 1928, Howard 
1924), illustrates the following points : 

(1) The right hemidiaphragm lies about 1-25 cm. higher 
than the left. 

(2) The total excursion of both hemidiaphragms i is the same. 

(3) The diaphragm is highest in the supine and prone 
positions, and lowest when in the standing or sitting position. 

(4) The total excursion is greatest, by 1:25 cm., in the supine 
and prone positions, when compared with the erect, and least of 
all, by 2 cm., in the sitting position compared with the supine. - 

(5) When the pàtient is lying on one side, the diaphragm 
pivots about the spine, the upper hemidiaphragm moving 
but little, the lower moving considerably. 


CLINICAL APPLICATIONS 


The clinical applications of these observations is clear. 
Patients after operation can be encouraged by alteration 
of posture to increase the range of movement of their 
diaphragm, and to influence the differential expansion 
of various parts of the lung, whereas the converse of 
absolute immobility encourages diaphragmatic stasis 
and its consequent evils. The sitting position is the 
least advantageous, and therefore Fowler’s position is 
a bad postoperative one. 

Since the abdominal musculature and the abdominal 
contents play so important a part in the movement of . 
the diaphragm, it is obvious that anything which 
restricts the freedom of movement of the abdomen also 
affects the diaphragm. Immobilisation of the abdominal 
muscles owing to pain, trauma, or constricting binders’ 
and dressings undoubtedly diminishes movement of the 
diaphragm and vital capacity. The application of a 
tight binder to the abdomen of a man who has not under- 
gone any operation can reduce his vital capacity by 
30% (Churchill and McNeil 1927, Head 1927). . 

The presence of free gas in the abdomen, which to 
some extent occurs in any operation involving incision 
of the peritoneum, is another factor which embarrasses 
the diaphragm. Gas under the diaphragm after a 
laparotomy attains a considerable volume and takes 
a long time to disappear. Fig. 6 depicts a large collec- 
tion of gas under the right hemidiaphragm on the 


“eighth postoperative day. Fig. 7 shows that the gas 


is still present on the seventeenth day, though its volume 
is diminished by four-fifths. Complete absorption in 
some cases probably takes a month. 


DEVELOPMENT OF PULMONARY COMPLICATIONS 


A curious feature of postoperative pulmonary complica- 
tions is their predilection for the lung bases, and in 
the past this has been explained by gravitation of 
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unexpectorated bronchial secretion, inhibition of the 
coughing mechanism, and failure of ciliary action. 
Viscidity of the bronchial secretion owing to dehydra- 
tion and overdoses of atropine encourages bronchial 
retention. If this argument is carried a step further, 
complete blockage of a bronchus by a viscid plug leads 
to absorption of the contained air and atelectasis. The 
stage is now set for a pneumonitis, and it is a mystery 
why pneumonitis is not more commonly encountered. 
It behoves us as surgeons to attack this pathological 


sequence at its inception and not at its ‘conclusion, 


and the following are a few suggestions : 

(1) Full and adequate pulmonary ventilation can be 
achieved by free movement of the patient in bed, or 
better still by early ambulation, which provides an 
incidental benefit in counteracting venous stasis and 
reducing the danger of thrombosis and embolism origina- 
ting in the deep veins of the calf and leg muscles. Three 
factors operate against early postoperative ambulation. 


(a) The patient’s subjective fear of pain. This can be over- 
come by good morale, and the following case is an illustration. 
A Canadian rear gunner of a Halifax bomber had had a 
MacArthur herniorrhaphy. He was up in a chair on the 
first night, went to the hospital cinema on the fifth day, was 
discharged on the tenth, was given seven days’ sick leave, 
and on the seventeenth day went over Germany in an 
operational sortie and shot down an enemy night fighter. . 

(b) The fear of the surgeon that his suture lines will not 
hold. This fear is groundless if proper technique and inter- 
. rupted sutures are used. For the timid surgeon the use of 
stainless steel wire is recommended. 

(c) The diehard traditions of the past and reverence for 
the magic numbers—..e., clips out on the fifth or seventh day, 
tension sutures on the tenth ‘or fourteenth, up on the 

eighteenth, and out on the twenty-first. 


The part played by the abdomen in respiration must 


not be forgotten. Restriction of this important respira-. - 


tory muscle must not be tolerated by cumbersome and 
~ uncomfortable dressings. The traditional use of the 
. tight many-tailed abdominal binder is a particular 
menace. 
it is intended to and much that it should not. It 
` decreases the vital capacity by 30% ; restricts movement 
of the diaphragm; travels up to the axilla, pulling 
on the stitches in its journey, unless anchored by an 
unhygienic perineal extension; and requires constant 
adjustment, with the temptation to take a glance at the 
wound to see if it is all right. Moreover, it and its 
attendant handmaiden, the generous pad of cotton- 
wool, make the patient hot and uncomfortable, and cause 
local sweating about the wound. If a surgeon wants 
to seal a wound he can do it with collodion, Whitehead’s 

varnish, or ‘ Mastisol,’ all of which stay put. It is time 
that the binder was abandoned. 

(2) Attention to Postural Drainage of the Lung.— 
If the base is the worst drained part and ciliary action 
is impaired, the proper postoperative position is certainly 
not sitting up but lying flat or even with the foot of the 
bed raised. Better still, the patient should lie first on 
one side and then on the other. Any clinician who 
has treated a case of bronchiectasis by postural drainage 
knows this. Figs. 1-5 should convmee the most sceptical 
that such postural movement is salutory to the dia- 
phragm. The adoption of a statuesque attitude should 
be absolutely banned, and back-rests and donkey pillows 
studiously avoided. Fowler’s position has already been 
attacked with some vitriol by other writers, and this 
is both timely and proper. Physiotherapy can play a 
very useful part, and this was extensively used by the 
R.A.M.C. in the war. To be of real benefit it must start 
before the operation, and patients should be taught 
to breathe correctly, so that they will have had practice 
in their postoperative exercises when they are called on 
to perform them. The secret of success in post- 
operative exercises is little and often, and not a long 


~ 
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This antiquated device achieves little that - 
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single session that leaves a patient exhausted for. the 
rest of the day. Such exercises should start as soon 
as the patient has properly recovered from his anes- 
thetic, and should be graduated. Another method of 
moving the diaphragm and expanding the lung is. to 
place the patient in a Both respirator for twenty-four 
hours after operation. This experiment was performed 
by Mushin and Faux (1944), who placed twenty-four 
abdominal operation patients in the respirator for 
twenty-four hours. Their communication demonstrates 
the feasibility of the idea, though the figures are too 
small to prove its therapeutic value as a prophylaxis 
against respiratory complications. 

(3) The avoidance of respiratory depressant drugs 
has already been mentioned. 

(4) Tobacco has been arraigned as a predisposing factor 
in postoperative chest complications,-and there is no 
doubt that heavy smokers incur a fivefold greater risk 
than do total abstainers. Absolute abstention before 
elective operation, even for a few days, is a small price 
to ask and, if explained, will usually be accepted. 

(5) The infective element can be reduced by never 
performing an elective operation`in a patient with an 
infection of the upper respiratory tract, and by tlie 
avoidance of gross infection, by rigid isolation, between 
patients in a surgical ward. One small point is often 
overlooked in inhalation anesthesia—namely, the proper 
sterilisation of face-pieces, rubber tubing, and breathing- 
bags between the apparatus and the patient. I doubt 
if this is often, if ever, properly performed to obtain 
the standards of full asepsis. Here is an unexplored 
reservoir of pathogens which deserves the attention of 
bacteriological and clinical investigators (A. M. bia 
personal communication). ` 


SUMMARY 


feti of anæsthetic used, the diaphragm after 
operation shows a diminution of movement. 

The vital capacity is diminished in a parallel manner. 

The diminution of movement of the diaphragm and 
the diminution of vital capacity vary in different cases, 
and may reach complete immobility ‘of the diaphragm 
and a loss of vital capacity up to 60%. 

The site of the operation has some relation to the 
amount of diminution of movement of the diaphragm, 
which is more notable after operations on the abdominal 
parietes than after operations elsewhere. 

The greater the diminution of movement of the 
diaphragm the higher the incidence of chest 
complications. 

Suggestions are made for the improvement of excursion 
of the diaphragm and vital capacity after operation, with 
special reference to posture and lung drainage. 

I wish to thank Dr. P. M. F. Fraser, Dr. T. M. Prossor, 
Squadron-Leader H. Shepherd, Squadron-Leader D. Raeside, 
Dr. G. W. Pimblett and the radiological department 
of St. Bartholomew’s Hospital, and Dr. H.- Jungmann 
and the radiological department of the London Jewish 
Hospital for help with the radiological work; Prof. 
Sampson Wright for criticisms and suggestions ; Air Com- 
modore W. A. S. Duck, my old commanding officer, and 
Air Vice-Marshal Sir Stanford Cade, my senior surgical 
consultant in the R.A.F., with whose permission this work 
was done; and the many nursing sisters in the P.M.R.A.F.N.S., 
and the R.C.A.F. and R.A. F. radiographers for splendid 
coöperation in handling the patients. 
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THE Guterman“ (1944,. 1945) qualitative test for 
urinary pregnanediol, based on the quantitative procedure 
developed by Astwood and Jones (1941) and Talbot et al. 
(1941), has been widely used for the early diagnosis of 
pregnancy and for prognosis in threatened abortion. 
Though there is some measure of agreement that the 
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method may be useful in the prognosis of threatened - 


abortion (Guterman 1946, Bender 1947, 1948, Merivale 
1948), opinions on its value in the diagnosis of pregnancy 
are sharply divided. Guterman (1944, 1945) and 
McCormack (1946) have claimed an accuracy as great 
as that of the Friedman method; on the other hand, 
Reinhart and Barnes (1946) and Merivale (1948) have 
reported high percentages of both false positives and 
false negatives. In our opinion their unsatisfactory 
results are possibly due partly to technical deficiencies 
of the method, some of which are avoidable. 

~ The Guterman test depends on the detection, by means 
of a colour reaction with sulphuric acid, of an amount 
of pregnanediol in ‘100 ml. of morning urine which is 
stated to correspond approximately to an excretion of 
6-8 mg. of the steroid per 24 hours. Guterman considers 
a pregnancy test to be positive if this amount of 
pregnanediol or more is detected in the urine during 
amenorrhea. Morrow and Benua (1946) have, however, 
observed ‘false positive tests for pregnancy ”’ in the 
luteal phase of the menstrual cycle, and have pointed out 
that, since there may be a considerable overlap between 
the lower levels of pregnanediol excreted during early 
pregnancy and the higher levels excreted during the 
latter half of the menstrual cycle, there is a danger of 
obtaining false positive reactions in cycles prolonged by 
late ovulation. This criticism seems to be valid; but, 
provided no reliance is placed on positivereactions obtained 
within a short time of an apparently missed period, 


the danger of diagnosing a delayed or prolonged luteal’ 


phase of the cycle as a pregnancy should not be serious. 

‘Reinhart and Barnes (1946) criticise the method on 
rather similar grounds, pointing out that ‘‘.a test which 
is not accurate in the face of vaginal bleeding is of 
restricted. value as a diagnostic aid in hospital practice.” 
Though this.is doubtless true, we feel that their further 
statement that. “ the source of error lies not im the 
interpretation of the colour reaction but in individual 
variations in the metabolism of progesterone, both in the 
pregnant and the non-pregnant woman” cannot pass 
unchallenged. They seem to have overlooked the 
possibility that a not inconsiderable source of both 


positive and negative errors may lie in the technique of _ 


the stages in the method preceding the final colour 
assessment, and it is at least possible that they have 
over-emphasised the importance of individual variations 
in progesterone metabolism. The methods hitherto 
used for studying the excretion of pregnanediol during 
the menstrual cycle and early pregnancy are insufficiently 
accurate to show whether there are considerable individual 
variations in the extent to which progesterone is reduced 
to pregnanediol in non-pregnant and pregnant women. 
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A general criticism that can be justifiably made of 
the Guterman method is that a quantitative significance 
has been attached to the results of a qualitative test. 
Attempts have been made by several workers to make the 
test quantitative rather than qualitative by examining . 
the colour spectrophotometrically instead of visually. 
Such attempts, however, must necessarily fail in their 
object, since the test is carried out on an unknown 
fraction of the 24-hour urine output, and since, as 


‘recently shown by Sommerville et al. (1948), the pro- 


cedure used for purifying the extracted pregnanediol 
is likely to give low and erratic results when applied to 
urine containing less than about 20 mg. of the steroid 
per 24 hours. 

It seems clear that the value of pregnanediol determina-. 
tions for diagnosis requires careful reinvestigation with 
the aid of a method more nearly quantitative and less 
open to criticism on technical grounds than is the 
Guterman procedure. The method of Sommerville 
et al. (1948), which has been shown to be reasonably 
accurate at levels of pregnanediol * excretion above 
about 2 mg. per 24 hours, would be suitable for such an 
investigation but is somewhat too laborious and time- 
consuming for routine use. Accordingly an attempt 
has been made to develop a procedure combining the 
speed and simplicity of the Guterman method with 
certain of the technical improvements made in the 
original Astwood and Talbot procedures by Sommerville 
et al. (1948). The method developed permits of the 
reasonably accurate quantitative determination in less 
than 3 hours of the pregnanediol in 100 ml. of urine, 
provided that the level of excretion is above about 
5 mg. per 24 hours. It will probably be less liable than 
the Guterman method to give erratic results at low 
levels of pregnanediol excretion, but like’ the latter it 


* Unpublished work by Sommerville and Marrian has shown that 
aliontoenana- 3ta), 20a-diol, as well as pregnane-3(a), ar 
is determined by method. In this paper the 
“ pregnanedio] ” is used to designate thé mixture of both 
stereoisomers that is present in urine. 


DETERMINATION OF. URINARY PREGNANEDIOL 


Recovery of pregnane- 3(a), 20a-diol added to men’s urine 
after acid hydrolysis 


Urine Pregnanediol added Pregnanediol recovered corrected 
(mg.) for average male urine blank (mg.) 
Per 100 | Per 24 hrs. | Per 100 ml. EA 
ml. e urine urine recovery 
A — — 0-01 ee 0-17 ) av. 
— — 0:02 20:02 | 0:25 0:23 
0-02 J 0-28 
B = 55 0-02) av. | 0-27) av. 
— — 0:03 70:02 | 0-54 30°40 
— — 0:02 0-40. 
A 0:2 2-8 0:10 1-3 48 
os 2» 0:05 0°71 26 
99 *» 0-06 0:88 32 
o 
B a 3-6 0°17 3-1 87 
i 55 0-11 1-9 53 
oe iy 0-19 3-4 94 
B 0-3 5-4 0-31 5:5 102 / 
s oe 0:25 4°5 83 
a pat 0-28 5-2 94 
A 0-4 56 0:28 3°9 70. 
Pr š 0-24 3-3 60 
3 vl 0°34 4°7 85 
B 0:4 7-2 0°35 6-3 88 
ee jb 0:34 6:1 85- 
j3 s> 0:39 7-0 98 
A 0:6 8-4 0-53 7°5 89 
a 5 0-47 6-6 86 
G A „0-51 7-1 85 
B 0:5 9-0 0-41 7:3 82 
5 ú 0:43 7-7 86 
53 os 0:45 8-1 
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will be likely to give fictitiously high results when applied 
_to urine containing an abnormally high amount of 
cholesterol or of neutral 17-ketosteroids. This method 
is only recommended for routine diagnostic purposes 
where a high degree of accuracy and great sensitivity 
are not essential ; for quantitative studies of pregnanediol 
excretion during the menstrual cycle or early pregnancy 
the longer method of Sommerville et al. (1948) would 


be preferable. 
METHOD 


Into a 500 ml. flask fitted with an interchangeable 
ground-glass joint and a reflux condenser is placed 100 ml. 


of a 24-hour urine specimen, the volume of which is 


measured, and 50 ml. of toluene (“ sulphur-free,”’ 
_ redistilled). The contents are heated to boiling and, after 

the addition of 10 ml. of concentrated hydrochloric 
acid (A.R. quality), the boiling is continued for exactly 
10 min. The mixture is cooled, transferred to a 250 ml. 
separating funnel, and shaken. After standing for 
about 5 min, the lower urine layer is run off and dis- 
carded, and the upper toluene emulsion layer is filtered 
through a Buchner funnel with gentle suction, a Whatman 
no. 1 paper being used to break the emulsion. The 
filtrate is then transferred back into the separating 
funnel, and the lower urine layer that separates from the 
emulsion is run off and discarded. 

The toluene layer is washed in the funnel twice with 
15 ml. lots of N/1 NaOH and twice with 15 ml. lots of 
water. It is then transferred to a 200 ml. round-bottomed 


flask fitted with a bent ground-glass “ socket adapter” 


(Quickfit and Quartz Ltd.) and evaporated to dryness 
under reduced pressure in a boiling water-bath. 

The residue in the flask is quantitatively transferred 
with warm ethyl alcohol to a test-tube (1 in. diam.) 
‘ which has a graduation mark at the 5 ml. level. The 
solution is then evaporated to 5 ml. in a warm water- 
bath under a gentle stream of air. After the tube has 
been placed in a beaker of water at 75°C, 20 ml. of 
N/10 NaOH is added slowly from a burette over a period 
of 3 min. and stirred gently with a glass rod. After a 
further minute the beaker and tube are transferred to 
an incubator at 37°C and left for 2 hours. | 

The contents of the tube are ‘then filtered through 
' a sintered glass funnel (3 cm. diam. plate; average 
por. diam. 20-30 u), the tube and filter being sub- 
séquently washed liberally with water to remove all 
traces of alkali from the precipitate. The funnel is 
removed from the filter flask and fitted to a test- 
tube (1 in. diam.) with a side-arm. The precipitate is 
then washed through into the tube with three 5 ml. 
lots of boiling alcohol under gentle suction. 

To the filtrate in the filter-tube is added about 1-2 mg. 


of ‘ Norit’ charcoal, and the mixture is heated in a. 


water-bath for 2 min. and filtered through a Whatman 
no. 1 paper in a conical filter (2 in. diam.) into a test- 
tube (1 in. diam.). The filtrate is finally evaporated to 
dryness in a water-bath under a stream of air. 

To the dry residue in the tube-is added 10 ml. of 
concentrated sulphuric acid (A.R. quality). The tube 
is placed in a constant temperature bath at 25°C and 
left for 20 min. with occasional shaking. The intensity 
of the yellow colour- produced is then measured in a 
‘Spekker’ photo-electric absorptiometer using a ‘ spec- 
trum violet’ no. 601 light filter. The absorptiometer 
readings are interpreted by reference to a calibration 
curve made with known amounts of pure pregnane- 
3(a), 20«-diol, and the final result is expressed as mg. 
of pregnanediol excreted per 24 hours. The calibration 
curve should be checked at short intervals. 


RESULTS 

Urine Blanks.—Blank determinations in triplicate were 
carried out on eight 100 ml. samples from 24-hour urine 
specimens collected from seven different normal men. 
The values for “ apparent pregnanediol”’ excreted per 
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24 hours varied from 0-13 to 0-61 mg. Though 
pregnanediol has been reported to be present in small 
amounts in men’s urine (Westphal 1944), there are reasons 
for believing that these small urine blank values are 
largely due to chromogenic substances other than 
pregnanediol which are incompletely removed in the 
precipitation procedure. However, the highest of these 
blank values is so much smaller than the lowest amount 
of pregnanediol that can be estimated with any degree 
of accuracy that errors due to this cause may be neglected. 

Recovery Experiments.—Two 24-hour urine specimens 
(A and B) were collected on, successive days from the 
same normal man. Twelve 100 ml. samples were taken 
from specimen A and fifteen from B. After hydrolysis 
of these with hydrochloric acid, amounts of pure 
pregnane-3(«), 20«-diol varying from 0-2 to 0-6 mg. 
were added in alcoholic solution, three samples from 
each specimen being reserved as triplicate blanks. The 


pregnanediol in each sample was then determined by the - 


method described, and the recoveries calculated after 
correcting for the appropriate blank. The results (see 
table) show that satisfactory recoveries were obtained 


‘with amounts of pregnanediol corresponding to more 


than about 5 mg. per 24 hours. 

We are indebted to the Medical Research Council for a 
personal grant to one of us (I. F. S.) and for a grant (to 
G. F. M.) out of which part of the expenses of this work were 
defrayed ; and to Mr. D. C. Parkes for much skilful technical 
assistance. 
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From the Nuffield Department of Surgery, Oxford, and the 

Harefield Thoracic Unit 

Tus report deals with the most recent dovelopmnenta 
in the treatment of brain abscess due tod pulmonary 
sepsis, by excision of the brain abscess followed by 
excision of the primary lesion in the lung. In the past 
the onset of a brain abscess in a patient suffering from 
bronchiectasis, lung g abscess, or empyema has been rightly 
regarded as a most serious complication, and recovery 
has been exceptional. Although well known it is fortun- 
ately not a common complication : Collis (1941) found 
only 20 cases of brain abscess in a total of 1593 mpanients 
suffering from lung and pleural suppuration. 

In surveying our material we found that, of 20 con- 
secutive patients with thoracogenic abscess, 7 recovered 
from the cerebral infection and 6 of these are still alive. 
These 20 cases occurred in a series of 100 cases of brain 
abscess treated in the Nuffield Department of Surgery, 
Oxford, in the past nine years, and the frequency and 
mortality of thoracogenic abscess relative to other types 
of brain abscess are set out in table 1. It will be seen 
that they are second only in frequency to those due to 
mastoid infection and that the case-mortality is higher 
than in any other group. 
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TABLE I—ZTIOLOGY AND MORTALITY OF 100 OASES OF BRAIN 


ABSOESS 
9 ` Case- 
Source of abscess No. of | Died | mortality 
Mastoid infection  ..  ..  .. | 40 16 40 
Temporal lobe es ies wl 22 8 ks 
Cerebellar... a ee. “ee 18 8 
Thoracogenic (oranohlectasis, empy- i 
ema, or lung abscess) 20 13 | 65 
Metastatic from ‘ other sources ” 
(boils, carbuncles, eae infec: { 
tive endocarditis, &e ) g 11 - 2 . 18 
Front al-sinus infection ` a re 10 1 10 
Penetrating wounds and infected 
compound fractures of 10 5 50 
Infections of face, scalp, and skull.. | 7 2 28 
Operative infection of tumour cavity 2 0 0 
Total 100 39 39 


Several factors contribute to the high mortality of 
thoracogenic abscesses. The patient is offen already - 
exhausted by a severe thoracic infection, and the addition 
of any further focus of sepsis adds to the strain. More 
important, however, is the fact that the stupor and 
immobility which are common symptoms of brain abscess 


tend to reduce or even eliminate coughing and active 


expulsion of secretions from the lung. With this failure 
of the pulmonary excretory mechanism the infection 


tends to spread rapidly through the lungs and the 


patient may even drown in his own secretions. Further- 
more, the brain abscess is usually a complication of a 
continuing and chronic infection of the lung, and even 
_if the cerebral abscess is dealt with successfully, there is 
always the risk of another one developing as long as the 
lung or pleural infection persists. The problem thus 
becomes something like that of dealing with intracranial 
metastases from lung cancer. Until the introduction of 
penicillin it was well-nigh insoluble. Now, however, not 
only can the brain abscess often be successfully treated, 
but, as we shall show, the thoracic infection can in some 
cases be subsequently eradicated by operation. 

The thoracogenic abscess is usually multilocular, but 
the main mass is often single and discrete, and in only 


4 of our 20.cases were there multiple abscesses scattered - 


throughout the brain. This figure is slightly more favour- 
able than that reported in other communications—for 
example, in the collected figures of Collis (1944) there 
were 63 multiple foci out of 153 cases of abscess. The 
abscess mass is usually in an accessible situation. Of the 
16 cases in which it was single, the abscess was situated 
in the distribution of the middle cerebral artery on the 
convexity of the brain; 12 were above the sylvian 
fissure in the frontoparietal region and 4 were in the 
temporal lobe. Elkington (1939) called attention to 


the fact that metastatic tumours usually develop at the 


junction of grey and white matter, and this seems to be 
true of abscesses as well. In only 1 of the cases of multiple 
abscess was there a deep-seated lesion and this was in 
the optic thalamus. In another case of multiple thoraco- 
genic brain abscesses a small abscess in the brain stem 
was suspected, but since this patient recovered the 
pontine lesion was not verified. 


—_ 


N Bacteriology 


The available bacteriological data of 18 of: our cases, 
summarised in table 0, show that the majority were due 
to organisms which are sensitive to penicillin. 

That so many were pure infections is somewhat sur- 
prising in view of the mixed flora which may be found in 
chronic pulmonary sepsis. Indeed, the incidence of mixed 
infections in this series is considerably lower than 


eo > 


-et al. (1937). 


. Staphylococcus aureus .. 


McFarlan (1943) found in a series of brat abscesses 
due to various causes; he found. mixed infections in: 
14 of 48 cases of all varieties of brain abscess. This 
question is important because some of the organisms 
may be sensitive to penicillin or sulphonamides and some 
not. If, in dealing with the abscess, the brain is con- 
taminated by the resistant organism another abscess or 
a fatal meningitis may result. Actinomyces and gram-. 
negative organisms are especially dangerous, but it is 
interesting that in 3 cases in which gram-negative 
organisms were found in films the cultures were sterile. 
It should also be noted that in all except 2 cases the 


‘brain abscess was the only focus of infection outside the 


chest. In one there were metastatic abscesses in the 
thigh, breast, and back, and in the other in the peri- 


_ nephric space. In 1907, Cameron made a similar observa- ` 


tion and contrasted it with the frequency with which 
blood-borne abscesses from other sources (boils, car- 
buncles, infected wounds, &c.) were multiple. In our 
own series of 10 metastatic abscesses from other sources 
than the chest, 2 had obvious multiple abscess in addition 
to the brain abscess. - 


‘Technique of Treatment 


In our experience the most effective method is to © 
treat brain abscesses in such a way that they: can even- 
tually be dissected out. Such dissections require that the 
abscess should have a capsule thick enough to withstand 
reasonably careful handling during operation. The 
formation of such a capsule takes from five to eight 
weeks, by which time the abscess is really a chronic one ; 
and the patient must be kept alive until this chronic 
stage is reached. 

In most varieties of abscess this can usually be accom- 
plished by repeated aspirations, though in some cases a 
decompression may be necessary, as advocated by Vincent 
But in thoracogenic abscess aspirations 
are often difficult and ineffective because the abscesses 
are usually multilocular, their purulent contents are 
thick, and it may be impossible to remove enough pus to - 
lower the intracranial pressure adequately, or to do so 
on more than one occasion. Moreover, the indication 
for further aspirations is often stupor or impending 


coma, and there may be several such phases in the 


process of tiding over the abscess from the acute -to the 
chronic stage. Although periods of stupor may have 
no untoward consequences in other cases, patients 
with thoracogenic abscess respond badly because of the 
adverse effect on the pulmonary’ condition, as has been 
set out above. For these reasons we regard thoracogenic 
abscesses as generally unsuitable for the type of treat- 
ment which aims at radical removal in the chronic 
encapsulated stage. 


TABLE BACTERIOLOGY OF 18 CASES OF THORAOCOGENIO 


ABSOESS 
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The introduction of penicillin has opened a new chapter 
in the treatment of brain abscess. If the infecting 
organism is sensitive to penicillin, we have a measure of 
control over the primary source of infection, whether it 
be in the lung, mastoid, frontal sinus, or elsewhere, 
and if the infection does extend to the brain it is our 
impression that it does so rather less catastrophically 
in patients treated with penicillin systemically than in 
the days before we had this agent. Penicillin and 
sulphonamides are powerful allies in the treatment of 
the meningitis which may result from leakage of the 
abscess during its development or from accidental 
contamination of the field during an operation for its 
removal. In suitable cases penicillin injected into the 
abscess cavity at the time of aspiration,may render it 
sterile, and in the process of tiding over an acute abscess 
to the chronic stage we make a practice of injecting 
penicillin into the cavity after each aspiration. 

The evidence for the potency of penicillin in combating 
intracranial infections is so abundant that the possibility 
of treating acute abscesses by radical methods is being 
explored. In one of our cases (case 1) àn abscess was 
sucked out by open operation when it was only ten days 
old, the resulting cavity being dusted with penicillin- 
i Sulphamezathine’ powder and filled with a solution of 
penicillin. ° Le Beau (1946). has reported 17 such cases 
(3 of them thoracogenic) with recovery in Such 
operations are less “‘ anatomical’? than those for the 
removal of a chronic encapsulated abscess, in that it is 
necessary to suck out pus and infected-looking brain 
until normal white matter is reached, and consequently 
more cerebral tissue is sacrificed than in the removal of 
a chronic abscess. This is important when, as often 
happens, the abscess is situated in an eloquent part of 
the brain. Some of the total functional deficit may be 
due simply to pressure and cedema around the abscess, 
but most of it is due to permanent cerebral damage, and 
however they are treated the survivors often show a 
considerable degree of permanent weakness, sensory loss, 
- aphasia, or loss of the visual field. This is in contrast 
to other types of abscess, such as those due to mastoid 
or frontal-sinus disease, in which residual disabilities 
are minimal. 


With these advances in the management of brain 


abscess, the focus of interest now centres on what can 
be done to the primary thoracic lesion to prevent 
re-infection of the brain. That re-infection may occur 
is shown by the following case (R. I. no. 19741). 


In June, 1941, a man of 28 developed a left-sided pneumonia 
followed by empyema. This was treated. by aspiration, rib- 
resection, and drainage, and on Nov. 18 a modified thoraco- 
plasty. The chest continued to discharge, and on Nov. 22 
he began to have focal epileptic attacks involving the left 
side of the body, followed by a rapidly progressive left hemi- 

legia. 
frontoparietel region and it was aspirated through a burr-hole 
on Dec. 16. There was some improvement, but the onset of 
coma and incontinence two days later called for further 
treatment, so a decompression was made over the abscess. 
This brought about considerable improvement in his general 
condition, but the decompression area bulged and became so 
tense that we feared it would burst. Temporary relief could 
be obtained by repeated lumbar punctures and the patient 
was kept alive by this means until Jan. 8, 1942, when it was 
judged that the abscess was at least forty-seven days old and 
should be sufficiently encapsulated to be dissected out. A 
large multilocular abscess mass weighing 120 g. was extirpated 
from the right frontoparietal region. The patient improved 
generally and the wound healed normally. Two weeks later 
signs of an abscess in the left temporal region appeared and 
this was treated by aspiration and decompression for six 
weeks, after which we extirpated an abscess mass in the left 
temporal lobe as large as that which had been removed from 
. the right hemisphere. He died three weeks later with yet a 
third abscess in the left frontal lobe. It was known that the 
abscesses in the left hemisphere developed after the one in the 
right hemisphere because the original ventriculogram had 
shown that the left hemisphere was normal. 


A ventriculogram revealed an abscess in the right 


This case emphasises the risk of the continuing chest 
infection. Had it been possible to arrest this before the 
second and third abscesses developed, the patient’s life 
might have been saved. In the 2 cases to be described 
next, the pulmonary lesion was such that it could be 
dealt with radically after the brain abscess had been 
extirpated. 

CASE 1 


Chronic bronchiectasis. Left cerebral abscess, treated by 
excision in acute stage. Pneumonectomy. Recov (R. I. 
no. 10835.)—A man, aged 21, was admitted on Jan. 18, 1946. 
He had,been in another hospital for six weeks suffering from 
an acute exacerbation of chronic bronchiectasis which he 
was known to have had for three years. The infection seemed 
to be resolving satisfactorily but on Jan. 12 he had’a focal 
sensory. attack in his right arm followed by considerable 
weakness of the right arm and leg. In the next two days he 
had further attacks of the same nature, each leaving him with 
rather’ more weakness than before, so by the time he was 
admitted his right arm and leg were completely paralysed. 
The right side of his face was not affected and there was no 
aphasia or hemianopia. He had very little headache, the 
optic discs were normal, and the spinal fluid was normal in 
pressure and content. While under observation he became 
more drowsy and by Jan. 21 the spinal-fluid pressure had gone 


` up to 240 mm. water though the fluid was still normal on 


analysis. Radiography of the skull revealed no abnormality. 
There was extensive advanced bronchiectasis in the right lung. 
By Jan. 22, ten days after the onset of the cerebral infection, 
he was deeply comatose and it was clear that d ate 
measures were justified. Under local anesthesia a left lateral 
flap was reflected. The dura was tense, and before it was 
opened the right ventricle was tapped and 12,000 units of 
penicillin instilled. On opening the dura the convolutions in 
the upper part of the left bolandic region were seen to be 
broad and pale, with a slight brownish-yellow discoloration 
in an elliptical zone 6-5 cm. from before back by 5 cm. from 
side to side. The arachnoid was divided around this zone, 
and immediately beneath the cortex a large multilocular . 
abscess was encountered. It had no definite capsule, though 
in places there were patches of toughness doubtless due to 
thickening of the leptomeninges in the.sulci. The abscess 
mass was sucked out until normal-looking white matter was 
encountered. This made a large cavity lined by cedematous 
white matter, but the brain was quite slack and it was possible 
to see a considerable part of the superolateral surface of the 
left hemisphere which appeared to be normal]. As the cavity 
was inevitably contaminated, it was dusted with penicillin 
sulphamezathine powder and - 20,000 units of penicillin in 
solution was left in it. `The dura was closed, the bone flap 
-replaced, and the scalp closed without drainage. The pus from 
the abscess yielded anaerobic streptococci in films and culture. 
The wound healed normally and at the end of three weeks 
the spinal fluid was normal. A transient aphasia cleared up by 
the end of a week after operation, but the patient was left 
with complete paralysis of his right arm and leg. The leg 
subsequently recovered to the point where he was able to get 
about quite comfortably though the arm remained virtually 


- useless. His chest condition remained quiescent as his general 


state improved, but since there had been repeated acute 
exacerbations of the lung infection, a further one of which 
might be fatal or cause another brain abscess, it was felt that 
his best chance rested in removal of the infected lung. The 
pulmonary condition was accordingly assessed and it was 
found that there was a chronic and extensive saccular type 
of bronchiectasis confined to the right lung. 

On May 30 a dissection. pneumonectomy was performed, 
the lung being very adherent to the chest wall.. The patient 
made an uneventful recovery, and his vital capacity within 
six weeks of operation was equal to the: preoperative figure. 


` When last seen in November, 1947, he was training in leather 


work at a rehabilitation centre. He had had no further 
trouble with his chest. The right leg was spastic but he could 
walk easily for long distances. The right arm had improved 
to some extent, but it was still so stiff and weak that it could 
only be used for gross purposes. 

Pathologically the lung showed gross inflammatory changes 
associated with bronchiectatic saccules. There was con- 
siderable fibrosis, and in one area there was a large scar which 
was regarded as being the possible seat of a healed. abscess. 
In this area there was thrombosis and recanalisation of vessels. 
The possible significance of this finding and of the density 
of the pleural adhesions will be discussed later. 
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As a matter of interest it should be recorded that a brother 
of this patient had died of a brain abscess following an 
empyema. : 

CASE 2. 


Chronic bronchiectasis. Multiple metastatic abscesses. Right 


_ parietal abscess treated by excision. Pneumonectomy. Recovery. 


(R. I. no. 41226/45.}—A woman, aged 28, suffered from 
bronchiectasis dating from childhood, presumably beginni 
with an attack of “ pneumonia ”’ at the age of 7. She had been 
in hospital several times with signs of pulmonary suppuration 
such as fever, cough, and purulent sputum, and in July, 1945, 
a small left-sided basal empyema was recognised and drained 
at the Harefield Thoracic Unit. Closure of this cavity was slow 
since it was presumably secondary to the underlying lung 
infection. 

- During the next three months suppuration developed in 
the chest wall and spread into the submammary region, 
where it was incised and drained. Shortly afterwards an 
abscess appeared on the back of the right thigh; this was 
presumably of metastatic origin and was also drained. 

In spite of this continued suppuration the patient’s general 
health remained fairly good until Jan. 29, 1946, when she had 
an epileptic attack with loss of consciousness, ushered in by 
@ sensation of bright lights. In the next three weeks she had 
3 similar fits, complained of a good deal of headache, and 
noted a haziness in the left field of vision. 

On admission, on Feb. 20, 1946, she was alert and codpera- 
tive and looked very well, despite discharging sinuses in the 
left chest and in the left breast and right thigh. From the 
chest Proteus vulgaris and diphtheroids were cultured, and 
from the thigh Staph. aureus. She was afebrile, the pulse-rate 
was 80 per min., and the respiration-rate 20 per min. Neuro- 
logical examination revealed no papilledema, but there was 
a lower quadrant defect in the left homonymous visual field. 
There was no sensory or motor disturbance in any part of 
the body, except that the left plantar response was extensor. 
The spinal-fluid pressure was 100 mm. water. The fluid 
contained 60 mg. protein per 100 ml. and 2 cells per c.mm. 
Radiograms of the skull were normal, but those of the chest 
showed opacity of‘the lower half of the left lung field. 

She was kept under observation, and 25,000 units of peni- 
cillin was given intramuscularly every three hours. She 
continued to complain of headache, and repeated examination 
of the visual fields showed that the lower quadrant defect 
was extending to involve the upper quadrant. There thus 
seemed no doubt that there was a progressive lesion in the 
right parieto-occipital region, and an abscess secondary to 
pulmonary sepsis seemed the most likely diagnosis. __. 

By March 12 it was estimated that the abscess was at least 
six weeks old and that radical extirpation should be possible. 
A ventriculogram on this date confirmed the localisation and 
at operation a multilocular abscess mass was dissected out 
of the parieto-occipital region. The main mass had a tough 
wall, but one small loculus ruptured and a few drops of pus 
escaped into the field, which was technically contaminated. 
No organisms were seen in films and cultures were sterile. 
The cavity in the brain was dusted with penicillin sulpha- 
mezathine powder and 20,000 units of penicillin in solution 
was left in it. The left ventricle was also treated with 12,000 
units of penicillin at the beginning of the operation. The 
dura was closed, the bone flap replaced, dnd the scalp closed 
without drainage. 


The wound healed normally, but her convalescence was | 


marred by an aseptic meningitis, the fluid containing up to 
5000 cells for ten days after operation. No organisms were 
seen in films, nor were any cultured. The meningitis was 
treated with sulphadiazine by mouth and 12,000 units of 
penicillin intrathecally every day for sixteen days. By April 1 
she was free from symptoms, the fluid contained 60 mg. protein 

r 100 ml. and 28 cells per c.mm. Neurological examination 
revealed only a lower quadrant defect in the left homonymous 
field of vision. : 

The relation between cerebral and chest conditions had been 
carefully borne in mind, and it was decided that removal of 
the septic pulmonary focus should be undertaken with the 
minimum of delay. Accordingly she was returned to the 
Harefield Thoracic Unit, where a bronchiectatic left lower 
lobe and lingular process were removed on April 18. The lung 
was firmly adherent, but was removed without incident by 
dissection of the areas described,.and convalescence was 
uneventful. When she was discharged in June, 1946, the chest 
had healed and lung expansion was adequate. 


Thereafter she remained well, except that she had two 
epileptic attacks in the first six months after the cranial 
operation. These were mild and did not recur in the ensuing 
fourteen months. = . 


It should be noted that in this case pulmonary lobec- 
tomy was performed within four weeks of the excision 
of the brain abscess and that the patient withstood these 
two major interventions remarkably well. This probably 
illustrates the maximum- of our present therapeutic 
powers, but has demonstrated that a combined thoracic 
and neurological attack is a possibility, and should be. 
considered wherever practicable. 

If the brain abscess develops during the course of a 
chest infection which is ‘going to resolve spontaneously 
or respond to radical treatment, the problem is simply 
that of dealing with the brain abscess and is similar to 
that of a metastatic brain abscess from ‘‘ other sources ” 
(table 1), in which the mortality in our cases has been 
18%. Cases 3 and 4 illustrate this point. 

CASE 3 

Lung abscess following gastrectomy for pyloric stenosis. 
Spontaneous resolution. Left frontal brain abscess treated by 
excision. Recovery. (R. I. no. 21249/44.}—A man, aged 37, 
was admitted to the Radcliffe Infirmary on Jan. 12, 1944. In 
February, 1943, he had a partial gastrectomy for pyloric 
stenosis following a perforated duodenal ulcer ten years before. 
The operation was done under local anesthesia, and conva- 
lescence was interrupted by sepsis in the abdominal wound and 
an abscess in the left lung. The lung abscess was studied by 
repeated X rays and it appeared to resolve spontaneously, 
presumably by discharging into a bronchus and being coughed 
up. The abdominal wound healed, and he was discharged 
from hospital on March 31, 1943, still having a good deal of 
cough and sputum. This improved steadily until by Septem- 
ber, 1943, he had no cough or sputum and X-ray films of the 
chest were normal. 

In June, 1943, he began to have focal epileptic attacks 
involving the right arm and leg, and during the next five 
months a considerable right hemiplegia developed and he 
began to suffer from headache. These symptoms led to his 
admission to hospital, when it was found that he had bilateral 
papilleedema, a slight nominal aphasia, and a profound right 
hemiplegia maximal in the arm. There was slight sensory- 
impairment of cortical type in the right arm and leg. The 
visual fields were full. The spinal-fluid: pressure was raised, 
and the. cerebrospinal fluid contained 50 mg. protein per 
100 ml. and 20 cells per c.mm., mostly lymphocytes. 

The presumptive diagnosis was chronic abscess~in the left 
rolandic region due to the previous lung infection. A ventri- 
culogram confirmed the localisation and at operation on 
Jan. 25, 1944, the abscess was dissected out intact. On section 
it was bilocular, and its walls were up to 0-4 em. thick. The 
pus was creamy and yellow ; no organisms were seen in films - 
and cultures were sterile, but histological preparations showed 
a profuse branching mycelium resembling aspergillus. Con- 
valescence was uneventful. The wound healed normally and 
six days after operation the spinal fluid had reverted to normal 
(35 mg. protein per 100 ml., 2 cells per c.mm.). The aphasia 
cleared up, and the right arm and leg improved considerably 
to the point where he could get about quite comfortably. He 
remained well in the ensuing three and a half years. : 


- CASE 4 
Chronic empyema. Left frontal abscess, treated by aspiration 
and excision. Recovery. (R.I. no. 37322/45.)—A. man, aged 
45, came under observation on Feb. 2, 1945. He had a chronic 
right-sided empyema, which was drained on Jan. 8, 1945, and. 
the chest condition seemed to be progressing favourably. 
On Jan. 28 he had a small hæmoptysis and later in the day 
a generalised epileptic attack. Apart from some headache 
there were no sequelæ. Next day he had a succession of 
attacks ushered in by aphasia and characterised by turning 
of.the head and eyes to the right side, and clonic movements 
of the right side of the face and right arm and leg. These 
attacks left him with some aphasia and considerable weakness 
down the right side of the body. The hemiplegia became more 
marked and by Feb. 7 it was virtually complete. The aphasia 
likewise became more profound and he gradually became 
more stuporous. The spinal-fluid pressure was 210 mm. water, 
and the fluid contained 120 mg. ‘protein per 100 ml. and 

14 cells per c.mm. - 
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An abscess in the posterior part of the left frontal lobe was 
, suspected and a burr-hole was made over the supposed site 
on Feb. 7; 30 ml. of pus was aspirated from a depth of 
' 45cm. in the frontal lobe, and 10,000 units of penicillin and 


3 ml. of thorotrast were instilled- into the cavity. Subsequent 


X-ray films showed the abscess occupying the upper and 
posterior part of the frontal lobe. The pus contained numerous 
gram-negative rods, but cultures were sterile. 

The patient improved steadily after aspiration. Although 


some aphasia persisted he became quite alert. and rational - 


and the headache disappeared. The hemiplegia likewise 
cleared up. Successive X-ray films showed that the abscess 
remained about the same size—i.e., it did not shrivel up as 
happens with some abscesses which resolve simply with 
aspiration. On April’6, when it was reckoned that the abscess 
was about ten weeks old, an osteoplastic flap was’ reflected 
and the chronic thick-walled abscess was dissected out intact. 
Convalescence was uneventful and he was discharged from 
hospital on April 20 free from symptoms or signs except for a 
very slight speech defect, apparent on formal tests. The chest 
wound meantime had healed and he remained well up to the 
time of the last follow-up in February, 1948, apart from 
occasional epileptic attacks which do not interfere with his 
. work as a labourer. . 


These cases were favourable because the chest infection 
had cleared up or responded to treatment by the time 
the brain abscess was dealt with, and there was no risk 
of further trouble from the chest. The next 2 cases 
emphasise the risk of the continuing chest infection, and 
show that the chest infection carries its own risk as well 
as that of recurring or multiple metastatic infection in 
the brain. | 


CASE 5* 


Diffuse actinomycosis with widespread pulmonary lesions. 
Intensive penicillin therapy. Right cerebral abscess treated by 
excision. Recovery. 
began, in July, 1944, to complain of vague abdominal symp- 
toms associated with an intermittent -temperature. In 
January, 1945, a pelvic mass pressing on the rectum was 
detected, and a laparotomy in March revealed a tumour 
‘adherent to the rectum. The abdominal incision healed with 
the formation of three sinuses, from which in July actinomyces 
were isolated. In November he was critically ill with an abscess 
of the liver which ruptured into the lung and caused a diffuse 
bronchopneumonia. There was a fecal fistula in the abdominal 
wound, and an ulcer on the tongue and one in the left arm. 
He was treated with large doses of penicillin (a million units a 
day) and there was some general improvement. In December 
there was a relapse in the chest condition, but again this 
settled down. 

On June 9, 1946, the patient complained of headache for 
the first time. Two days later he had a focal sensory attack 
in the left d,and arm, and next day there was a nearly 
complete paralysis of the left arm and considerable weakness 
of the left leg. These signs remained more or less stationary 
but he continued to complain of headache. 

He was admitted to the Radcliffe Infirmary on June 28, 
_ at which time there was slight bilateral papilledema and a 
considerable left hemiplegia, maximal in the arm. There was 
some loss of sensibility of the cortical type in the left hand 
but no defect in the visual fields. He was in good general 
condition, however, and could get about with a hemiplegic 
gait. Radiograms of the chest showed changes compatible 
with hepatic and pulmonary actinomycosis. The erythrocyte- 
sedimentation rate was 60 mm. in Ist hour and the white-cell 
count was 8000 per c.mm. Actinomyces were found in the 
sputum. A ventriculogram showed a depression of the central 
part of the body of the right ventricle and a slight displace- 
- ment to the left side. At operation on July 6 a subacute 
abscess was removed from the right frontoparietal region. 
The abscess measured about 2 cm. in diameter, had a very 
thin wall and contained about 6 ml. of pus. Some diphtheroids 
were seen in films, but cultures of the pus were sterile and 
histological examination of the abscess revealed no evidence 
of actinomyces. l 

The postoperative period was stormy for a few days because 
of exacerbation of the chest infection, but he gradually 
recovered from this. The cranial wound healed normally, and, 
though there was a transient increase in the hemiplegia, this 
pO S 


* This case is to be reported at length elsewhere. 


(R. I. no. 59241/46.)—A man, aged 46, | 


too recovered to the level which obtained before operation— 
i.e., he was left with considerable weakness of the left arm and 
slight weakness of the leg, but he could get about quite eaajly. 
The headache cleared up and the papilladema disappeared. 
He returned to work and remained well apart from an isolated 
epileptic attack. When last seen twenty-two months after 
operation he still had bronchiectasis for which he was receiving 
daily inhalations or injections of penicillin, but his. general 
state was satisfactory. ) . 


This case is significant because it suggests that massive 
doses of penicillin have a favourable influence on actino- 
mycosis; by the time the abscess was excised this 
patient had already received some 300 million units of 
penicillin. Secondly, it shows that the brain abscess 
may be due to only one of several organisms responsible 
for the chest infection. The preoperative diagnosis in 
this case was an actinomyotic abscess or granuloma, 
because it was known that the patient had pulmonary 
actinomycosis. But in fact the abscess was due to a 
gram-negative bacillus which presumably was only one 
of several which might have been found in the lung. As 


the chest infection still persists, this patient would be in 


a somewhat hazardous state if he did not continue to 
have penicillin. l . 
CASE 6 
Chronic bronchiectasis. Metastatic abscesses in left loin and 
left temporal lobe. Drainage of perinephric abscess. Excision of 


brain abscess. Recovery. Death later from acute pulmonary 
infection. (R. I. no. 64710/46.)—A man, aged 66, was admitted 


to the Radcliffe Infirmary on Nov. 8, 1946, with aphasia and 


a right hemiplegia. He had had bilateral bronchiectasis for 
about twenty years, and for nine months before admission 
his cough had been more troublesome and the sputum more 
abundant, and there had been occasional small hemoptyses. 
Nevertheless he could do his work as a grocer until six weeks 
before admission, when he had a fit (which ‘was not reliably 
observed) and began to suffer from severe headache. Three 
weeks before admission he began to have difficulty in express- 
ing himself. A week later he complained of severe pain in the 
left loin and within a few days a swelling appeared. This was 
incised and drained, and it had practically healed by the time 
he was admitted to the Radcliffe Infirmary. The pus from this 
abscess yielded Staph. albus on culture. In the week before 
admission a profound weakness of the right side of the body 
developed and the speech difficulty was more pronounced. 
On admission he was conscious but drowsy, and there was 


gross aphasia affecting all aspects of the speech function. He 


was thin and pale, and had a loose cough with purulent 
sputum. The optic discs were normal, but a complete right 
homonymous hemianopia could be demonstrated. There was 
a nearly complete right hemiplegia affecting face, arm, and 
leg, and he seemed to resent painful stimuli less on the right 
side of the body than the left. The spinal-fluid pressure was 
165 mm. water, the fluid contained 250 mg. protein per 
100 ml. and 300 cells per c.mm., 92% being polymorphs. 
Radiograms of the skull showed no abnormality except slight. 
displacement of the pineal gland to the right. The chest 
showed advanced bilateral bronchiectasis on radiography and 
clinical examination. 
The presumptive diagnosis was abscess of the left cerebral 
hemisphere due to the bronchiectasis. An arteriogram showed 
that the abscess was in the left temporal lobe. A left lateral 
osteoplastic flap was reflected on Nov. 12 under local anæs- 
thesia. The dura was tense, and before it was opened the right 
ventricle was tapped and 12,000 units of penicillin was instilled. 
The convolutions in the left temporal lobe were broad and 
pale, but the abscess was not presenting on the surface as is 
often the case. The middle temporal convolution was excised 
and this exposed the capsule of the abscess. There proved to 
be two main loculi with walls thick enough to allow them to 
be dissected out intact, but there were also many smaller 
loculi clustered about these which had to be removed with 
the sucker. The cavity was thus contaminated with pus from’ 
these smaller loculi. The suction was continued until normal 
white matter was reached, and this meant removing the 
interior of almost the entire temporal lobe. The cavity was 
dusted with penicillin sulphamezathine and: 20,000 units of 
penicillin was instilled. The dura was closed completely, 
the bone flap replaced, and the scalp closed without 
drainage. 
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Convalescence was uneventful. The wound healed normally, 
and ten days after operation the spinal-fluid pressure was 
normal and the fluid was clear and colourless and contained 
60 mg. protein per 100 ml. and 8 cells per c.mm. He was 
much brighter and more alert, but the neuròlogical abnorm- 
alities remained much as before operation. He was got out of 
bed a fortnight after operation and was discharged on Nov. 29, 
1946. He remained well for two months, when he got:a severe 
cold and developed bronchopneumonia, which proved fatal 
«within a few days. No autopsy was done, but the physician 
who attended him said that it seemed to be a straightforward 
respiratory illness without any evidence of a recurrence of the 
- intracranial infection. 

' Discussion 


Several points emerge from a consideration: of these 


cases. It is clear that now that penicillin is available the 
difference between success and failure in their treatment 
is determined largely by the nature of the chest infection. 
- If a brain abscess develops during the course of a chest 
infection which is resolving or is likely to do so (as in 
cases 3 and 4) the outlook should be reasonably good. 
Such cases are unfortunately rare; in the majority the 
_ chest infection is a chronic one unlikely to resolve or 
respond to conservative treatment, and it continues to 
menace the patient’s life-on its own account (as in case 6) 
besides being a potential source of metastatic abscesses. 
The elimination of chest sepsis, or at any rate its control 


by minor surgical and palliative measures, should always _ 


be attempted, so that the risk of cerebral infection is 
minimised. We feel. too that the thorough and long- 
continued administration of penicillin parenterally is a 
useful prophylactic measure, and that if a cerebral 
infection does arise in spite of penicillin prophylaxis its 
virulence will be somewhat lessened, as in case 5. 


If the infection is confined to one lung (as in cases 1 ` 


and 2) or is otherwise within the scope of radical thoracic 
surgery, we may reasonably expect a cure, and we feel 
that-in every case of thoracogenic abscess the possibility 
- of a combined attack by the neurological surgeon and 
the thoracic surgeon should be carefully considered. In 
many cases advanced bilateral pulmonary disease will 
mean that there is slight hope of a permanent cure, but 
in some of these (as.in case 5, with bilateral pulmonary 
actinomycosis) Once the brain abscess has been success- 


fully treated the patient may continue to lead a useful ’ 


life with the aid of penicillin. In others removal of the 
brain abscess may bring about an unexpected improve- 


ment in the chest congition. We feel indeed that every. 


thoraeogenic, brain abscess should be treated, no matter 

how discouraging the chest infection may appear to be. 
Often the patient is too ill to withstand any major 

procedure when he first comes under observation ; this 


is usually. due to-a combination of increased intracranial | 


pressure and an exacerbation of the pulmonary infection. 
In such cases probably all that can be done is to make a 
burr-hole over the abscess, aspirate as much pus as can 
be got out, and hope that this will tide over the crisis 
and enable a more deliberate attack to be made within 
a few days when the general condition has improved. 

If the circumstances allow deliberate treatment, we 
would encourage removal of the brain abscess as soon as 
it begins to produce stupor or respiratory depression, 
“whichever is manifest first. In some cases severe par- 
oxysmal headache is the indication for operation ; this is 
usually the result of a critical rise of intracranial eee 
and it may cause death without antecedent stupor 
respiratory depression. Neurological deficits are of Iess 
importance as indications for operation ; thus a patient 
may have a considerable hemiplegia or hemianopia for 


days or weeks before there is much headache or any ° 


stupor or respiratory embarrassment. 

. If the abscess is to be removed, precise kuogiedes of 
its location is essential. In some cases this will be 
apparent from the clinical examination ; in others arterio- 
graphy is probably the safest diagnostic procedure since 


it does not disturb the pressure relationships within the 
cranium. If this is not available or does not provide 
adequate information, then . ventriculography. may be 
called for, though we regard this as more. dangerous in 
abscesses than in tumours. If the abscess has to be sucked 
out in the acute stage, the resulting cavity should be. 
treated with penicillin at the time, and the dura and 
bone flap should, be dusted with penicillin sulphameza- 
thine powder. The bacteriology of the abscess should be 
established as soon as possible so that appropriate chemo- `’ 
therapy and antibiotics can be supplied. - The wound | 
should be closed without drainage, as in the case of 


. removal of a chronic abscess or a brain tumour. 


In most cases the brain abscess should be dealt with 
first because it constitutes the more immediate threat to 
life. Nevertheless, it is important to proceed with the 
chest operation as soon as possible, and case 2 demon- 
strates that a patient can tolerate major intracranial 
and thoracic operations within four-weeks of each other. 
In some straightforward cases the interval may be shorter 
with advantage; in others it may have to be longer 
because of complications ensuing on the cerebral opera-. 


tion,, such as a bout of meningitis or a temporary. 


exacerbation of the pulmonary infection. 

It is worth noting that in most of the successful cases 
the patient was under observation at the onset of the 7 
cerebral infection and that the diagnosis was made in 
the early stages. We cannot emphasise too strongly 
that the advent of cerebral symptoms—usually an 
epileptic attack—in a patient suffering from pulmonary 
infection calls for immediate neurological diagnosis and 
observation. Operation may have to be undertaken as 
an emergency, and if the patient has been in deep stupor 
or coma for several hours before he can be got into 


‘neurological hands his chances of survival are greatly 


diminished. Cerebral symptoms, such as epileptic 
attacks, may occur with air-embolism,*but in these cases 
recovery is usually prompt, there are‘no residual neuro- 
logical defects, and the cerebrospinal fluid is normal. 
We have produced no definite evidence as to how the 
infection gets from the chest to the brain, but from the 
mode of onset and the distribution of the lesions we think 
that they probably result from embolism. It has been | 
suggested by Collis (1944) and others that there is a retro- 
grade infection along the intercostal veins, thence to the 
spinal veins, and thence to the cranium. If this was the 
case we would expect to encounter abscesses en route— 
i.e., in the spinal cord and posterior cranial fossa—but _ 
in fact such lesions are. almost unknown. The most 
cogent argument against the embolic theory is the 
relative infrequence of metastatic abscesses in other 
regions than the brain. But this also applies to other 
blood-borne infections, where the brain may be the only 
site of abscess formation. The vagaries of embolism are 
further seen in cases in which there may be embolic 
abscesses in almost every organ except the brain. The 
mechanism of the infection is not entirely an academic 
consideration ; in many cases the cerebral infection 
appears shortly after some minor operation on the chest 
wall, such as dilating a sinus, and the theory of retrograde 
infection has this in its favour. 
Our chief concern has been with treatment, and we. 
feel that there is now some hope in dealing with this 
serious complication of chest disease, although we realise 


` that not every case can be cured, and that some of the 


patients who recover will be left with considerable 
neurological disabilities. 
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WEIL’S DISEASE | 
ANALYSIS OF 195` CASES IN ENGLAND 


J. C. Broom J. M. ALSTON 
O.B.E., M.D. St. And. M.B. Edin., M.R.C.P.E. 
© BACTERIOLOGIST, WELLCOME PATHOLOGIST, GROUP 
LABORATORIES OF LABORATORY, ARCHWAY 
TROPICAL MEDICINE, LONDON HOSPITAL, LONDON © 
THE serological diagnosis of Weil’s disease (lepto- 
` gpirosis icterohzemorrhagica) has been carried out in 


these laboratories for many years, and some of the results. 


have been reported previously (Alston and Brown 1937, 
Broom and Brown 1943). Between the beginning of 
1940 and the end of 1946 samples of blood were received 
from 195 positive cases and, where possible, the following 
information was obtained ‘about each patient: sex; 


“age; probable method of infection ; presence or Absence | 


of jaundice; and recovery or death.- Not all these 

details are available for every patient, but sufficient 

have been received to make an analysis of interest. 
The diagnostic criterion was the agglutination of 


a formalinised culture of Leptospira icterohemorrhagie ` 


observed by the microscopical technique described by 
-= Schüffner and Mochtar (1926). / 

Agglutination of leptospiræ by serum from persons 
‘who have not been exposed to infection is very rare, 
even in serum dilutions of 1/10 or 1/30. Artefacts 
and certain non-specific precipitations are seen with 
some sera but are readily differentiated from true 
_agglutination by their microscopical appearance. In 
practice, therefore, any degree of agglutination is regarded 
as suspicious but, when the titre was 1/300 or less, 
further samples were examined, where ‘possible, to test 


for the rise in antibody content which takes place during © 


the disease. This precaution is particularly necessary 
when ' the patien?s occupation may previously have 
exposed him to infection. 


EPIDEMIOLOGY 


Method of Infection.—The prevalence-of Weil’s disease | 


among coalminers, fish cleaners, and workers in sewers 
-and on the land has long been recognised ; so has its 
occurrence after bathing in canals and stagnant rivers. 
These associations are all represented in the present 
series as follows: 


Handlers of food .. 8 


Farm workers 23 (12%) (4%) 
Sewer ,, i 22 (11%) Navy personnel ..- 2 (1%) 
Fish f .. 13 (7%) Army personnel .. 47 (24%) 
Coalminers .. -12 (6%) Air Force personnel 8 (4%) 
- Bathing 9 (5%) Miscellaneous - 22 (11%) 
‘Accidental immersion 3 (1%) Unknown .. .. 13 (7%) 
Working in water 13 (7%) Total .. 195 (100%): 


Patients who had been working in water are grouped 
separately because the portal of entry of the infection 
was probably different from that in the bathers. The 
group includes men working on bridge repairs, water- 
cress beds, and river drainage and conservancy schemes, 
where infection through the conjunctive and mucosz 
of the nose and mouth is unlikely. The miscellaneous 
group is of special interest because it illustrates some 
of the diverse conditions in which infection may. take 
place. Leptospir shed in rat urine can live for consider- 
able periods in wet surroundings if the reaction is: slightly 
alkaline. Infection may thus occur though there is no 
direct contact between rat and human, provided that 
rats can contaminate material which .is afterwards 
handled by man. Persons believed, because of the 
known presence of rats, to have been infected at work 
included fishmongers, butchers, waiters, kitchen porters, 
refuse collectors, sailors, bricklayers, carpenters, motor 
mechanics, dock labourers, and workers in a factory 


| 
| 
| 


preparing compressed cattle food. Two other patients: 
had lain in wet ditches as the result of motor-car 
accidents ; two children were apparently infected while 
playing in rat-infested bombed buildings; one man 
was an A.R.P. warden ; another was in the ‘habit of drink- 
ing water from a ditch where rats ‘abounded ; and @ 
third worked at a dog-racing track. 

Details about patients in the Armed Forces were .- 
generally not available, but some of the patients were 
infected during manœuvres, and others on active service 
in Italy and Normandy; one was probably infected 
while lying in a wet ditch tending a wounded man. 

A certain piquancy attaches to the case of the ship’s 
stoker who, when asked about possible contact with 
rats, told how the crew of his ship were in the habit of 
preparing tea in a large urn kept constantly hot on the 
galley stove. Water and dry tea were adde od as required 
but the spent tea leaves were removed only at irregular 
intervals. On one of these occasions a rat “ boiled white ? 
was found in the debris. 

Sex.—The sex-incidence of 189 known cases was males 
181, females 8 (4.4%), showing the usual preponderance - 
of males which probably reflects the greater risk of 


AGE-INCIDENCE OF CASES OF WEIL’S DISEASE AND RECOVERIES 
‘ AND DEATHS THEREFROM 


Age (years) 


= | | 


UPEO a eels alemana Over Un- . 
E | 16-30, 31-45 )416-60 60 | Total known 
No. of cases.. os (ae 31 71 | eee 100 95 
| 
19 6 


bo Qə Or 


No. of recoveries .. 10) 19 22, | 15 


infection in certain predominantly male occupations and 

avocations and does not indicate a real difference in 
susceptibility. The proportion of females is much 
higher when the chances of infection are equal for the 
two sexes. Thus Smith and Davidson (1936) obtained 
evidence of equal rates among male and female workers. 
handling fish in Aberdeen. 

Age.—The accompanying table shows the distribution 
of cases by age, known for 100 patients. As is to be 
expected in view of the extiology of Weil’s disease, the 
very young and the aged are less often affected than 
those in the prime of life. 

Case-mortality.—The final result is known in 114 
instances. There. were 89 recoveries and 25 (22%) 
deaths, a very high mortality compared with ae: 9- 4%, 
reported for Holland (Walch-Sorgdrager 1939). During the 


period covered by our cases, and also in England, G ardner 


8-8%. 
PETAN 


and Wylie (1946) found a mortality of only 
The two rates are not comparable, however, 


Gardner and Wylie assumed the recovery of every patient 


who was not known to have died, whereas we include 
only those ’cases in which the outcome was recorded. 
If it were calculated on the basis of the total number of 
cases, the mortality in our series would be reduced to 
13%. 
The age- diatabueon of recoveries and deaths in the 
87 cases for which it is known is shown in the table. — 
Jaundice.—Different observers have found the pro- 


` portion of cases with jaundice to vary over a wide range. 


Inada et al. (1916) state that ‘‘ jaundice is the most 
striking and constant symptom’”’; but, also in Japan, 
Ido and Wani (1917) reported that of 56 cases seen during 
an epidemic 33 (60%) were anicteric. Schiiffner (1934) 
noted over a period of years in Holland that the pro- 
portion of anicteric cases rose as the annual number 
of cases increased, suggesting that a more acute aware- 
ness of the condition led to the diagnosis of many atypical 
cases which would otherwise have deen missed. Schüfiner- 
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considers that 60% of the total is probably a good 
-estimate of the number of anicteric cases of leptospirosis. | 


Jn Great Britain Buchanan (1927), describing an outbreak 
of Weil’s disease among coalminers, records that jaundice 
was present in all 22 patients. Davidson et al. (1934) 
investigated 15 cases, in 11 of which there was jaundice. 
On the other hand, Buzzard and Wylie (1947) report 
.5 consecutive.anicteric cases and contrast them with 
\ 10 previous cases, 7 with jaundice, treated in the same 
- hospital. | l . 
Records are available for 120 cases in our series ; 
` Jaundice was present in 107 and absent in 13, which makes 
the proportion of anicteric cases only 10%. 


e 
. 


DISCUSSION 


The large proportion-of jaundice and the high mortality 
are both outstanding features in this series. The two 
might be considered to be related, because Walch- 
Sorgdrager (1939) states that only one fatal anicteric 
case had been reported in Holland, and certainly all 


‘excépt one of our. fatal cases were accompanied by 


jaundice. It appears from the published reports that 
jaundice is more often absent when infection takes 
place during bathing, and only 9 of our patients were 
infected in that way. Unfortunately, a record is available 
of only 4, but jaundice was present in all of these 4. 
. When the mode of infection of the 13 anicteric cases was 
examined, it was found that 2 children had paddled but 
not bathed in a river known to be infective. The other 
patients ‘were 4 farm workers, 1 fish worker, 1 tripe- 
factory lorry-driver, 1 canteen worker, 1 child who 
played in a bombed building, 2 soldiers whose history 
is unknown, and 1 schoolgirl with no known contact with 
rats but who certainly had not been bathing. | 

There is thus no relation between bathing and absence 

of jaundice in this series, and some other reason must 
_ be sought for our findings. One explanation might 
- De that thesé are all hospital patients, representing mainly 
the more severe infections, whereas milder cases are 
treated at home without the diagnosis being confirmed 
by serological tests. In this connexion one group of 
.20 cases is of particular interest. They were all diagnosed 
by one physician and they form the contemporary part 
, of the series described by Robertson (1946). Of these 
20 cases 8 were anicteric as compared with 5 among 
the remaining 100. The number involved is small, but 
the difference is very striking, and the probability of 
obtaining such a difference as the result, of chance is less 
than 0:001—i.e., it is statistically significant: Of this 
same group 5 patients were females, whereas only 2 
cases were diagnosed in females in the remaining 169. 
In this instance also the probability for a chance result 
is less than 0-001. | 
When these findings are considered along with Buzzard 
and Wylie’s (1947) 5 anicteric cases, it seems reasonable 
to assume that many cases of leptospirosis are missed 
because they do not present the classical symptoms of 
Weil’s disease, or because the patient was not employed 
in one of the occupations recognised as carrying a risk 
-of infection. 
ee SUMMARY . . 

Details of sex, age, method of infection, presence of 
jaundice, and final outcome are analysed for 195 cases 
of léptospirosis diagnosed by serological tests. 

Attention is drawn_to the diversity of the occupations 
and avocations in which infection may take place, and 
examples are given. ah 

The jaundice-rate and mortality were unusually high. 


\ 


Evidence is adduced which suggests that many cases - 


of leptospirosis are missed in this country. 


We wish to thank the many clinicians and pathologists 
who have provided us with details of these cases. 
References at foot of next column 
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ACUTE INTESTINAL OBSTRUCTION IN 
TYPHOID FEVER ’ 


_ FL FE. Kane | 
M.D. Belf., M.R.C.P.L, D.P.H. 


MEDICAL SUPERINTENDENT, PURDYSBURN FEVER HOSPITAL, 
BELFAST - 


! o 
ACUTE intestinal obstruction due to, and arising in thes 
course of, typhoid fever appears to be extremely rare. 
The following case had unusual features. : 


CASE-RECORD 
A private in the A.T.S., aged 20, was admitted to Purdys- 


' burn Fever Hospital on Oct. 8, 1946. She had reported the 


previous day with a fresh crop of old-standing psonjasis, for 
‘which treatment was ordered. That night she developed a 
severe headache, had a restless night, and felt sore all over. 
On reporting these symptoms she revealed that she had 
recently spent two weekends in a neighbouring town- where 
there was an outbreak of typhoid fever. She thus reached | 
hospital with a provisional diagnosis of typhoid about 16 
hours after the onset of symptoms—the earliest admission 
of a case of typhoid in my experience. According to her Army 
pay-book she had received two injections of 7.4.8. during 
July, 1944. 
Investigation.—Temperature 101-4°F ; pulse-rate 120 pe 
min. ; complained only of headache and shivering. Widal test on 
day of admission positive only to Salmonella typhi (0-specific) 
to a titre of 1/25; no flagellar agglutination. Sample of 
stools on same day showed no enteric organisms, but blood- 
culture gave pure growth of S. typhi, subsequently identified 
as of the phage type recovered from cases in her home town. 


This positive blood-culture was confirmed by a second culture - 


next day. White-cell count 3300 per c.mm. Marris’s test gave 
a pulse increase of 16 per min. 

Course of Illness.—The patient’s condition developed along 
the usual lines of early typhoid, with typical decubitus, and 
signs in the mouth, tongue, abdomen, and chest. Four days 
after admission her temperature reached 104-8°F and, there 
was increasing stupor. She was put on a five-day course of 
intramuscular penicillin and sulphathiazole by mouth. In 
this course she had 10,000,000 units of penicillin and 
42 grammes of sulphathiazole without any arrest of symptoms 
or signs. On the 8th day of illness, in the middle of this 
course, she developed a typical typhoid rash, and her spleen 
became palpable. After an interval of three days the course of 
penicillin and sulphathiazole was repeated in the same dosage 
—i.e., 250,000 units of penicillin and 1 g. of sulphathiazole 
three-hourly for five days. Thus by the 19th day of illness 
she had had two five-day courses, totalling 20,000,000 units of 
penicillin and 82 g. of sulphathiazole. Nevertheless there was 
no diminution in the severity of symptoms or signs. Toxzemia 
and prostration were well marked, with incontinence of urine 
and feces, and deafness and typical typhoid delirium were 
pronounced. .The temperature remained between 102 and 
104°F, with pulse-rate 120, blood-pressure 108/66 mm. Hg, 
and respirations 28 per min. : 

The stools, thrice previously negative, grew S. typhi on the 
29th day of illness and remained positive thereafter. The 
Widal test by the 10th day of illness showed agglutination to 
S. typhi 1/50, flagellar and somatic. By the 37th day the titre 
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for S. typhi was 1/500 and there was no agglutination of 


S. paratyphi or of Brucella abortus. 


An abscess developed deep in her left thigh from a hema- 
toma round the site of penicillin injection, and pus aspirated 
on the 37th day gave a pure growth of S. typhi. This abscess 
made it difficult to be certain of the condition of the left 
femoral vessels, and there was a suspicion at this time of 
thrombophlebitis. The abdomen always seemed well under 
control, and distension was never a prominent feature. 


`+. Diarrhea was at its worst during the third and fourth weeks ; 


thereafter motions were approaching normal in appearance 
and frequency. There was no remission in the septicemia. 
A blood-culture taken on the morning of her 43rd day of illness 
gave a growth of S. typhi. 

In the evening of the 43rd day she had a sudden onset of 
acute abdominal pain without vomiting. She quickly became 
collapsed. Temperature fell from 103 to 101°F ; pulse-rate 
was 156, and. blood-pressure 90/50. Both iliac fossæ were 
acutely tender but there was no rigidity, no loss of liver 
dullness, no alteration in chest signs, and nothing abnormal 
in the alkaline urine. A perforation appeared unlikely, and 
mesenteric thrombosis was tentatively diagnosed. 


Operation.—Laparotomy was performed within three hours 
of the onset of these symptoms, under ether and gas-oxygen 
anesthesia. A right gridiron incision revealed much free 
serous peritoneal fluid, definitely not intestinal contents. No 
free gas; cecum grossly distended. Through this incision 
only the terminal 12 in. of ileum could be inspected ; it was 
much injected and showed numbers of adhesions to itself 
and the ascending colon, with areas of peritoneal reaction over 
typhoid ulcers. A firm peritoneal band between the ileum and 
ascending colon, which was obstructing the cecum and 
terminal small intestine, was divided. 

A midline subumbilical incision disclosed a further loop 
of acutely obstructed ileum produced by a firm peritoneal 
band running from the antimesenteric border of the ileum to 
the pelvic colon. This band was divided, but several small 
omental-ileal adhesions were left untouched. Inspection of 
the ileum showed no sign of perforation, though there was 
much evidence of active ulceration. The abdomen was closed 
.without drainage after liberal dusting with sulphonamide 
powder. - 

Postoperative Course.—The first twenty-four hours after 
operation were very difficult, as was to be expected, but then 
there seemed promise of improvement. The abdominal 
condition settled quickly, and good motions were voided daily 
‘from the 45th day. The chest condition became acute, but 
in spite of this there was an improvement in consciousness. 
The patient was given 200 ml. of typhoid serum by intra- 
muscular injection at this stage. Intramuscular penicillin 
400,000 units three-hourly and sulphathiazole 1 g. three-hourly 
by mouth were resumed and continued until death took 
pee quickly from circulatory failure on the 48th day of 


ase. ¢ 
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DISCUSSION 

This case appears unique in its early admission to 
hospital as typhoid. Admission was decided largely on 
the history of the patient having drunk milk from a 
contaminated supply and on symptoms suggesting early 
infection. The subsequent course of the illness suggests 
that little benefit had resulted from the T.A.B. inoculation ; 
the clinical picture was that of an unmodified attack. 

There was keen disappointment with the response to 
combined penicillin and sulphathiazole therapy after 
the decidedly promising results recorded by McSweeney 
(1946). It is possible that the dosage of penicillin used in 
this case in the early stages was insufficient ; previously 
Prof. J. W. Bigger (1946) recommended 3,000,000 units 
a day, but in a personal communication he suggests a 
dosage of 4,000,000 units daily. Cases from the same 
source as this patient gave good results on this therapy 
elsewhere. . 

With the lowered incidence of enteric infection rare 
complications are unlikely to be found in modern 
literature. Mee 

Osler and Cole (1902) and Keen (1898) do not mention acute 
intestinal obstruction in the course of typhoid. Rolleston 
and Ronaldson (1940) mention non-perforative peritonitis, 


~ 


‘ wrist. 


and Goodall (1928) describes a similar condition with bands 


formed apparently by stretching of adhesions due to patches . 


of lymph. Curtillet (1939) records a case of perforation at the 
17th day of an attack of typhoid ina boy of 7 years, where a loop 
of terminal ileum was obstructed by its firm fixation in the 
pelvis, and recovery followed ileostomy and subsequent 
repair of the fistula. 

A more impressive case is that of Alglave (1939) in a female 
patient of 25 years with an acute onset of abdominal symptoms, 
at the 28th day of typhoid. There was acute crampy abdomi- 
nal pain with vomiting, and increasing distension. Visible 


peristalsis was produced on palpation and there was no point - 


of maximum tenderness, Laparotomy two'days later disclosed 
a newly formed peritoneal band between the loop of bowel 
and the pelvic wall, snaring the ileum and causing the acute: 
obstruction. Division of this band relieved the condition and 
recovery thereafter was uneventful. 


SUMMARY 


A ease is recorded of acute intestinal obstruction arising 
in the course of protracted typhoid fever. l 
The multiple obstruction was caused by peritoneal 
bands, probably due to stretching of adhesions formed 


over areas of typhoid. ulceration. Division of the bands 


relieved the abdominal symptoms, but death followed 
from typhoid septicemia. 
Therapy with penicillin and sulphathiazole was dis- 
appointing, but insufficient dosage may explain this. 
The patient had a record of T.4.B. inoculation about 27 
months before the onset of symptoms, but the course of 
the illness was severe and unmodified. 


I am indebted to Dr. G. F. W. Tinsdale for the bacteriology 
of the case, and Mr. H. P. Hall for the surgical treatment. 
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SYRINGOMYELIA TEMPORARILY 
RELIEVED AFTER SCALENOTOMY 


Joun M. POTTER 
M.B. Camb. 


In the following case of syringomyelia a temporary 
remission of symptoms followed scalenotomy. 


An Anglo-Indian woman, aged 23, had noted four and a half 
“years earlier that while playing the piano her left little finger 
felt weak. Shortly afterwards she could not straighten it. 
Six months later the ring finger became similarly affected, 
and a month after this she began to have a dull tingling ache 
down the medial aspect of her left arm, passing behind the 
elbow and down the inner border of the forearm as far as the 
The pain was intermittent and not severe; but was 
aggravated by carrying heavy things or any undue exercise 
of the arm; it was not aggravated by coughing or sneezing. 
After a further eight months her attention was drawn to 
wasting of the left hypothenar muscles. Massage, radiant 
heat, and splinting, had no permanent effect on her disability, 
and two-years after its onset, radiography showing no evidence 


of a cervical rib, scalenus anticus syndrome was diagnosed | 


and a left scalenotomy was performed. (There is no record 
of any objective sensory or vascular abnormality in the 
affected limb at that time, nor has the patient ever noticed 
any such symptoms apart from the pain.) After this operation 
all her symptoms were entirely relieved, but the wasting 
remained. 

Two years and four months later she knocked her left 
shoulder against a cupboard. This produced a similar pain, 
which persisted, becoming a little more severe. Two days 
after this injury her left hand became suddenly “ cramped ” 
while knitting, and afterwards she noticed that her two 


/ 
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fingers were weak and bent as before; they remained in that and various anatomical abnormalities. Respiratory 
condition. 


Shortly after the injury to her shoulder, whenever 
she Jumped down from a vehicle, landing suddenly on her feet, 
she felt in her left shoulder blade a jarring pain which, though 
sharp at first, graduaHy wore off. | 

Her general health was good and there were no other 
symptoms. She had never had any serious illness or injury, 
and no eye trouble. 

I found her an intelligent and genuine person. She gave 
a lucid unexaggerated history, and was extremely coédperative 
during examination. She was small, but well-built and looked 
healthy. There was no deformity or tenderness of the spine. 
Neck movements were full and painless. The radial pulses 
were equally palpable and there was no significant variation ~ 
during neck rotation or shoulder bracing. The movements 
at both shoulders, elbows, and legs were strong, and the tone 
was normal in the muscles. The left hypothenar and the 
medial part of the thenar eminence were flattened, and 
fasciculation was observed there at intervals. It appeared 
to be a little increased after the injection of 1 ml. of 
‘ Prostigmin.’ There was some weakness of all the left 
hypothenar muscles, the interossei (notably the medial two), 
the medial two slips of flexor digitorum profundus, and possibly 
flexor carpi ulnaris. Froment’s thumb sign was positive. 


_In thè right hand there was a suggestion of early wasting of 


h 


the adductor pollicis brevis, but no detectable weakness 
or fasciculation -was observed, and Froment’s sign was 
negative. 

Sensory examination revealed dissociated anesthesia, 
segmental in distribution but affecting the right side more than 
the left. On the right, in C8 and T1 segmental areas, there 
was incomplete appreciation of pinprick and temperature. 
To a lesser extent pinprick felt dull in T2-T4 segmental 
areas; and in C4-C7 it was not felt with the same intensity 
as in C3. ‘On the left,in C8 and T1 segmental areas, pinprick 
and temperature were similarly affected, but rather less than 
in the corresponding segments on the right. Here again 
C3 seemed to be the lower limit of acute sensation to pin- 
prick. Cotton-wool sensation, joint-position sense, _and 
two-point discrimination were everywhere normal, but 
vibration sense was a little impaired everywhere on the right 
side below the clavicle. No trophic changes, burns, or scars 
were seen except the left supraclavicular operation scar. 
There were no sensory changes in the face: 

The right rddial reflex was inverted ; finger flexion only. 
The left radial reflex’ was brisk, with finger flexion. The 
right biceps reflex was absent; and the left was brisk. The 
Tight triceps reflex was normal and the left was absent. 
Abdominal, knee, and ankle reflexes were normal and equal. 
The plantar ‘responses were both flexor. Sweating was 
induced, and was greater on the left side of the face and fore- 
head than on the right ; the upper limbs were affected equally. 
The pupils and palpebral ‘fissures were equal, and there was 
no nystagmus. The fundi and cranial nerves were normal. 
No cutaneous neurofibromata were present. 

The blood-count was normal; Hb 84% (Sahli). 
Wassermann and Kahn reactions were negative. 

Lumbar puncture produced clear colourless fluid, rising . 
to a height of 160 mm. There was a brisk rise and fall of 
100 mm. on bilateral jugular compression. The cerebro- 
spinal fluid contained 15 mg. of protein per 100 ml.; no 
cells were present and the era reaction was negative 
in the fluid. 

Radiography of cervicodorsal spine showed no abnormality, 
and screening showed good movement of the diaphragm on 
both sides. 


On this evidence there could be little doubt about the 
diagnosis of syringomyelia: 


Blood 


DISCUSSION 


Swank and Simeone (1944) have described a superior, 
or upper, and an inferior, or lower, type of the scalenus 
anticus syndrome. In their series of 17 cases, 9 were 
upper and 8 lower. In the upper it is. primarily C6 and - 
C7 nerve-roots that are compressed, and in the lower 
Cs and Tl. The syndrome may be bilateral, and the 
two types may be combined. These writers believe 
that the scalenus anticus muscle is the main compressing 
force, and they noted at operation several factors which 
they consider important in producing this compression. 
These were physiological hypertrophy of the muscle 


overactivity and ‘‘ myositis” were also considered. 
Ochsner et al. (1935) have cited spasm, as a result 
of trauma or irritation, as a factor; and. Naffziger 
and Grant (1938) refer to embryological, anatomical, 
developmental, and occupational mechanisms. 

If all these factors are at work, it is reasonable to . 
believe that many people suffer minor degrees of root 
compression by- the scalenus anticus muscle, and that 
for each person showing the syndrome there may be 
several in whom this compression is insufficient to 
produce any obvious interruption of conduction in the 
nerves. 

If a nerve-trunk is compressed at two points along its 
length, the effect on function, if any, will be a result ` 
of the combination of these two forces. Neither of the ` 
forces alone may be sufficient to produce symptoms, but 
together they may do so. In the present case the 
scalenus anticus may have been an insignificant compress- 
ing force until the intramedullary cord lesion higher up 
started to cause effective pressure- on the anterior horn 
cells of the nerves affected also lower down. If the 
lower compressing force were removed, as by scalenotomy 
in this case, one might expect the symptoms to clear 
until more anterior horn cells were -compressed. In 
this case the symptoms came on again after trauma, 
which possibly caused a slight hematomyelia. It was 
a chance happening that the cord segments affected were 
those giving birth to roots liable to scalenus compression 
(in this case C8 and T1), but presumably it has happened 
before and will again. In such a case, where the cord È» 
lesion cannot be extirpated, I suggest that the relatively 
minor operation of scalenotomy might provide dramatic, 
if only temporary, relief from symptoms. 


SUMMARY 


A case of syringomyelia is described in which the 
symptoms were relieved for two years and four months 
by scalenotomy. 

An explanation is offered for this result. 

Scalenotomy may prove a useful palliative measure 
in chronic incurable disease affecting any of those 
segments of the spinal cord which give rise to nerve- 
roots liable to compression by the scalenus anticus 
muscle. These roots are C6-8 and T1. 


I. wish to thank Sir Hugh Cairns for nis help in the 


| preparation of this paper. 
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. The Royal College of Obstetricians and Gynzcologists 
has from time to time stated its views on the maternity 
services to be provided under the National Health Service 
Act .. .. We reiterate our conviction that the care of the 
pregnant woman, whether at home, at the clinic or in hospital, 
is a responsibility which cannot be discharged with the 
maximum safety to the two lives at stake if it is shared 
between different administrative bodies. The importance of 
full coordination in reducing maternal and infant. mortality 
is so great that the duty of providing a coordinated scheme 
for all aspects of maternity work must be parce unequivocally 
on one authority at regional board level. . The college 
has always advocated that it is desirable to have a list of 
practitioners who have had experience of midwifery after 
qualification to be called in for midwives’ emergencies under 
the Act... . It appears now that any practitioner can under- 
take maternity work under the Act. He may not necessarily 
be present at the confinement but will be called upon in an 
emergency. The principle which the college has always 
recommended will be discarded if such a practitioner does 
not possess the experience mentioned above.”—Sir WILLIAM 

GILLIATT, P.R.C.0.G., Times, July 9. 
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Reviews of Books 


‘Anatomy 


A. DAVID Le VAY, M.S., F.R.C.S. London: Hodder & 
Stoughton for the English Universities Press. 1948. 
Pp. 299. 4s. 6d. ' 


Mr. Le Vay has provided ‘‘ as many illustrations as 
a book of this size will carry,” and very good they are. 
Anatomy, like murder, is not easily’ brought home in 
the absence of a body, but this little book does wonders 
in the way of clear exposition. The general reader, for 
whom it is primarily designed, may perhaps find himself 
struggling fly-like in the webs of anatomical terminology, 
but the nurses and physiotherapists, and even the medical 
students, to whom it is also commended, will think 
themselves well treated. 


Cineplasty 
HENRY H. KESSLER, M.D., PH.D., formerly chief of 
amputation center, U.S.N. Hospital, Mare Island, 
California. Oxford: Blackwell Scientific Publications. 
1947. Pp. 201.: 35s. 


THE subject of cineplasty is arousing new interest in 
many countries where efforts are being made to improve 
the fitment and use of specially designed—and it is 
claimed more useful—arm prostheses. In this book the 
history of cinematised arm stumps is ably told and 
illustrated from the time of the earliest experiments of 
Riccard in France (1891) and Vanghetti in Florence 
(1898); and this section, with an account of the func- 
tional use and development of the upper extremity, makes 
an excellent introduction to the subject. The main 
purpose is to discuss the physiology and detailed 
anatomy of the arm in relation to the surgery of 
cineplastic operations. Illustrations of the cineplastic 
prosthesis suggest that it is unduly complicated and 
heavy when worn on the various types of cinematised 
stumps. If cineplasty is to be developed and used, 
appropriate types of prosthesis must be studied and 
developed. Nearly all the prostheses are shown with 
a form of mechanical hand, doubtless chosen for cosmetic 
reasons. The hand might well be detachable, to permit 
the attachment of the types of appliance used with 
ordinary artificial arms. Workers, and those with a 
hobby in which tools are used, need a few appliances 
to grasp the tools. These should be quickly and easily 
interchangeable with the hand. Reablement is given 
proper emphasis. If a patient knows there is a sphere 
in which his reduced capabilities can be economically 


employed it helps not only him but:all concerned with | 


his surgery, convalescence, fitment of limbs, and restora- 
tion ,to social life and work. The book is rather 


_over-illustrated, explanatory. notes and references being . 


rather too short. The reader would be assisted if photo- 


, graphs were related more exactly in their context. 


The Secret Instrument 


- Dr. WatrerR RADOLIFTFE, with an introduction by _ 


WILFRED SHAW, M.D. London: Heinemann Medical 
Books. 1947. Pp. 69. 10s. 6d. 


THis little book recalls the primitive condition of the 
practice of midwifery in this country almost to the 
18th century. It lay almost entirely in the hands of a 
number of ignorant women, and the few doctors who 
did practise it as part of their profession were almost 
as ignorant and unskilled. Midwifery was frowned on 
by.the physicians of the day and was relegated to the 
barber surgeons.. In the 16th century that great and 
humane French: surgeon, Ambroise Paré, did what he 
could by establishing a training school for midwives in 
Paris, -but the dangers of difficult labour were by no 
means overcome. There is indeed a strange irony in 
the fact that the most wonderful event in human 
existence—the birth of another life—should be so treated. 
As Dr. Radcliffe shows, the advent of the Chamberlen 
family in this country prepared the way for a more 
scientific approach in midwifery. The disclosure in 1813 
of the hidden instruments of Peter Chamberlen revealed 
how far he had progressed in the evolution of the obstetric 
forceps now in general use. Before his time, infant 


-~--mortality was very high and in the difficult cases in 


which cesarean: section. was attempted the maternal 


mortality was also alarmingly high. Hugh Chamberlen 
carried on the tradition and indeed showed his belief 
in his own practice by bringing into the world 18 children 
of his own. It was not until 1877, however, that Professor 
Tarnier, of Paris, introduced his axis-traction forceps. 
This, and the recognition of the pelvic curve, finally led 
to the obstetric forceps of today. Incidentally the author 
gives us many interesting side-lights on domestic life 
in high places in this country during the Stuart period. 
Dr. Radcliffe does well to emphasise how much we owe 
to the Chamberlen family. 


Médecine de I’aviation 
Bases physiologiques et physio-pathologiques. J. MALMBJAC, 
professeur de physiologie & la Faculté de Médecine 
d’Alger, directeur du laboratoire d'études médico- 
physiologiques de Armée de l’Air en Afrique du Nord. 
Paris: Masson. 1948. Pp. 333. Fr. 12,000. 

THIS synopsis of the work which has been published 
to date on the physiological aspects of flying will be 
chiefly of value to the English reader for its very 
extensive bibliography divided into sections on the basis 
of subjects and running into nearly 50 pages. Unfor- 
tunately much of the more important work in aviation 
medicine has not yet been published by the Government 
departments concerned, and Professor Malmejac clearly 
has not had access to some of the Service reports which 
have already appeared in English; but the monograph 
can be recommended to serious students of aviation 
medicine. ' : ‘ 


The Organisation and Management of Hospital 
Stores (London: Faber & Faber. 1948. Pp. 105. 15s.).— 
Hospital stores are too often scattered about all over the 
place, and some harassed stewards, mainly trying to put all 
their quarts into the pint pots available, may well be grateful 
for the many practical suggestions contained in this little 
book, from the authoritative pen of Captain J. E. Stone, 
the consultant on hospital finance to King Edward’s Hospital 
Fund for London. Captain Stone covers a subject to which 
increasing attention will be paid in the future administration 
of hospitals. He steers a skilful course between red tape and 
extravagance, and hospital management committees and 
their executives have again cause to thank him. 


Alsos : the Failure in German Science (London: 
Sigma Books. 1948. Pp. 258. 15s.).—Prof. Samuel Goudsmit 
here describes the failure of German scientific effort to utilise 
nuclear physics. A history of a U.S. mission to investigate 
any possible German “ atomic bomb secrets, the book is 
mainly concerned with the theme that the Germans failed 


not because of lack of government support but rather in spite ` 


of it, the entire blame being laid on German egotism and the 
Teutonic system of seniority that stifles at birth the ideas of 
any young genius. Twe chapters about “Science and the 
Gestapo ” are irrelevant to the argument. The final chapter, 
however, is an appeal to the public not to hamper research 
by allowing useless restrictions to be imposed in a field about 
which they know nothing; and this plea for a return to 
internationalism in science is perhaps the only thing that 
could justify the publication of Alsos. 


Essentials of Fevers (2nd ed. Edinburgh: E. & S. 
Livingstone. 1948. Pp. 351. 15s.).—This little book has grown 
appreciably in its second appearance, but it may still be fairly 
described as a pocket edition. It covers a most surprising 
range with four concise introductory chapters and a 
terminal catalogue of some common mistakes in the diagnosis 
of fevers. Dr. Gerald E. Breen’s attempt to compresa the 
essential facts about at least 21 separate communicable 
diseases into the intervening 246 pages has resulted in a 
digest which will meet the present examination requirements 
of the medica] student but is perhaps less likely to elevate the 
‘study ‘of fevers from the lowly position among the clinical 
sciences about which he so rightly complains. ‘This condensa- 
tion also limits the value of the book for the young practitioner. 


_ Since the teaching of fevers is nowadays being given additional 


space in the studeént’s curriculum, it cannot unreservedly 
be recommended as a standard book, particularly as it 
contains no single reference to other works. But the 
racy eminently readable text will be liked by many 
students, and Dr. Breen’s flair for illustration has given 
this edition 16 coloured drawings, most of which achieve a 
great deal more than elaborate and expensive photographic 
processes would have done. i 4 
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The first preparation to combine iron, copper and manganese, Fersolate has well eaviied its 
unique reputation with the medical profession during fifteen years—and the adoption « of its 
formula i in the National Formulary: as Tab. Ferri Sulph. Co. 

| In future, Fer@olate will name only the tubes of 100 tablets ; the dispensing si sizes will be issued 
as Tab. Ferri Sulph. Co. Glaxo. By specifying either name in your N. H. s. prescriptions you | 


ensure that the original well proven preparation will be dispensed. 


/ 


= All sizes. were substantially reduced i in price on 12th h Jl, as follows : — ` 


- 


 FERSOLATE new price- J. Tab. Ferri Sulph. Co. NWF Glaxo net price 


[00 tablets 1/6d. plus 44d. p.t. |,000 tablets 7/2d. ' 
_ Subject to usual professional discount.: ` 5,000 tablets (newly introduced) 37- 


tax free “ 
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GLAXO LABORAT-ORIES LTD., GREENFORD, MIDDLESEX.. BYRon 3434 
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required of such a preparation can be placed under well-defined headings = 


tormative elernents of Minadex. The vitamins A and D of Minadex are of first 
factors restore lost 'Appeute and hasten the return to ful health. 


S yru p MINAD E X in 6 oz. and [2 oz. bottiés 


Each fluid oz. contains : Vitamin A 18,000 i.u. Vitamin D3,000i.u. Iron and 
ammonium citrate 13$ grains. Calcium glycerophosphate 2 grains. Other minerals 


GLAXO LABORATORIES LTD. GREENFORD, MIDDLESEX. BYRon 3434 


í 


,The value of a tonic cannot be measured in simple numerical units, But the functions ` 


s 


restoration, formation and protection. Syrup. Minadex is well equipped to fulfil ' 


these functions. Iron, calcium and other minerals comprise the restorative and- 


importance in a protective sense. Combined in an enjoyable orange syrup, these | 
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Increased capillary fragility, with its attendant risk of submucous 
or subcutaneous hemorrhage, is the primary indication for the 
therapeutic use of Rutin, a flavonol glycoside credited with 
the physiological properties hitherto ascribed to vitamin P. 


Clinical ‘trials, some of which were summarised in the British 
Medical Journal, May 31st, 1947, page 771, suggest that Rutin 
may be an important factor in the prevention of retinal 


hemorrhage in patients with hypertension, and in controlling 
bleeding in hereditary telangiectasia. 


Rutin A&H is suggested for administration in hæmorrhagic 
conditions due to increased capillary permeability associated 


with hypertension, nutritional deficiency or toxic effects of 
drugs. 


~ 


Rutin Tablets, each containing 20 mg., are available in bottles of 100. 


Literature and price on application. 
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a Appointments | 7 
In the National Health Service how will vacancies 
in hospital staffs be filled? This is a question of 


truly fundamental importance to the service, and the © 
answer—though not, we hope, the whole answer—is 


given in regulations t now laid before Parliament. 
Under the Act, all appointments senior to that of 
registrar are to be made by the regional hospital 
board: or (in teaching hospitals) by the board of 
governors. For each vacancy the board will constitute 
an advisory appointments committee with seven 
members chosen for the particular task. The com- 
mittee set up by a regional. board will include two 
members nominated by the management committee 
of the hospital which has the vacancy,’and one or 
both of. these must be doctors. Of the other five 
members. at least four will be medical : two of them 
must belong to the specialty concerned (one of these 
coming from outside the board’s area), and at least 
one will be appointed after consultation with the 
university associated with the board. The intention 
-is*that normally the committee shall consist of five 
professional and two lay members, and the board 
will itself select one of the seven as chairman. For 
- filling a vacancy in the staff of a teaching hospital 
the committee constituted by the board of governors 
will have two members nominated by’ the university, 
-and one or both of these must be doctors. Of the 
. other five, members at least four will be medical : 
two of them must belong to the specialty concerned 


(one of these coming from another teaching hospital), 
and at least one will be appointed after consultation— 


ith the hospital board of the region. When a 
' vacancy occurs the board will advertise it in two or 
more professional journals circulating throughout the 
- country: the advertisement will give information 
about the nature and duration of the appointment, 


the remuneration, and the closing date for applications, 


and will state that canvassing members of the board 


or committee disqualifies the candidate. The com- 
mittee will then consider the applications (holding 
interviews if it thinks fit) and submit to the board a 
list of persons suitable.for the appointment, in order 
of preference. ` If the board does not want to appoint 
‘any of the persons thus selected it must re-advertise 
the post. It cannot fill the vacancy in any other way. 

Complex though this may sound, it is really quite 


simple : henceforward all senior medical appointments . 


in all hospitals are to be open to all comers, and the 


er a a eee 
1. National Health Service (Appointment of Specialists) Regulations, 
aes Statutory Instruments, 1948, no. 1416. H.M. Stationery 

ce, 


APPOINTMENTS 


selection will be made in- each case by a small and 


‘specially nominated, expert. committee advising the 


regional board or the board of governors. Casting a 
bright light into potential holes and corners, the new 


procedure represents in fact a triumph for those 


reformers who have long been working to make 
hospital appointments depend more on merit and 
less on local influence or acquaintance. The efforts 
made over so many years to abolish “ in-breeding ”’ 
in the teaching schools gain further support,:and an 
end is made of the parochial methods by which 


` local authorities have too often filled medical posts. 


Nevertheless the benefit to be gained in general from 
the new arrangements should not blind us to their 
possible faults. In one respect, unfortunately, they 
may prove strikingly inferior to the best existing 
practice. If their effect is to take the selection of 
few members right out of the hands of the hospital 
staff, they may gravely damage the corporate spirit 
which ought to mean so much in a hospital—a spirit 


‘depending not least on free choice of colleagues. 


The regulations, it is true, provide for presentation 
of the “ local view ” ; for the appointments committee 


is to contain two representatives of the management 


committee of the hospital in question. But if the 


medical staff of the hospital do not see the applications 


or the candidates, how can they form the view that 
is to be presented ? Up to July 4 it was customary 
in many voluntary hospitals to ask every candidate 
for an appointment to call privately on every member 
of the staff, or of a large appointments committee ; 
and though this was a laborious process, for all parties, 
it was evidence of the importance that some of the 
most experienced hospitals attach to personal relations. 
One does not, and should not, lightly choose associates 
with whom one will have to work for twenty or thirty 
years, and this is the reason why so many medical 
committees have taken this part of their duty so 


‘seriously and have often been content to. devote 


several hours to the discussion of a single appointment. 
It is to be feared that, in practice, the new appoint- 


‘ments committees ‘advising the boards will not be 


able to give quite so much time to this work, and 
this makes it all the more desirable that the hospital 
staff concerned should have a share in the decision. 


If they do not bear part of the responsibility they will 


less cheerfully bear the brunt of mistakes. With any 
method errors are inevitable, but some of the more 
painful clashes of personality could certainly be avoided 


if the medical staff were given an opportunity to see. 


the candidates who have been short-listed by the 
appointments committee. The committee would do 


the main work of selection, for which it has the best ` 


qualifications; but the medical staff would have a 
chance, if they thought fit, to explain to the com- 
mittee—and if necessary to the board—that their 


own order of preference would, for personal or other. 


stated reasons, be different. Some such arrangements 
can and should be made within the framework of 
the new regulations. If, for the sake of adminis- 
trative simplicity, the boards do not take the trouble 
to make them, we hope that this inconspicuous but 
major issue will be raised by the Central Health 
Services Council in its early neonatal period. One 


_of the ever-present dangers of the service is that too 


much of value may be sacrificed to mere convenience. 


f 
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Tendon Reconstruction in the Hand 


“ HERE is something wrong. Excise it!” So runs 
one of the earliest principles of surgery, and in the 


development of this attitude the surgery of excision . 


has attained a high level of competence and safety. 
The stage is now being reached beyond which sub- 


traction from the human frame ceases to be profitable.’ 


“ We think too much,” said Sir James WALTON 
recently, “of the preservation of. life, without con- 
sidering the quality of the life that is preserved. An 
encouraging trend of surgery is towards operations 
that modify function or restore a function that is 
absent or has. been lost. The hand has long 
remained outside the surgeon’s serious interest; and 
this is not surprising, for the results of intervention 
have’ mostly been disappointing. It is strange, 
- nevertheless, that the primary importance of the hand 
to the patient has not been. insisted on,’and that the 
attitude of mind still prevails, which will provide an 
immediate hospital bed and senior surgical attention 
for an elderly patient with an advanced carcinoma yet 
requires a young working man with an injury to the 
hand to be. treated by ,the newly qualified in the 
.casualty department. Such an attitude is no longer 
permissible, for the results of reconstructive surgery 
in the hand are now among the most beneficent in 
surgery. This advance is largely due to two causes— 
an improved knowledge of the reactions of tissues to 
injury, and perfections in technique. The atraumatic 
methods of the plastic surgeon and neurosurgeon are 
of great value in hand surgery, and it is largely the 
advances in these two specialties during the. last 
thirty years that have made reconstructive surgery 
of the hand practicable and effective. Among those 
who have shared in this advance are CUSHING, 
‘JEFFERSON, and GILLIES and his colleagues BLAIR and 
Brown, but it is to .BUNNELL. that we look as the 


pioneer of the atraumatic method in the hand. By. 


` his practice and teaching BUNNELL has shown the 
- surgical world that loss of skin, nerve, tendon, or 
tendon-sheath- in the hand can be repaired and a 
reconstruction achieved restoring movement and 


sensibility to man 8 “most important , working 
instrument. 3 
At King’s College, Newcastle-upon-Tyne, on 


June 25,.Mr. Guy PULVERTAFT, himself a leading 
exponent of modern hand surgery, explained the 
conditions that govern successful tendon reconstruc- 
tion in the digits, palm, and wrist. He urged the 
importance of primary wound closure so as:to reduce 
scar-tissue to a ‘Minimum ; the necessity for early 
tendon repair, whether at the first operation, as in 
the palm or at the wrist, or as soon as the wound is 
. united, as in the finger ; the need to select the correct 
procedure for each repair, PuLVERTAFT preferring to 
use a tendon graft to replace a tendon injured in the 
thecal canal and to suture tendons divided more 
proximally ; the ‘significance of early nerve regenera- 
tion in the-restoration of function to an injured digit ; 

and the necessity for an exact, atraumatic, and 
specialist technique. The conditions that make primary 
tendon reconstruction inadvisable include inade- 
quate operation conditions, crushing of the tissues, 
and wounds heavily contaminated or with much skin 
loss.or some days old. The operation technique is 
the basis of success, but as soon as the wound is 


united active movements are essential, assisted | by 
`- every art and force of character of the surgeon and — 
physiotherapist. If the tendon unites but movement 
remains restricted, the tendon may be freed from ‘its. 
adhesions at a later operation and full movement still 
regained. The results of: these procedures are most 
satisfactory. Full or almost full restoration of move- 
ment is the rule when reconstruction is done under 


ideal conditions by a specialist team. 


For the present this work will inevitably devsion 
in surgical centres where the conditions for operation 
‘and postoperative arrangements are suitably orga- 
nised, and where the surgical team has’ the necessary 
qualifications for the job. These include an aptitude 
for minute and scrupulous technique and a sound 
training in general surgery with extra experience in 
. plastic, nerve, and orthopedic surgery. 
training and special experience are necessary for any 
surgeon who aspires to be a master of his craft, and it 
is better for the surgeon to combine thése experiences 
in himself than that they should be divided between- 


the several members of a team. In the United States 
hand surgery is now an accepted specialty, to which 
impetus will be given by the recent formation of the 
American Society of Surgeons of the Hand. It is 


unlikely that such a confinement of interest will gain 


favour in this country, The value to hand surgery of 
a wide experience in the principles from which it 
derives is not less than the value of the refinements 
of hand surgery to general surgical practice. Many 


. surgical units, including several of the new professorial 


units, have concerned themselves with the problems 
of the hand as part of their more general work: In 
every area there should be at least one unit developing 
the facilities and techniques necessary for reconstruc- 
tive hand surgery, and ready to disseminate its 
knowledge and example throughout the area. Only 
in this way will hands receive everywhere the Surgical 
attention that their importance demands. © - 


The Games 


Ir is safe to predict that the London Olympic. 
Games will see a large number of previous records 
broken ; for several of the athletes competing have 
already recorded times or distances better than the 
1936 figures, and in any case Olympic performances 

~have improved at every meeting since 1896. Of the 
22 major track, field, and swimming events, 16 of the 
present records were set up in 1936, and the remaining 
6 in 1932. The reasons for this trend are both bio- 
logical and sociological. There have been improve- 
ments in the conditions the athlete competes under, 
in athletic technique, in the population sampling of 
each country, and perhaps in the general or average 
physique throughout the world. Of these four, 
better technique and better sampling must have had 
most effect. Weather conditions vary from one 


Games to another, and the excellence of the Berlin 


track cannot have accounted for more than a fraction 
of the new records made there, though a downright 
poor track can seriously slow a runner. 

It is only in the last twenty years that athletic 
- technique has become stabilised,. particularly in the 
field events, and it still improves steadily or (as in 
swimming) by spectacular steps. The most phenom- 
enal improvements in performance have been in 
events where technique is of greatest importance ; 


- Such a 
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such as the hurdles, the high-jump, and the throws. 
Athletes now use all the apparatus of slow-motion 
cinematography and time and motion study to control 
their style, and the track and field events are settling 
down into an applied science of human movement, 
where a painstaking approach to an ideal will replace 
intuitive discovery. After one or two-more Olympic 
Games, however, we may have to rely for new records 
chiefly on the other sources of improvement: How 
can we find our superman, and how can we improve 
the whole population so that our athletic genius also 
reaches new heights? It was the express intention 
of Baron, DE CoMBERTIN, the founder of the modern 
Games, that they should stimulate the spread of 


KING EDWARD’S FUND 


athletics through the population of all countries, and | 


this they have done. There remain vast differences 
in the efficiency of selection from one country to 
another. | 
fessionalism, which only affects directly some of the 
minor events, class customs still have a strong restrain- 
ing influence and are seen in their most anachronistic 
form in the Pentathlon and other purely military 
events in the Games themselves. 
and field team has in the past been drawn mostly from 
the public schools and the Achilles Athletic Club, 
because outside these the tracks were few and coaches 
and tradition lacking. The situation is changing 
- Slowly, as the tradition of separate class activities 
fades and physical education becomes recognised 
as a subject worth studying and worth teaching. 


Leaving aside the question of pro-. 


The British track | 


Selection is. most efficient in some parts of the 


-United States, where physical education is an 
important. item in the curriculum of the ordinary 
school, and where the universities sometimes provide 
scholarships for students more suited to this type of 
instruction than to any other. This, rather than 
the absolute size of the population, largely explains 
the supremacy of the United States in most events. 
But there is another respect in which America 
is favourably placed. A considerable proportion of 
American successes have been dué to Negro athletes, 
and in view of the limited opportunities of this group 
to take part in athletics, there is a widespread feeling 
that they are, either on the average or in the extreme, 
superior to- the white man in athletic skill. This 
superiority clearly resides in some aspect of physique. 
It has been said,! for example, that the coloured 
sprinter under. stress shows less tendency than the 
white to bend outward at the knee, presumably because 
of a difference in the knee-joint formation or the whole 
leg leverage system. None of the suggested reasons 
are very convincing. Some work has been done on 
the subject, and groups of Olympic athletes have 
been. measured, but nothing very systematic has 
yet emerged. In general one would expect a sprinter 
to have powerful legs and a light body, or, in the 
more precise terminology of SHELDON, a meso- 
' morphic increase in the leg region over that of the 
rest of the body. Any race requiring not the rapid 
anaerobic breakdown of large quantities of glycogen 
but the continuous utilisation of large quantities of 
oxygen by the muscles calls for a highly efficient 
cardiovascular system, and in particular highly 
vascularised muscles. During the brief period of 


1. Webster, F. A. M. Science of Athletics. ; 
2. See T. K. Cureton, Physical Fitness Guidance and Appraisal. 


London, 1947. 


' moderate work ; 


previously ; 
size has really increased. Both are believed primarily 
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relaxation in the runner’s. stride enough oxygen 


must reach the muscles to supply his needs for the 


ensuing muscular contraction. - This type of efficiency 
perhaps depends on the androgyny or masculine- 
feminine component of body-build. It is known 
that the lactic-acid production of women is greater, 
and hence the concurrent utilisation of oxygen less, 
than, that of men doing an equivalent amount of 
that the performance times of 
men with high androgyny are worse than those with 
low; and that androgens have an effect both on 
skeletal muscle and on the cardiovascular system. 
To suggest that Negro athletes have a lower femininity | 
component than whites is to go beyond present 
evidence and to oversimplify the situation, since other 
athletic feats than running remain to be explained ; - 
but the whole subject would well repay further 
study by the improved means now available. Ei 
As for the last of our: hypothetical reasons for 
improvement, in the last fifty years the growth — 
process has been speeded ‘up all over the world, so 
that adult height and weight are reached earlier than 
and it is highly probable that adult 


to be nutritional effects, with perhaps further help 
from the breaking down of genetic isolates. But 
whether there has been a trend towards increasing 
muscularity, or towards decreasing androgeny, or 
in any other direction, is as yet unknown. Mean- 
while, putting speculation and explanation behind us, 
we look forward to a previously unmatched exhibition 
of grace, skill, and strength. . 


| King Edward’s- Fund 

In the past King Edward’s Hospital Fund for London 
has perhaps been best known for its grants towards 
maintenance costs and capital expenditure; and some 
may ask how its assets, running into several million 
pounds, are now to be used. The answer was given last 
week by the Duke of Gloucester, presiding at the annual 
meeting of the general council at St. James’s Palace. 
He pictured the new functions of this body as those less 
of a fund than a foundation, on the lines of the Rockefeller 
Foundation. Nevertheless, the new health service has 
not relieved the Fund of all maintenance costs; 117 
convalescent homes, with 5212 beds, which have not , 
been transferred under the Act still look to the Fund for 
support. In other fields the groundwork is already laid, 
covering aspects of the hospital services which -will 
possibly always be best dealt with by an extragovern- 
mental body. For example, through propaganda and — 
the offer of training bursaries, the Fund is trying to 
raise the standard of hospital administration, catering, 
and domestic supervision ; it is actively helping in nursing 
recruitment ; and it is financing travel grants for the 
betterment of several’ departments of hospital life, 
including actual construction. Perhaps the activity most 
familiar to London’s doctors is the Emergency Bed 
Service, now enlarged to serve all four metropolitan 
hospital regions. Last year the service made a survey 
of all mechanical respirators in the voluntary hospitals 
of Southern England ; and the value of this precaution 
was proved in August when each of the many urgent 
calls was met. Less successful, through shortage of 
supplies, were the efforts to obtain streptomycin treat- 
ment for cases of tuberculosis meningitis and miliary 
tuberculosis. “ The situation,” says the annual report, 
‘“ reached its worst in April, 1948, when 45 people were 
waiting for treatment with little or no prospect of 
obtaining it.” Since then, however, it has improved. 


` 
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nS Annotations 


INFECTION OF CHILDREN WITH TUBERCULOSIS 


THE incidence of tuberculosis in children is low, but it 
has increased with the failure of the provisions for adult 
treatment. A report of the Joint Tuberculosis Council } 
has focused attention on sources of infection outside the 
.- home. Examples are quoted of the risk to infants 
and school-children from tuberculous persons whose 
duties bring them into close contact with the children. 
We report elsewhere. a reply given by the Minister of 
Education to a Parliamentary question on tuberculous 
teachers. Education authorities have been reminded of 
the action to be taken when a teacher is found to be 
suffering from active tuberculosis, but no provision is 
made for the examination of teachers at regular intervals 
after entry into the teaching service, nor is sufficient 
ińportance attached to radiography as an essential aid to 
diagnosis. 
losis Council of infection and mortality among young 
inmates of children’s homes and schools are appalling. 
Recently two further instances have occurred in a 
Greater London area. A young Irish girl, teaching in a 
private school, was found to have phthisis. She had 
reported her initial symptoms to a doctor in Eire, but 
the significance of her story was missed and she, con- 
tinued to teach, in England, for a further three months 
before she was referred to a chest clinic. In the second 
case a woman working in a day-nursery was found to 
have well-marked apical excavation. She was obviously 
capable of transmitting a virulent infection, and the 
amount and nature of morbidity among the children in 
the nursery is now being investigated. Such incidents 
can and must be prevented. For this purpose the 
following recommendations are made by the Joint 
“Tuberculosis Council : 


1. No person with pulmonary tuberculosis should be 
allowed to accept employment which will involve contact 
with organised groups of children until the disease has been 
certified as arrested. 

2, All persons whose duties bring them into close contaet 
‘with organised groups of children should at the time of their 
engagement undergo a medical examination, including an 
X-ray examination of the chest, and they should thereafter 
have an X-ray examination annually while so employed. 
The cost of these examinations should be borne by the 
employer. 

3. If it is found that any employee is: suffering from pul- 
. monary tuberculosis, employment should cease at once and 
not be resumed until two consecutive medical certificates 
have ‘been submitted, the first certifying that the disease is 
no longer active and the sécond that the improvement has 
been maintained for at least six months after the date of the 
first certificate. 

4. When employment is resumed, similar certificates should 
be submitted at three-monthly intervals for a year and at 
six-monthly intervals for a further two years. 


. An unusually high incidence of pulmonary or non- 
pulmonary tuberculosis in any organised group of 
children, says the report, should lead at once to a full 
investigation ,of the staff employed. - The fact that 
attendance at school is compulsory, and that many chil- 
dren are placed in homes or nurseries at the behest of 
some public authority, makes it a public responsibility 
to take the steps that are patently necessary to prevent 
tuberculous infection in these places. Dr. Wilfrid 
Sheldon and the children’s committee of the Joint 
Tuberculosis Council will have their colleagues’ full 
support in their efforts to abolish a grave and needless 
risk. 


1. Joint Tuberculosis Council: Report of the Children’s Committee 
on the Protection of Organised Groups of Children from the 
Risk of Infection by Adults Suffering from Tuberculosis. 
London, 1948. ` 


OF CHILDREN WITH TUBERCULOSIS 


The examples quoted by the Joint Tubercu- © 
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TREATMENT OF NASAL INFECTIONS 


ONE of the most valuable advances in the field of 
otolaryngology during the past 15-20 years has been the 
elucidation of nasal physiology. The schneiderian mem- 
brane, or respiratory mucous membrane, is a pseudo- 
stratified ciliated epithelium. The mucus it secretes 
forms a continuous if tenuous sheet throughout the nasal 
cavities and accessory sinuses. The cilia are embedded 
in this sheet of mucus, and their whip-like move- 
ments act concertedly in moving the sheet bodily in 
specific directions. In each Sinus the cilia shift the 
mucus to the ostium and into the nasal cavities, whence 
it is gradually moved into the nasopharynx. When 
sufficient mucus accumulates here it initiates a move- 
ment of deglutition and is swallowed. Solid or droplet 
particles in “the respired air adhere to the mucus, which 
thus has a cleansing function, and, in addition, moistens 
and warms the air. Finally, at least one enzyme has 
been found in this nasal secretion which has an active 
antibacterial action, and there may. be others with 
similar or complementary properties. Thus complex 


and important rôles are played by this unassuming 
hidden area of mucosa, and an appreciation of this 
physiology .has led to a revision of ideas about nasal 
disease. For example, the patient who complains of a 


` continual dripping of mucus (“ catarrh ”) into the back 


of his throat can usually be reassured. But more 
important is the modern conception of infection and its 
treatment which has been based on the new knowledge 


of physiology. Nothing must be given or done which . 


inhibits the normal functions of the mucous membrane— 
particularly ciliary activity—since these are the natural 
mechanism of resistance and drainage of the area. 
Besides the usual general measures of treatment of infec- 
tions, mild vasoconstriction of the mucous membrane of 
the various sinus ostia is necessary to allow secretions to 
be evacuated in the normal way. The choice of drug 
and method of application have been extensively studied, 
notably by Dr. Arthur Proetz of St. Louis. 

In a lecture at the Institute of Laryngology on June 28, 
Dr. Proetz demonstrated his suction-displacement method 
of treatment for acute and subacute nasal infections. 
It is possible to introduce fluid into an air-filled, rigid- 
walled container through a small hole if the opening is 
covered with a layer of fluid and suction is applied. 
Air leaves the cavity and:bubbles out through the over- 
lying fluid, which enters and takes its place when the 
negative pressure is released. This hydrostatic principle 
is applied to the nasal sinuses by placing the head in 
such a position that the sinuses are lower than the nasal 
cavities. With the patient lying on his back with his 
head fully extended over the edge of the couch or table 
this can be achieved. Fluid is then introduced gradually 
through each nostril in turn until all the sinus ostia are 
submerged—various devices are used to ensure approxi- 
mation of the soft palate to the posterior pharyngeal 
wall and thus prevent the fluid escaping into the pharynx. 
Each nostril in turn is closed by pinching, and while 
one is closed the tip of a sucker, connected to a source 
of intermittent suction of not more than 150 mm. Hg, 
is introduced into the other. Air can thus be evacuated 
to some extent from the most remote ethmoidal cell and 
replaced by fluid, provided the ostium of that cell is 
patent., The fluid used in treatment is a 0-25% solution 
of ephedrine in normal saline, and as this remains many 
hours in the sinus before being gradually expelled a 
continuous slight vasoconstrictive effect is exerted on 
the mucosa surrounding the ostium. This solution has 
been found, as a result of trial and error, to exert the 
optimum effect, since it has scarcely any action on the 
cilia, which function normally in its presence: The 
procedure is repeated in 48 hours and four or five treat- 
ments are needed in the average case. If the condition 
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remains unchanged after eight or ten treatménts, the 
method should be abandoned. Chronic infection is often 
‘relieved but rarely cured in this way, for irreversible 
changes have usually occurred in the mucosa. As an 
aid in diagnosis radio-opaque fluids may be introduced 
into the sinuses and an appreciation formed of the 
thickness of the lining mucosa. The simplicity of the 
‘approach was achieved' only by .clear thought and 
' careful consideration of fundamental physiology, in the 
understanding of which Proetz and his associates have 
played a pioneer part. 


SURGICAL COMPLICATIONS OF TYPHOID FEVER 


ABOUT the rarest surgical complication of typhoid 
fever is intestinal obstruction from band formation. 
‘Considering the nature of the pathological process, 
it is rather surprising that obstructive adhesions do not 
form more often. In the case reported by Dr. Kane 
in this issue there were two bands needing division, 
both of which compressed the small intestine. A sudden 
‘onset of pain, a rise of pulse-rate with fall of tempera- 
ture, and an absence of abdominal rigidity led to a 
‘diagnosis of mesenteric thrombosis. An operation was 
done within three hours of the onset of the crisis, but 
though the obstruction was relieved, the patient died 
on the fifth postoperative day rather from the intensity 
of the primary disease than directly as a result of the 
‘complication. 

In a monograph on surgical complications of typhoid 
fever,’ recently published in Germany, obstruction by 
bands is not even mentioned. But Detlefsen describes 
other surgical happenings in detail, and his book is a 
reminder that such events should be borne in mind, 
if not very prominently. The most common complica- 
tion—perforation—occurs on average l-5 times in every 
100 cases. The perforation is not always in the expected 
place—the lower 60 cm. of the iieum—for it is sometimes 
in the appendix, cecum, or any part of the colon including 
the sigmoid flexure, a fact to be remembered by the 
surgeon searching for the origin of a typhoid peritonitis. 
There may be two perforations. Attacks of pain in the 
course of typhoid are not uncommon. Diagnosis depends 
on the suddenness and acuity of the attack, the collapse 
with weak suddenly risen pulse-rate, the fall of tempera- 
ture, and the local tenderness and rigidity: A rectal 
examination reveals sensitiveness of the rectovesical 
pouch. A midline incision makes the search more easy. 
Tn rare cases the perforation is not of the bowel but 
of the gall-bladder. The symptoms may even arise from a 
suppurating mesenteric gland or exceptionally from the 
organisms penetrating the peritoneal cavity without a 
perforation. 
to drain the abdomen. The complication i is very serious, 
for the death-rate even after operation is 92-93% and 
without operation all die. 

The other complications needing surgical treatment 
include ` cholecystitis, appendicitis, and abscess of the 
spleen. In connexion with the problem of the typhoid 
arrier, Detlefsen insists that before removal of the 
` gall-bladder is considered the patient should be treated 
for two years and it should be certain that the gall- 
bladder is the offending organ. Foci in the appendix, 
bones, or kidneys should be carefully excluded. If this 
has been done and gall-stones are present, or if the wall 
of the gall-bladder is obviously diseased, cholecystectomy 
can be counted on to give a permanent cure. How 
important it is to deal with such carriers can be gathered 
from the statement that a single carrier was known to 
be responsible for several hundred attacks of typhoid 
in other people and ten deaths during his lifetime. 
Bone lesions due to typhoid call for early recognition and 
treatment. Their discharges are just as infective as 


tl.. Detlefsen, M. Dio chirurgischen Komplikationen des Abdominal- 
typhus, Dresden, 1948. 


After suturing a perforation it is advisable 


those from the bowel—a fact apt to be forgotten. The 
spread of infection from them is very difficult to deal 
with in the surgical management of wounds and sinuses. 
It requires unremitting care and alertness combined with. 
strict regard to the principles of aseptic wound technique.. 


CARCINOMA OF THE PANCREATIC HEAD 


In a lecture at the Royal College of Surgeons on July 8, 
Dr. R. B. Cattell discussed the lessons learnt from 56 
pancreaticoduodenal excisions, for carcinoma of the 
pancreas or of the ampulla of Vater, performed at the 
Lahey Clinic. He reported no startling advance on 
the views which Whipple, Braunschweig, he, and others 
have already expressed in print,! but he dotted many i’s 
and crossed some t’s in his reflections on a series of cases 
which, for size, can have no rival in this country. 

The diagnosis of operable pancreatic malignancy is 
largely clinical. The radiologist and pathologist can offer 
little help at the stage when these carcinomata can be 
resected. Jaundice is the common presenting symptom ; 
it is also the first symptom of growths in the ampulla. 
In growths of the head of the pancreas proper, nausea 
and loss of weight usually precede the onset of jaundice, 
and, if the jaundice is long delayed, diagnosis may be 
extremely difficult. Deep boring pain in the upper lumbar 
region, relieved by change of posture, may suggest a 
pancreatic neoplasm, but laparotomy is often delayed 
till jaundice has appeared. This means that carcinomata 
of the body and tail of the pancreas (which are fortunately 
much less common than growths in the head) are seldom 
operated on until they are beyond excision. Most patients 
with pancreatic neoplasms are old, jaundiced, and in 
poor general health, and every possible method of 
improving their condition is needed if they are to survive 
radical excision.. With this object in view Dr. Cattell 
recommends a two-stage operation for most: patients, 
especially if they have been jaundiced for a long time. 
A loop of jejunum, with an entero-anastomosis across its 
base, is anastomosed to the gall-bladder as the first 
stage, and back-pressure on the liver is thus relieved. 
‚This measure does much more than all other forms of 
therapy put together for the patient’s general condition. 
The jejunal loop, he claims, can easily be retracted to, the 


right when, two or three weeks later, the second stage 


is done. The most important feature of the second stage 
is the anastomosis of Wirsung’s duct to the jejunum. 
Total closure of the pancreatic stump by suture is not 
only a cause of fatalities by leakage of pancreatic juice 
into- the peritoneum but is also a cause of failure, in 
those who survive, to gain ‘weight after the operation. 
Aaother important point is the secure closure, by rows - 
of sutures, of the proximal end of the common bile-duct, 
lest it leak bile into the peritoneum. The block excision 
of the pylorus, duodenum, head of pancreas (and the 
subsequent plumbing procedures to restore continuity 
to the gastro-intestinal, biliary, and pancreatic tracts) 
are an anatomical exercise which those who have done 
them know to be less childishly easy than Dr. Cattell’s 


' beautiful colour film would lead one to suppose. 


The results of palliative cholecystjejunostomy at -the 
Lahey Clinic for inoperable neoplasms are that 73% 
of the patients do not survive the operation by three 
months. Dr. Cattell has lately combined this operation 
with anastomosis of Wirsung’s duct to the jejunum and 
has tied both pancreaticoduodenal arteries to decrease < 
the vascular supply to the growth. It is not yet known 
whether this improves the depressing results of palliative 
surgery. By contrast, 43% of patients subjected to a 
radical resection live more than two years, 39% show 
signs of recurrence within two years, and 18%, die in the 
postoperative period. Those who survive operation are 
restored to reasonable health. Sufficient time has not 
yet elapsed for a differentiation of prognosis of the 


l. See leading article, Lancet, 1946, ii, 386. 
L 
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ampullary growths and those of the head of the pancreas, 


but there can be little doubt that the ampullary neo- 
plasms, because they attract early attention by causing 
jaundice, will be found to do better than crowenes in the 


_ pancreas proper. 


GRIEF IN INFANCY: . 

YounG delinquents, particularly those described as 
“ affectionless,” so often have'a history of separation 
from the mother during their early years that a study 
has long been needed of infants who suffer this particular 
deprivation. Dr. René A. Spitz, who has been working on 
this subject in America, described his findings to the 
Royal Medico-Psychological Association on July 9, and 
showed a film. He has been able to watch large numbers 
of infants over long periods, in nurseries, private homes, 
foster homes, a foundling institution, and a maternity 
home, and in an Indian village. -Children in a nursery 
where they normally are reared by their own mothers 
under supervision were particularly suitable for his 
purpose, since their behaviour could be compared with 
that of plenty of controls. He has seen nineteen’ children 


between the ages of 6 and 12 months whose mothers 


have ‘been obliged for some reason to leave them for a 
time. The child learns nothing without the help of the 
mother during the first year of life: hearing, touch, 
taste, walking, orientation, thinking, will, and speech 


. are all learned through her, and her ego, he said, is 


AN 


complementary to the immature ego of the child. The 
loss of the mother cannot therefore be compared with 
‘the bereavement of a grown-up person: the child loses 
its actual chance of developing. Dr. Spitz has analysed 
children’s progress in perceptive, bodily, social, learning, 
manipulative,-and intellectual development during the 
first year of life, and is able to calculate a developmental 
quotient (D.Q.). The assessment is made by analysis’ of 
films made of the children at play,a method which owes 


` nothing to personal relations between child and observer. 


He finds that the effects of separation from the mother 
in children aged 6-12 months fall into three stages. After 
the first month of separation, the child becomes tearful ; 


his progress falls off in every way, though the social ` 


factor is increased relatively to the other factors since 
his desire for social contacts is increased. After the 
second month this picture changes; the child,-who 


=- before the mother’s departure was friendly and sociable, 


now takes to screaming at strangers and cannot be 
soothed by ordinary methods. Screaming bouts may 
last as long as three hours. He begins to lose weight, 
and the D.Q. is arrested. In the third month he gives up 
all attempts to crawl or walk, and adopts an attitude 
which Dr. Spitz describes as pathognomonic: . he lies 
on his face and refuses all social contact. He loses more 
weight, sleeps badly, and becomes accident-prone and 
subject to intercurrent ailments. In the fourth month 
his face acquires a frozen dazed look, his screaming and 
tearfulness are replaced by a whining moan, and his D.Q. 
sinks even lower. This stage, if unchecked by the return 
of the mother,.may go onto marasmus. Dr. Spitz suspects 


that the turning-point is somewhere between the third 


and the fifth month: after that, separation from the 
mother leaves irreversible changes, whereas her return 
before this point produces cure within a period of from 
12 hours to 14 days.- The D.Q. leaps up again, and though 


„it may go back a little later, it never regresses to the 


point it reaches during separation. 
. His film Grief, a Peril of Childhood shows children 
who illustrate all the stages he described. . The change 


from a smiling confident baby to a forlorn and anxious 


one is very striking, and the attempt the child makes, 
in the first-month of separation, to cling to any friendly 
person while continuing to weep disconsolately is a vivid 
expression of inner despair. 

If the mother cannot return, or if she has died, the 
child must be given a substitute, and helped to accept 


DIAGNOSIS OF MITRAL INCOMPETENCE 


- definite cardiac lesions and 20 died ; 
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her ; and he will also need to be encouraged to crawl and 
walk again. It is interesting that these symptoms of 


deprivation are only seen when the relationship of mother — 


and child is a good one: where the relationship is poor 
the child accepts his mother’s departure with equanimity- 


DIAGNOSIS OF MITRAL INCOMPETENCE 


‘So much has beer written about the insignificance of - 


apical systolic murmurs that the practitioner may well 
have decided that the safest line is to ignore them. 
In fact—and this applies to most of the signs and 
symptoms of medicine—mistakes are likely to be made 
only when this murmur is considered as an isolated 
finding. It must be borne in mind (a) that an apical 
systolic murmur should never be the basis of a diagnosis 
or prognosis without reference to the other findings and 
to the patient’s history, and (b) that mitral incompetence 
is not a rarity but the almost inevitable precursor of 
mitral stenosis. 
These points are brought out in an American analysis 1 


of 315 rheumatic children discharged over a period of. 
fifteen years from a sanatorium for children with 


rheumatic heart disease. The children were divided into 
two groups according to their cardiac status on dis- 
charge: group I consisted of 171 cases with soft, poorly 
transmitted apical systolic murmurs and classified as 
having potential or possible rheumatic heart disease ; 
group 1 consisted of 144 cases diagnosed as mitral 
insufficiency because of a loud*blowing systolic murmur 
maximal at the apex and well transmitted to the axilla, 
even though there was no evidence of cardiac enlarge- 
ment. The follow-up ranged from five to fifteen years, 
with an average of eight years. In group I, 22 patients 
(13%) developed definite cardiac lesions and there were 
no deaths; 16 had mitral stenosis, with or without 
mitral incompetence and aortic incompetence. In 
group II, on the other hand, 69 patients (48%) developed 
53 had mitral 
stenosis; with or without mitral incompetence and 
aortic incompetence. Of the children in group I, 52 
(31%) had had multiple attacks of rheumatic fever 
before coming under observation, while 12 (7%) had 
recurrent attacks during the follow-up period. -The com- 
parable figures for group II were 92 (63%) and 28 (19%). 

The conclusion drawn from these findings was that 
“ the diagnosis of mitral insufficiency, based on a loud 
blowing apical systolic murmur, is justified in children, 
even in the absence of demonstrable cardiac enlarge- 
ment.” This is important, especially in view of the 
difficulty in detecting minor degrees of enlargement, 
even on fluoroscopy. It may be added that if such a 
loud apical systolic murmur is accompanied by evidence 
of cardiac enlargement the prognosis is worse. It is 
noteworthy that 13% of group 1 developed a definite 
organic cardiac lesion though their only abnormal 
sign when they were first seen was a “ soft, poorly trans- 
mitted apical systolic murmur.” The fact that made 
this finding significant is that they had had one or more 
attacks of rheumatic fever. 


Lord WEBB-JOHNSON has been re-elected president 
of the Royal College of Surgeons. 


1. Kuttiner, A. G., Markovitz, M. Amer. Heart J. 1948, 35, 718. 
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THE Ministry of Health announces that about 21,300 
general practitioners in Great Britain had applied by July 5 
to take part in the National Health Service. . Doctors had 
accepted ‘over 36,700,000 people, of whom 22 ,200,000 were 
previously on National Health Insurance lists. The Minister 
of Health has stated that if substantially more than 17,900 
practitioners agreed, by July 5, to enter the service, the 
sum of £66 million offered in compensation for the loss 
of the right to sell practices would be proportionately 
increased. 
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Scientific Sections | 


OCCUPATIONAL HEALTH 


President: Dr. DONALD STEWART 


Human Relations in Industry 

Approaching the subject “from the angle of a 
universalist rather than a specialist,” Sir GEORGE 
ScHUSTER emphasised the danger that the study of 
human relations may become merely a means to more 
production, rather than an end in itself. A threefold 
purpose .in work, is fundamental: there should be, 


‘first, excellence in production ;; second, a satisfactory . 


foundation for a good life; and third, it should fit in 
. with an established: social culture. These three must 
-Þe reconciled, and schemes which fail to do so will 


be both wrong and unsuccessful., To achieve ~satis-. 


faction, workers must have confidence, and as this rests 


` -on.codperation there must be no conflict between work 


and social duty or social aspirations ; practical difficulties 


exist that are often exaggerated. Solutions must be. 


flexible and allow the -individual scope. The medical 
officer’s part consists in fitting the job to the man, 
and to do this he must be able to see the total picture. 
_ He should be one of the management team, and himself 
be available for high administrative office; he should 
take part in joint management committees and can 
contribute much to the appreciation of the individual as 
a human being. Industnal medical officers should 
form a group which can discuss current problems with 
the panel on human factors of the Cabinet committee 
on productivity, of which Sir George Schuster is chairman. 
Dr. Exzior Jaques discussed the relation of morale 
to health and illness, and maintained ‘that the success 
of medical practice in industry depends largely on 
the coöperation obtained by the medical officer. The 
behaviour of the leader determines the behaviour of 
the led, and the leader who inspires participation in the 
group produces the best results. The morale of the 
. industrial medical officer is therefore essential in 
developing the morale and thus the health of the group. 

In communicating ideas from one individual to another, 
the learner must participate in the formation. of the idea. 
In applying this view to education in human relations, 
_.Dr. R. F. TREDGOLD contended that ideas must not be 
imposed, but there must be an atmosphere of friendliness 
and a gentle insistence on participation. People pay 
lip service to others’ words ; 
with others’ behaviour. The pattern of relations in 
industry is based not on the religious and political views 
of the past twenty-five centuries but on the historical 
facts of the past one. 
examples illustrating the need for sound material in 
the teaching. Words and behaviour should be regarded 
as symptoms of underlying emotions, and: must not be 
taken only at their face value but as part of a total 
If the feelings are straightened out the facts 
will take care of themselves. . 


Aviation Medicine ag Applied to Oivil Aviation | 

Air Marshal Sir HaroLD WHITTINGHAM included in 
this subject such widely diverse considerations as selection 
and care of all flying personnel and ground staff, with 
periodic tests of their health and efficiency, and the 
difficult decisions of retiring age, and the investigation 
of all aircraft accidents, however slight. He claimed 
that such accidents: now average only 2 per hundred 
million passenger miles, 60% of them being in landing 
and taking off. It also covers the comfort and well- 
being of passengers, including seat design, safety belts, and 
oxygen appliances; the maintenance of safe water and 
_food-supplies en route; the “ disinsectation” of air- 


s 


they act in accordance’ 


Mr. J. F. Scorr (Harvard) gave. 


craft; and quarantine problems . and _ the standardisa- 
tion of vaccines and inoculation methods, which are 
best approached through the World Health Organisation. 


Stratosphere Flying , 
This was defined by Wing-Cómmander W. P. STEWART 
as fiying at 40,000 feet and over and (though conditions 


are not constant) at a temperature of 55°C and a 
pressure of 15 lb. to the square inch. At this height 


there are no cloud particles or moisture, the sun seems 
brighter—in, fact, solar radiation. is considerably 
greater—and the sky is dark purple. 
flying is a distinct possibility for passenger planes, 


particularly at night, and it has the advantages that 


air-sickness is non-existent and vibration much less. 
But before it can be achieved there must be great 
adyances in aircraft design, to prevent failure of oxygen | 
appliances which at these heights causes death from . 
anoxia in 30-90 seconds, and to prevent vaponsthen: 
of the body fluids. 


Fatigue an Flying . 

Sir FREDPRICK BARTLETT, F.R.S., divided fatigue i into 
different types—e.g., of muscle only, of muscle plus brain, 
due to lack of sleep—and each kind has its own specific 
physiological and mental results. In flying the fatigue 
is of brain plus muscle and it includes \all the demon- 
strable changes of activity due to the continued exercise 
of that activity under its normal range of conditions. 

The air orew’s activity consists in the continued 
interpretation of signals, received either from instru- 


ments or.from other members of the crew, and their 


translation into planned action. This entails almost 
continuous readjustment and becomes largely automatic. 
Experiments by Carmichael and by Dearborn and in 
the “ Cambridge cockpit’? showed that in good condi- 
tions a healthy man can keep up this form of activity for 
six hours at least without ill effect. When deterioration 
does occur there are three diagnostic signs: (1) a bigger 
receptor change is needed to set off any effective 
response, so that ragged timing of operative move-,. 
ments results; (2)*greater preoccupation with how 
the body works sets in and feelings of discomfort 
appear; and (3) the “anticipatory span” of action 
becomes restricted. Passenger fatigue still belongs to 
the realm of anecdote. Passengers probably suffer 
more from boredom than from actual fatigue, but the 
objective effects are much the same and there is 
room for much more myer reetion in this field. 


SECTION OF PHARMACOLOGY 
President: Prof. E. B. VERNEY, F.R.S. 


Anti-histamine Substances | 
It is now nearly forty years since the dramatic 


_ pharmacological actions of histamine were first recorded. 


Recognition of the close similarity of its effects to the 
manifestations of anaphylactic shock was followed by 


observations of its action on the tone and permeability 


of capillaries, and its presence in normal cells, and of & 
histamine-like substance released in the skin in response 
to injury. Histamine ‘has also been detected in the 
blood-stream during anaphylaxis. This was recalled 
by Sir Henry DALE, F.R.S., who went on to'say that 
when histamine is. released "during allergic reactions it 
may act either on the cells releasing it or on others at 
æ variable distance. Is-there’ evidence of a difference 
between the _bfiects of anti-histamine drugs on the 
reactions to “intrinsic” and “‘ extrinsic ” histamine ? 
It is reasonable to expect that intrinsic histamine would 
produce its pharmacological effects with little,.if any, 


Stratosphere . - 


~ 


~ relation between local anesthetic effects 


neuro-hypophysis. 


action. 
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interference from anti-histamine drugs; and this may 


in fact be the case with the bronchial musculature. 
On ‘the other hand; there is ample evidence for the 
potent effécts, of these drugs in diminishing or abolishing 
urticarial phenomena in the skin where histamine is 
acting on vascular structures probably some distance 
from the area in the skin where it is released. Several 
questions remain unanswered. How is_ histamine 
liberated and in what form does it normally circulate 


in the blood-stream’? Does it play a rôle in normal 


tissue activity, and if so what is its functional 
significance ? Do these considerations affect the practical 
use of anti-histamine drugs ? 

The story of modern anti-histamine drugs was taken 
up by Prof. J. H. Gappum, F.R.S. The preparation of 
Bovet and Staub—929F—was originally studied for its 
anti-adrenaline action and only later found to have anti- 
histamine properties. Bovet introduced ‘ Neoantergan ’ 
in 1944, and this is at present the most potent and 
specific anti-histamine drug that is to be had. The 
similarity in the structure of neoantergan and histamine 
is additional evidence about the probable mode of 
action of anti-histamine drugs. 
other properties of this group he pointed out the possible 
and the 
relief of itching: in human beings sompolence often 
follows their administration, whereas in animals’ the 
central nervous system is stimulated. 

Touching on clinical applications, Dr. R. B. HUNTER 
stressed the importance of comparative anti-histamine 
studies in human beings as a method of assessing the 
potence | of new preparations. Their major clinical use 
is in the treatment of urticaria. They have little 
effect on the skin manifestation of drug reactions unless 
these are urticarial. Eminently successful in the treat- 
ment of hay-fever, they also greatly benefit more than 
half the cases of perennial rhinitis, and they have proved 
their value in the treatment of sensitivity to liver 
extracts. Their main sphere of usefulness is in the 
treatment of those disorders which are characterised 
by superficial vascular phenomena. It is doubtful, 
said Dr. Hunter, whether any benefit can be attributed 
to them in the relief of asthma. Dr. H. G. J. 
HERXHEIMER,: on the other hand, considered that they 
will benefit some cases of asthma when all other forms 
of treatment have failed. | 


Agents Affecting the Pars Nervosa | 

Professor VERNEY pointed out that the diuresis 
resulting from ingestion of water can be inhibited by 
emotional stress, exercise, the intravenous injection of 
posterior-pituitary extract, or the intra-carotid injection 
of hypertonic saline. The inhibition is independent 
of the nerve- supply to the kidney ; it is unaccompanied 
by any change in the renal blood-flow ; 
caused by the endogenous release of adrenaline. The 
response to sodium chloride is osmotically determined, 
and the term osmo-receptors has. been introduced to 
describe the autonomic receptive elements which are 


located somewhere in the vascular bed of the internal 


carotid artery and which are functionally linked to the 
The same effect can be demon- 
strated when the increased osmotic pressure of the blood 


is within the physiological range. 


Dr. L. M. Pickrorp said that nerve impulses arising 
in the higher centres also affect the rate of urine flow 


by their effects on the neurones which innervate the 


posterior lobe of the pituitary and thereby influence 
the amount of antidiuretic hormone liberated. Acetyl- 
choline given intravenously or applied directly to the 
supra-optic neurones in the dog has an antidiuretic 
The inhibition occurs after denervation of the 
kidney, but does not occur when the posterior lobe of 
the pituitary has been removed. Additional evidence 
was presented to support the theory that transmission 
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of. nerve impulses in the supra-optic nuclei is 
acetylcholine. 

In this connexion Dr. W. S. FELDBERG said that 
he had recently found that the posterior pituitary had 
no power to synthesise acetylcholine, but that the 
supra-optic nuclei gave high values. _ 

' The administration of nicotine intravenously in 
animals and in man results m an inhibition of water 
diuresis—an effect which is not produced in hypo- 
physectomised animals. Prof. J. H. BURN, F.R.S., 
pointed out that in man the smoking of cigarettes can 
produce a similar effect which, in the -susceptible 
individual, may last several hours. In animal prepara- 
tions the administration of nicotine results in reduction 
of corohary blood-flow. If this is produced in man 
by the smoking of cigarettes, it is of considerable 
importance particularly in cases of coronary insufficiency. 

Dr. W. J. O’ConNnoR reported his studies on the 
response of the dog’s kidney to the intravenous admini- 
stration of hypertonic salt solutions. He presented 
evidence that the antidiuretic hormone controls the 


by 


volume of fluid excreted by the kidney but is without 
influence on the total quantity of salt excreted. 


ANATOMY. AND ANTHROPOLOGY 4 
President : Prof. H. A. HARRIS 
Present Position of: Primate Anatomy 


The stimulating opening address, by Prof. F. Woop 


JONES, F.R.S., left the young anatomist in no doubt 
about his obligations in the field of primate anatomy 


and the need for a return to the scalpel and forceps. 


mis- 
regarding man’s- progenitors to the 


Professor Wood Jones attributed much of the 
understanding 


unqualified acceptance of the views of Darwin and Thomas 


Henry Huxley, neither of whom had the necessary 
first-hand knowledge of primate anatomy to support 
his pronouncements. Their postulates, it seems, were 
often ill-based and frequently ignored much of the 
available information which has since been proved 
reliable. Had Darwin been fully conversant with the 


works of Vrolik he would have known in detail the i 


incidence of the entepicondylar foramen in the primates, 
of which, in man, he asserted, “there is generally a 
trace of this. passage and it is sometimes fairly well 
developed.” Likewise, Huxley’s comparison of the 
development of dog and man was ill- founded and mis- 
leading, yet Darwin accepted this comparison without 
question. Professor Wood Jones pointed out that both 


, Darwin and Huxley so influenced public opinion con- 


cerning the relation of man to the apes that their 
pronouncements led to much false satisfaction about 
man’s phylogeny and produced a lull in original investi- 
gation which still lurks in our midst. Not until dissection 
of the primates reasserts itself as a method of investiga- 
tion will the complexities of the problem be fully realised ; 
not until the anatomist again takes up his scalpel and 
forceps shall we have the clarity of thought necessary 
to unravel this problem and to rid ourselves of the 
illogical arguments which still prevail. . 

Next Professor Harris discussed the value of radio: 


graphy in ‘the study of primate anatomy, particularly 


in view of the shortage of material and the lack of 
opportunity for dissection. The radiographic study 
of dolichocephaly, brachycephaly, and prognathism, 
together with their development, is well illustrated in 
the apes. He discussed tooth development and eruption 
and stressed the importance of the condyloid cartilage 
in the growth of the lower jaw. Most interesting perhaps 
were the radiographs of the developing pisiform bone in 
apes and monkeys. Possession of an epiphysis raises it 
to the level of a true carpal element. Professor Harris 
showed radiographically that the sternal angle in the 
gibbon is at the level of the third costal cartilage and 
not infrequently at the fourth, while he identified the‘ 


Ld 


tors of the higher primates. 
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“ missing 
cartilage and rib as æ small bilateral ossification centre, 
goon to disa ppear by fusion with the fourth sternebra. 

The interrelation of the prosimians was discussed by 
Prof. W. C. Osman Hitz. The specialisations of the 
Madagascar “ lemuroidea ” render them unlikely ances- 
The oriental and African 
** Jorisoids,” though showing specialisations,.may con- 
eceivably have arisen from a more generalised lorisoid, 
differing little perhaps from an equally generalised 
tarsioid. Soine of the higher primates and later tarsioids 
may have arisen from such a stock. The lack of detailed 
‘anatomical information ‘prevents a full assessment of 
the intergroup relationships. Professor Hill dealt fully 
~ with the position of tarsius and some of its eocene fossil 
allies. 

Illustrating his talk ‘on the nasal fossa and paranasal 
sinuses of the primates with detailed drawings, Prof. 
A. J. E. Cave characterised the primate type of nasal 
fossa as a short, high-pitched, forwardly situated cavity 
with ‘a reduced interorbital region and without a lamina 
transversa or recognisable ectoturbinals. The immediate 
mechanical factors responsible for its form are cerebral 
expansion and large eyes and orbits. He illustrated the 
expansion of the paranasal sinuses, irrespective of their 
‘site of origin, to almost every bone in the skull, together 
with the frequent extension into them of the turbinals. 


He emphasised the complexity of the region and the 


difficulties attendant on its study. 


From his observations on monkeys bred in the anatomy ` 
department at Birmingham, Dr. F. M. P. ECKSTEIN. 
gave a detailed account of the dentition in the rhesus © 


. Monkey, discussed the time and sequence of éruption 

of both deciduous and permanent teeth, and compared 
the, teeth of: rhesus monkey and man. He assessed 
the value of the information gained from these studies 
- in estimating the age of specimens. 

Dr. D. V. Davies called for more data in relation to 
‘the primate cardiovascular system.. The complexities 
of the peripheral vascular system in the primates: are 
in many places incapable of interpretation owing to 
lack of information. He discussed the effect of freeing 
the limb from the tissues of the. trunk and the effect of 
differentiation and development of the muscle masses 
on the branches of the subclavian and axillary vessels 
and of the external iliac and femoral arteries. He also 
discussed factors contributing to the pattern and develop- 
ment of the arterial arches of both hand and foot and 
deplored: the lack of knowledge regarding the branches 
of the internal and external carotid arteries. 

The whole theme of this session was the need for 
further dissection of the primates. Thorough under- 
standing of the position and interrelation of the various 
species awaits a revival of this time-honoured but much 
neglected approach to primate anatomy. 


PHYSIOLOGY INCLUDING BIOCHEMISTRY 


- President : Prof. A. C. CHIBNALL, F.R.S. 


With its meetings devoted to the medical significancé 


of proteins and the physiological basis of neuromuscular 
‘disorders, the title of this section might well:-have been 
Biochemistry including Physiology. 
Recent Work on Proteins 

Professor CHIBNALL, cautiously reviewing recent work 
` on protein structure, with special reference to amino-acid 
analysis, emphasised the difficulties encountered in 
elucidating the structure even of such proteins as insulin, 
with a molecular weight of 12,000; and he held out no 
immediate hope of similar advances in the case of larger 
protein molecules. Mr. J. A. V. BUTLER, D.sc., empha- 
sised the danger of over-simplification in- interpreting 
electrophoretic data: he viewed the prospect of 
**consulting-room electrophoresis ’’ with some alarm. 
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Dr. LEONARD COLEBROOK, F.R.S., and Mr. DALLAS 
Ross described the treatment of burns at the special 
Medical Research Council unit at Birmingham. The 
volumes: of plasma- transfused are very large—up to — 
22 litres in one case—and are controlled. principally by 
hematocrit readings. The results have been so successful, ` 
particularly in the younger age-groups, that many 
patients have recovered from burns of more than 
half their skin. These patients give rise to con- 
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siderable surgical problems, but the grafting process 


is greatly helped by the new thrombin-fibrinogen glue. 
A simple apparatus for measuring the adhesive power of 
this’ glue excited géneral admiration. 

Prof. E. C. DODDS, F.R.S., described recent- work on 
the chemistry of the anterior-pituitary hormones and 
spoke of their great therapeutic possibilities. Here 
indeed are the hormonal ‘ master, keys.” With the 
possible exception of the growth hormone, none has yet 
been obtained in a crystalline state. They are unstable 
substances, and commercial preparations are sometimes 
of doubtful potency. i 

Prof. G. W. PICKERING, who, reviewed the renin 
situation, could not claim that any type of chronic 
hypertension is produced by the renin mechanism. ‘Thus 
even the chronically hypertensive Goldblatt animal has 
no, demonstrable excess of renin. There must therefore 
be some other mechanism responsible for chronic — 
hypertension. 

Prof. N. F. MAcLAGAN dealt with some nine floccula- 
tion tests ‘which depend mainly on serum y-globulin. 
He expressed a preference for the thymol and colloidal- 


: gold tests and thought that they have considerable — 


diagnostic importance and many unexplored applicatigns 
in protein chemistry and in immunology. 


Neuromuscular Transmission 

The second session was opened by Sir’ oe DALE, O.M., 
with a masterly review of the evidence for the chemical 
transmission of nerve impulses at the myoneural junction, 
illustrated by special reference to tlie action of curarine , 
and botulinus toxin. If any doubters had been present 
they would have been convinced. This work still has a 
powerful appeal: to the scientific emotions and produces 
a feeling of intense intellectual satisfaction. Sir Henry | 
pointed out that the actual clinical applications of the 


theory have proved somewhat disappointing, but the — 
recent work on the organic phosphates in’ myasthenia 


gravis may be considered a logical development of it. 
As a corollary there is evidence that in certain synapses 
neither acetylcholine nor adrenaline are acting, and the 
existence of at least one further chemical transmitter © 
was postulated. 

Prof. F. R. MILLER, F.R.S. (University of Western- 
Ontario), described experiments on the local application 
of acetylcholine to the central nervous system which he 


interpreted as evidence of normal function of acetyl- 


choline in this region.. Further evidence pointing in the 
same direction is the distribution of the enzyme choline- 
acetylase in the C.N.S., reviewed, by Dr. W. S. FELDBERG, 
F.R.S. The presence of this enzyme in high concentration 
provides* suggestive, though not conclusive, evidence 
for transmission by the acetylcholine mechanism. Mr. 
BERNARD Kartz, p.sc., differentiated unicellular trans- 
mission, which is electrical in character, from synaptic 


‘transmission, which is chemical. 


Dr. ANDREW WILSON described the treatment of 
myasthenia gravis with di-iso- propy!-fluorphosphonate 
(D.F.P.), which is moderately successful but gives rise to 
Changes in the 
true and pseudo-cholinesterase in the blood have little 
Dr. C. A. KEELE 


myasthenia. Its action is more prolonged than that of 
‘ Prostigmin,’ but cumulative effects occasionally produce 
diarrhea and/or nightmares. 
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‘RADIOLOGY 


President : Dr. S. COCHRANE SHANKS 


Radioactive Isotopes 

In opening a discussion by the sadintherapaiie part 
. ôf this section, Prof. O. R. FRISCH, F.R.S., of the Cavendish 
Laboratory, summarised the behaviour- and properties 
of radioactive isotopes. All elements have radioactive 
isotopes—i.e., species with identical chemical properties 


but different atomic weight, whose nuclei are unstable. 


Only radioactive bodies with a half-life at least com- 
parable with the age of the universe, and their descendants, 
which are often shorter-lived, are found in nature. 
other radioactive isotopes, and in fact most of those in 
use, must be produced artificially, by bombarding some 
stable element either with fast-moving ions, from a 
cyclotron or similar apparatus, or with neutrons from a 
chain-reacting fission pile. Many isotopes can be produced 
in fairly concentrated form by chemical separation 
methods. In a pile, capture of slow neutrons will convert 
a little of the ordinary stable phosphorus isotope, P*!, 
into radioactive P®?; but this cannot be easily separated, 
and the radioactive isotope is consequently obtained 
only in a very dilute form. However, some of the fast 
neutrons from the pile can be used to convert stable 
sulphur 32 into radioactive P??. This can be extracted 
by ordinary chemical means and obtained in a concen- 
trated form, though only in smallamounts. The possible 
replacement of radium by cobalt 60, an artificial gamma- 
ray emitter, was mentioned. . The method of depositing 
a suitable isotope, or special compound of one, at the 
_ appropriate place in the organism by the utilisation of 
metabolic properties is probably capable of considerable 
_ development. Geiger counters are mostly used to measure 

the weak radioactivities encountered in medical and 
biological work, especially in the use of radioactive 
tracers. An entirely. different counter is now being 
developed, based on recording the small flashes of light 
which fast electrons produce in passing through naph- 
thalene and some other chemicals. This method may be 
useful for counting gamma rays. Recent, developments 
of autoradiography include the use of emulsions poured 
on to the ‘histological preparation “and subsequently 
developed. A more elaborate technique makes use of 
- ‘a -kind of electron microscope in forming an enlarged 
image of the specimen by focusing the electrons emitted 
by the radioactive tracer deposited in the section. For 
this method, the tracer: must show the kind of radio- 
. activity in which electrons of well-defined energy are 
emitted. l 

In a paper on the Biochemical Applications of Radio- 
active Isotopes as Tracers, Dr. A. SNMCFARLANE said 
that experiments with P3? to study the metabolism of 
bone and muscle illustrate the general pattern of a vast 
amount of biochemical work which is going on with 
tracers. It has become evident that within the cell 
there exist numerous chains of metabolic reactions leading 
from the simplest diffusible metabolites to highly com- 
plicated molecules and macromolecules. These chains 
cross at different levels and establish, at the intersections, 
. metabolic pools in which the tracer element escapes in 
‘some measure from one pathway into others. In each 
kind of cellthere. are some favoured chemical reactions 
determined by its enzyme heritage. 
part of .modern biochemistry to discover what. the 
favourite reactions are. The precursor type of radioactive 
tracer experiment goes extremely well with amino-acids, 
_ sugars, keto-acids, and hydroxy-acids, and indeed with 
=the cenéra run of intermediary metabolites- With the 
hichly imp:Ytant organic phosphorus. compounds `a 


difficulty ar: es—that no labelled substance has yet. : 


been found 
detached at 
attention she 


om which the phosphate radical is not 
ce in the tissues. 
d be focused more on the carbon skeletons 
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, to which the labile phosphate groups are attached. 


- 


It is an important: 


In this important field. 


applicators. 


z value. 


Dr. McFarlane mentioned also the use of radioactive 


' tracers as non-specific indicators—e.g., the use of sodium 


24 to determine the volume of the extracellular space 
and to measure blood-flow. 

In general, it can be said that a new biochemistry is 
being discovered by the use of isotopic tracer methods. 
In all this work the Americans have achieved great 
progress. However, ample supplies of isotopes for tracer 
purposes are now available in this country, mostly 
from American sources but,also from Canada, and home 
production is rising steeply. Thtése isotopes are already 
being. used in about sixty medical research projects, 
covering a wide range of investigations. 

Radiotherapeutic Aspects of Radioactive Isotopes 
were discussed by Prof. J. S. MITCHELL, who emphasised 
that the immediate field of application of radioactive 
isotopes as therapeutic agents and radioactive sources is 
relatively limited. From the long-term point of view 
the treatment of cancer and allied diseases is most 
likely to be advanced by the encouragement of tracer 
investigations using both radioactive and non-radioactive 
isotopes. So far our experience of radioactive isotopes 
in this country has been limited to tracer amounts. It is 
now evident, mainly from American work,. that radio- 
phosphorus, P®?, used as ‘inorganic phosphate, and to a 
much smaller extent the radio-iodines, especially I!31, 


can justifiably be employed as therapeutic agents for . 


internal medication in some cases. The suitability of 


‘ radigcobalt, Co®, as a source of gamma radiation for 


radiotherapy has been confirmed, and there is a limited 
scope for artificial radioactive isotopes in beta-ray 
' Radiophosphorus and the radio-iodines 
are the only selectively concentrated isotopes, .and 


_Tadiosodium, Na?‘, is the -only uniformly distributed 


isotope whose use in soluble inorganic form for internal 
administration has reached the practical therapeutic 
stage. Professor Mitchell mentioned investigations with 
the weakly radioactive radiocalcium, Ca‘, the radio- 
arsenics in leukemia, and the interesting element astatine, 
85711, which is concentrated in the thyroid. With radio- 
strontium, Sr®°, there is a risk of carcinogenesis:. The use 
of insoluble radioactive colloids, including CrP®*0,, 
Mn**Q,, and Au!?!; by intravenous injection in : the 
treatment of reticulo-endothelial diseases and for the 

“injection implant” has been reported. It seems 
doubtful whether the therapeutic use of inorganic radio- 
active isotopes, even P323, will stand the test of time, 
and the development of selectively concentrated. organic 
compounds carrying radioactive isotopes is a muca more 
promising line of approach. 

The physical properties, dosimetry, ‘and dractioal 
radiotherapeutic applications of PS, ['51, and Na*4 were 
next discussed. Radiophosphorus has been used in the 
treatment of patients since 1936. The only disease in 
which it has been found +o give better results than 
X-ray therapy is polycythemia vera, in which it is now 
generally believed to be the treatment of chdice. The 
possible risks of induction of acute leukemia in a small 


‘proportion of cases and production of deleterious effects 


on the reproductive organs were mentioned. In chronic 
myeloid and chronic ‘lymphatic leukæmia the results 


and limitations of radiophosphorus therapy are similar 


to those of X radiation, and supplementary X-ray 
therapy may be needed. In most cases of lympho- 
sarcoma treatment with radiophosphorus is probably 
less beneficial than with X rays. The response of 
Hodgkin’s disease is unsatisfactory and P®? is useless in 
acute leukzmias. In cancer generally radiophosphorus 


administered as inorganic phosphate is of no. therapeutic 
Radiosodium is probably less effective as s ` 


therapeutic agent than is radiophosphorus. 
Most of the clinical trials of the radio-iodines in the 
U.S.A. have been carried out in hyperthyroidism. 
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Selected cases respond satisfactorily and it appears that 
radiv-iodine will have a useful place in the treatment 
of cases of hyperthyroidism which recur after surgery. 
-There is probably little risk of late carcinogenesis, but 
caution is obviously necessary. Only a small proportion 
of all cancers of the thyroid retain the function of iodine 
concentration sufficiently to deliver therapeutically useful 
doses of radiation with radio-iodine, although there are 
extremely rare cases where functional secretion is a 
striking feature of both the primary and metastases and 
where dramatic results can be obtained by radio-iodine 
- therapy. eae 


In general, it must be concluded that therapeutic . 


trials of radioactive isotopes administered internally 


should be limited to cancer and allied diseases, including 


polycythemia vera. - Professor Mitchell expressed the 
' opinion that it would be wise to avoid the therapeutic 
use of radioactive isotopes in any conditions in children. 

This section held a joint meeting with the section of 
child health to discuss Malignant Disease in Childhood 
(see below). E 


\ 


| CHILD HEALTH 
President : Sir LEONARD PARSONS, F.R.S. 


` ‘The most notable events in this section were the 
discussions on Neonatal Morbidity and’ Mortality and on 
Malignant Disease in Infancy and Childhood. 


Neonatal Morbidity and Mortality 

This discussion was opened by Dr. AGNES R. 
MACGREGOR whose experience of neonatal pathology is 
unsurpassed in this country. She spoke of the great 
advances which have followed routine necropsy of still- 
born and newborn infants, and insisted that there is no 
branch of medicine in which close collaboration between 
clinician and pathologist is more rewarding. In a teach- 
ing maternity hospital she has found that 71% of newborn 
infants, coming to necropsy are: prematurely born. 
: Asphyxia, intracranial hemorrhage, and infections were 
notably commoner in premature than mature infants ; 
and the same was true, to a lesser extent, of congenital 
malformations. The escapist term ‘“‘ atelectasis ” as a, 
cause of death was rightly condemned, for it is never 
primary. 

_Prof. L. S. PENROSE discussed the etiology of con- 
genital malformations. He believes it is often impossible 
to differentiate between congenital malformations caused 
by inherited mutant genes, new mutations, and aberrant 
intra-uterine development. He recalled the need to study 
_ the pedigree when investigating the origin of congenital 
characters and anomalies. Most congenital abnormalities 
are inherited—particularly minor ones, since children 
with major defects often perish. There is a 5% chance 
of an_anencephalic fœtus being followed by a sibling with 
spina bifida, and another 5% chance of siblings having 
other malformations. The incidence of congenital mal- 
formations is higher in offspring born at the extremes of 
the reproductive period and particularly towards the 
upper extreme; 24 years is probably the safest 
child-bearing age from both this and the obstetric 
viewpoint. ? 

A pertinent account of modern trends in the nutrition 
of premature infants was given by Dr. WINIFRED YOUNG, 
who recalled that premature infants retain more protein, 
calcium, and phosphorus per unit of weight than do 
mature infants. This fact deserves wider recognition, 
as also does her assertion that even ‘small premature 
infants are able to digest their full requirements, which 
are small during the first few days owing to a low meta- 
bolic-rate, and thereafter exceed those of mature infants. 
Appreciation of these facts has produced more rapid 
weight gain and better health in premature infants than 
formerly, with closer approximation to normal intra- 
uterine nutrition in the later weeks of pregnancy. 


a 


_ than in the home. 


' tumours, 


- 


' The contribution of obstetric factors to neonatal 


‘morbidity and mortality was reviewed by Prof. N. B. 


Capon. He pointed out that the premature infant’s 
brain is particularly liable to be, traumatised at birth, 
owing to the softness of the immature protective bones 
and membranes. Intracranial hemorrhage is a less 
important cause of signs of cerebral irritation than 
excessive compression, venous congestion, and..edema. 
Anoxia is a major danger, particularly with antepartum 
hemorrhage and trauma to the fetal head. Professor 
Capon commended the modern obstetric practices of 
avoiding unduly long labour and of more often per- 
forming elective cesarean section ; for these trends have 


‘improved the prognosis in many cases of complicated — 


birth. He spoke of the need for caution in the use of 
analgesics and anesthetics, which are a major cause of 
apnea after birth, and of consequent morbidity and 
mortality in the newborn. 1 

Dr. J. L. HENDERSON emphasised the greater risk of. 
infants contracting infections in crowded institutions 
He deplorèd the prevailing trend 
towards confinement in materńity hospitals and nursing- 
homes, since few institutions have been built in accord- 
ance with modern opinion. Mammals instinctively leave 
the herd and seek isolation to give birth to their young, 
and tend them. in the early days :. human mothers are 
no exception—a fact often ignored in this materialistic 
age. In the first week of life the incidence of infections 
is low, but thereafter it is high, causing more morbidity 
and mortality than all other disorders. The tissues of 
the newborn infant react poorly to infection, for there is 
a lack of specific active immunity, and local tissue 
response is poor. Inherited passive immunity is a 
partial safeguard ; but active immunity develops unduly 
slowly in the first six months. The common neonatal 
infections—staphylococcal dermatitis, conjunctivitis, and 
oral thrush—are usually contracted after birth. Staphylo- 
coccal infection, which is endemic in maternity hospitals, 
is much the commonest cause of neonatal infection. 
The frequency of staphylococcal infections in infants, 
mothers, and nurses can be correlated. In addition to 
the various forms of dermatitis, such as paronychia and 
bullous impetigo, Staphylococcus aureus causes most cases 
of conjunctivitis. Oral penicillin therapy is reliable in 
the first month of life; it may be given in doses of two 
10,000-unit tablets, crushed and dissolved in a little 
milk at each feed. Thrush should never be regarded as 
a benign disease since it may occasionally invade the 
cesophagus when it may cause death. Epidemic gastro- 
enteritis, the most dreaded neonatal infection, is probably 
caused by a variety of organisms. The need for constant 
vigilance and immediate isolation of cases of suspected 
infection in institutions is paramount ; and dispersal of 
infants with their mothers in single rooms or very small 
units is desirable. g 


Malignant Disease l 

This discussion was introduced by Prof, WILFRID 
GAISFORD: who summarised contemporary knowledge of. 
the clinical features and pathology. He showed that 
the problem is by no means negligible, since 4429 children 
under 14 years had malignant disease in Britain in a 
recent 5-year period. He insisted that with recent 
therapeutic advances the old pessimistic attitude is no 
longer warranted. Tumours are commoner in the first 
5 years than in later childhood. The three principal 
groups of malignant tumour in children are intracranial 
leukemia, and renal tumours. The most 
common intracranial tumours are medulloblastomas and 
astrocytomas ; both are curable—the former by radio- 
therapy and the latter by neurosurgery. Unfortynately, 
it is usually impossible to differentiate these tumours 
without surgical exploration. Malignancy should be 
suspected when persistent swellings and persistent 
adenopathy are found. The cevfability, in many 
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instances, of Wilms’s tumour of the kidney by surgery 
and of suprarenal neuroblastoma by radiotherapy under- 
lines the need for the early diagnosis of abdominal 
swellings. 

Radiological diagnosis was reviewed by Dr. C. G. TEALL 
who emphasised the limitations of radiology in early 
differential diagnosis, but pointed out that it is better 
to be unsure early than sure when the patient is 
beyond aid. 

Radiotherapy was discussed by Prof. J. S. MITCHELL, 
who said that malignant-cell degeneration rather than 
mitotic inhibition is the object of radiotherapy. There 
is special danger of producing degenerative vascular 
changes and katabolic toxic effects in childhood. The 
radiosensitivity of tumours with identical histology 
differs widely. He opposes the use of radioactive 
isotopes in non-malignant conditions in childhood, owing 
to the danger of long-term degenerative effects. 

Dr. A. M. BARRETT said it seemed paradoxical that 
tumours should be so rare in intra-uterine life when 
growth is more active than at any other period, and he 
suggested that tumours are more commonly of multicentric 


origin than has hitherto been believed. 


r 


OPHTHALMOLOGY 
President: Mr. O. GAYER MORGAN 


Ophthalmic Problems associated with Gynæcological and 


Obstetric Conditions 

Mr. F. A. JULER must have echoed- many people’ S 
perplexity when he expressed surprise at the infrequency 
of damage to the eye from obstetric forceps. Long 
experience as ophthalmologist to Queen Charlotte’s 
Hospital has confronted him with a few babies suffering 
from conjunctival hemorrhage and orbital hematoma, 
but he has seen no instance of severe forceps injury to 


the eye itself. Retinal hemorrhages, as Mr. Juler has 


previously pointed out,! are not rare in the newborn, 
but their incidence has never been shown to be raised 
by the use of obstetric forceps. Such bleeding is presum- 
ably due to compression of the chest, and it reminds us 
of the retinal hemorrhages found in crush injuries. 
Hemorrhage into the retina has also been reported as 
a consequence of hyperemesis gravidarum, but Mr. 
Juler regards it as rare. Nor has he often seen puerperal 
failure of vision. This lamentable sequel of child- 
birth,:so.far as can be judged from nineteenth-century 
textbooks, was rélatively common, and arose from 
postpartum hemorrhage. Gastro-intestinal and uterine 
hemorrhage jointly account for most of the cases in 


~ which severe bleeding is followed by optic atrophy, and 


A 


it seems clear that improved obstetric technique, including 
antenatal supervision, deserves the credit for stemming 
postpartum hæmorrhage. 

Opposite opinions concerning the efficacy of silver 
nitrate as a prophylactic against ophthalmia neonatorum 
have been expressed in recent years. Many clinicians 
still believe in Credé’s method, whereas others regard it 


.as dangerous. At Queen Charlotte’s Hospital observations 


were made on 300 babies. Those of one sex were sub- 
jected to silver nitrate instillation at birth, while no drops 
were used for the others. Subsequent clinical and 
bacteriological investigation revealed no difference 
between the two groups, suggesting that silver nitrate 
has little or no prophylactic value. 

Although obstetricians must bear the main respon- 
sibility for terminating pregnancy, cases do arise in which 
an ophthalmologist’s opinion may decide the issue. 
Concerning the significance of retinopathy-among expec- 
tant mothers, Mr. Juler emphasised that prognosis 
depends on a number of factors, including the patient’s 
age, the duration of symptoms, and previous attacks. 


Other speakers mentioned maternal rubella as a reason 
1. Trans. opħthal, Soc. U.K. 1926, 46, 47. 
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for emptying the uterus, especially when the infection 
is acquired during the second month of pregnancy.- It 
was suggested, however, that the two epidemics of 
rubella investigated in Australia near the beginning of 
the present decade were unusually severe, and that the 
chances of congenital malformation may well be less 


among mothers infected with the milder forms of german — 


measles seen in this country. 

Speaking of cyclical extragenital blesding: including 
hemorrhage into the conjunctiva and the weeping of 
Ranious tears, Mr. A. R. Nutt remarked that the concept 


of vicarious menstruation has been questioned, but he 


asked what other explanation will account for repeated 
extragenital hemorrhages at or immediately before the 


menstrual flow which cease during pregnancy or when 


the woman attains the menopause. Mr. Nutt suggested 
that periodical swelling of the pituitary gland offered 
a possible explanation for menstrual headache. As 
members of the endocrine orchestra, the ovaries and the 
pituitary are closely interrelated, and the pituitary might 


well be influenced by vascular congestion, especially in 


patients whose sella turcica is of less than the average 
size. 

With regard to the ætiology of iridocyclitis.in women, 
Mr. Juler and Mr. Nutt granted that some cases are 
tuberculous, but they deprecate the use of systemic 
injections of tuberculin against local ocular disease— 
indeed, in their view tuberculin often aggravates an 
ocular lesion. 


Significance and Interpretation of Refraction 


Once again refraction has proved a fertile ground for ` 


discussion. Mr. E. Q. RECORDON deplored the use of small 
oblique cylinders and other forms of finicky prescription. 
He urged the need for careful objective examination with 
the patient’s eyes relaxed, and is opposed to the 
‘* better or worse ” system of subjective testing. Refrac- 
tion is not a mere sideshow to be grasped within a few 
months. It should be regarded as an artistic product 


-of experience—not simply mechanical repetition but 


rather a multitude of tests conducted with: critical 
acumen. 

Mr. ARTHUR LISTER contended that so long as a 
refractionist uses one method efficiently, it does not 
matter which technique he adopts. The reason why most 
people laud their own system is that A’s failures drift -to 
B’s consulting-room, and vice versa—a generalisation 
which may explain many a series of successful results 
in other realms of medicine and surgery! Mr. Lister 
maintains that small refractive errors are seldom impor- 
tant, and that most headaches are not of ocular origin. 
He laid stress on the importance of taking a history, 
because refractive changes often represent only one 
aspect of a deep-seated ocular lesion, and sometimes 
they point to systemic disease, such as diabetes. 

Among the instruments recommended by Mr. Victor 
Purvis were the streak retinoscope, the focimeter, and 
the letters of the duochrome test, but he agreed with 
Mr. Lister’s contention that many different roads may 
lead to the goal of a successful prescription. Both of 
these observers held that refractive errors are not to 
blame for styes or conjunctivitis, or for many of thè other 
diseases for which they are often held responsible. 
Mr. Purvis insisted on speed as well as care in subjective 
testing. The refractionist must, he said, take charge of 


the patient. a og 


Occasional Papers 

Discussing the Present-day Position of Contact Hëne 
Mr. A. G. Cross reviewed the evolution: of technical 
methods and then considered the contact lens as a form 
of treatment: and as an optical aid. Of 1850 people 


fitted with contact lenses during the past ten years, a | 


third have since ceased to wear them. Technical advances 
may augment the proportion of satisfied wearers, but 


e 
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Mr. Cross doubts whether. it will ever be possible to 
guarantee comfort. Perhaps there will always be a 
minority in whom conjunctival irritation or cdema of 
the corneal epithelium will render contact lenses 
intolerable. | 

Mr. J. G. DRUMMOND CURRIE’s thoughtful concern with 

the visual problems of industry is known to those who 
heard his paper ? at' the 1947 Oxford Ophthalmological 
Congress. In his present contribution, Optical Aids to the 
_ Other Man’s Job, illustrated with his own drawings, 
Mr. Currie pointed out that magnification is the. main 
principle in most of the optical aids contrived for 
industrial work, but ‘many other. devices,.such as the 
tilting mirror, could be further exploited. 
’ Speaking of the Heredity of Eye Disease, Mr. B. P. H. 
BEATTIE recalled that many congenital defects formerly 
thought to be inherited are now known to be transmissible 
to the foetus by thematernal blood. Therefore it is not 
always possible to say whether a given lesion is hereditary 
or environmental. He referred to the various modes of 
inheritance and noted that retinitis pigmentosa may 
be handed down in five different ways. 

In his paper on Nutritional Eye Diseases, Mr. Huen 
Ryan dealt chiefly with prisoners in the Far East 
afflicted with nutritional retinopathy. He suggested that 
blurred vision is the most important initial symptom, 
and that ocular changes seldom arise until many months 
after nutrition has been curtailed. Central and para- 
central scotomata are the most important field defects, 
and a characteristic feature is fragmentation of the 
scotomata during recovery. Restoration of sight is the 
rule in cases where adequate nutrition can be supplied 
soon after the onset of ocular symptoms. Otherwise 
lasting impairment of vision is likely. Mr. Ryan empha- 
sised the variability of conditions in different camps, 
and the corresponding diversity in fundus lesions. The 
chief ophthalmoscopic signs are obliteration of the foveal 
refiex and macular mottling. Hyperemia and slight 
swelling of the disc often occur, but Mr. Ryan, aware of 
how widely the colour of the dise may vary within normal 
limits, advised against sweeping deductions when people 
speak of ‘‘ slight temporal pallor.” Other features occa- 
sionally noted are ‘“‘ broken-stick’’ (acute bends) and 
attenuation of the retinal arteries, and turgidity of the 
corresponding veins. Mr. Ryan contended that the 
symptoms, field defects, and ophthalmoscopic signs in 
these cases preclude the label of “ retrobulbar neuritis.” 
The condition should be regarded as a form of retinopathy 
brought about by capillary. dysergia (Stannus). The 
macula suffers most because of its peculiar pattern of 
blood-vessels and high oxygen requirement. 


NEUROLOGY AND PSYCHIATRY 
President : Prof. E. D. ADRIAN, O.M. 

Epilepsy of Late Onset | 

Sir CHARLES SYMONDS analysed a series of. 130 cases 
referred to him because of epileptiform convulsions 
appearing after the age of thirty. In 56 of them investi- 
gation supplied no reasonable explanation of the attacks, 
but 15 of these later proved to have a cerebral tumour. 
In patients with focal epilepsy, air studies, if negative, 
should’ be repeated at intervals. Dr. DENIS WILLIAMS 
described how the abnormal electro-encephalographic 
waves which occur during recovery from head injury 
may gradually give way to secondary indirect changes 
suggestive of clinical epilepsy. Mr. D. W.C. NORTHFIELD 
and Dr. JAMES BULL spoke of the help that may be 
expected, in the early diagnosis of brain tumour, froin 


radiography of the skull, air studies, and arteriography. 


Senile Deterioration 
From his survey of 477 old people in Wolverhampton 
Dr. J. H. SHELDON gave an account of the various 


: `. 2. Ibid (in the press). 


and eighth decades. 


symptoms which may cause incapacity ‘in the elderly. 
Common complaints include difficulty in. getting about 
in the dark, fears of traffic, weakness, vertigo, and falls; 
The inner ear seems to be unusually sensitive to involu- 
tional changes, more especially in men. Dr. MACDONALD 
CRITCHLEY discussed the problem of when involutional 
changes actually start, and the question whether old age 
is a normal physiological activity, a pathological process, 
or both. Though wisdom does not necessarily come 
with age, compulsory retirement at 60 or 65 deprives 
the community of an important asset—the accumulated 
experience and intelligence of people in their seventh 
The span of healthy life may yet 
be expanded; and among factors that reduce it he 
included tobacco, which, he said, seems to shorten the 
expectation of life in direct proportion to the amount 
smoked. `- - l 
Mrs. A. V. HILL, speaking as one of the laity with a 
close knowledge of old folks’ homes, divided the aged 
into (l) cases of senile dementia, (2) persons of weak- 
intellect who have grown old, (3) the “ aged crank,” 
and (4) patients with simple senility. Trained nurses 
do not make the ideal attendants, and the discipline of 
the sickroom is unnecessarily irksome to the aged. Dr. 
TREVOR HOWELL dealt with some of the physical and 
mental concomitants of ageing, while Dr. FELIX Post 
considered the psychiatry of the aged in some detail. 
The discussion was enriched by contributions from 
Dr. H. F. Maupstey (Melbourne) who spoke of the need 
for a social service for old people in Australia. The question 


‘whether senile changes can be precipitated or accelerated 
by an intercurrent trauma was mentioned 


as arising 
commonly in medicolegal practice. c 
PREVENTIVE MEDICINE 
President : Dr. GEORGE BUCHAN 
Preventive Medicine under N.H.S. Act 


In a symposium by hospital doctor, general prac- < 


titioner, and medical officer of health, Dr. H. JOULES 
said that the district hospital should provide complete 
hospital facilities to the people in its area, and should 
be the centre of teaching not only for medical practitioners 
but for all health workers. He spoke of the need for 
preventive medicine in many conditions such as mid- ` 
wifery, gynecology, tuberculosis, and peptic ulceration. 
Most of the 400 cases of abortion admitted each year 


to his own hospital, could have been prevented—not 


by chasing the abortionist but by ascertaining and 
correcting the causes. i ` | 

Dr. W. N. Picxies felt that if and when they 
materialise, health centres will do much to bring the 
general practitioner into closer touch with the other 
sections of the profession. He should undertake. child- 
welfare work at the health centre and routine examina- 
tion of school-children at the health ctntre or in the 
homes. The cold, cheerless classroom is no place in. 
which to examine children. 

Dr. E. D. IRVINE said that under the Act the ‘m.0.H. 
is responsible for the social medical work, including health 
education and certain clinical aspects of maternity and 
child welfare. He should regulate admissions to isola- 
tion hospitals, tuberculosis sanatoria, and maternity 
wards; for in most of the cases concerned social condi- 
tions are the determining factor. The hardest job under 
the Act may be to refuse something to the patient. 


The M.0.H. should act as a link between the hospital, ' 


the general practitioner, and the local health service, 
and he can give the practitioner much help—e.g., such 
as nursing and home help services. Unfortunately staff 
shortages will be the limiting factor, and priorities in 
home nursing will prove troublesome. Dr. Irvine 
thinks that the importance of the health centres, com- 
pared wjth the primary necessities of life, has been 
grossly exaggerated. He urged that information about 


b 
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sickness should be more. fully transferable than at 
present and that it should all be collated in the health 
office. 

In the discussion, Mr. H. J. McCurricu contended 


that all the larger hospitals should become teaching. 


centres for doctors, nurses, and ancillaries. The family 
doctor should have ready access to his patients in 
hospital but should not undertake treatment. He feared 
that the difficulty of recruiting nurses will increase, 
for nursing cannot compete with other occupations 
in amenities. In publicity campaigns, therefore, the 
appeal should be to ideals and not to creature comforts. 
Dr. JEAN MACKINTOSH felt that the m.o.H. should assist 
in assessing priority where maternity beds are short. 
In her view it is not sufficient for local-authority medical 
officers to attend at outpatient departments and ward 
rounds; they should have actual clinical care of patients 
in hospital. 
Poliomyelitis” | 

Dr. WILLIAM GUNN said that in the present century, 
` and particularly in recent decades, poliomyelitis seems 
to have acquired special malignant characteristics 
expressed in periodical explosive prevalence and high 
clinical severity. Active and passive immunisation 
methods have found little place in prevention or treat- 
ment. Vaccines have proved ineffective or dangerous. 
Passive immunisation with serum is applicable only in 
certain cases, for the attack-rate following exposure is 
normally low and. the period of immunity afforded by 
serum is only about three weeks. He felt that the 


greatest success up to now has been attained by measures | 


directed against infection by droplet nuclei—restriction 
of travel, prevention of close assembly, and segregation of 
possible. carriers. Strict personal hygiene, avoidance 
. of fatigue, and avoidance of respiratory infections are 
important. It is perhaps significant, he said, that the 
largest epidemic in our history, in 1947, coincided with 
one of the hottest summers on record. 

Dr. F. W. BUNTING favours more rigid isolation of 
actual cases and avoidance of large assemblies—particu- 
larly children’s film matinées which he described as a 
“ Clapham Junction for virus dissemination.” 

_, _ Dr. STANLEY Banks pointed out that present notifica- 
tions may give a false impression, since they include 


abortive cases, whereas formerly only the paralytic | 


cases were actually brought to notice. He questioned 
the value of the complement-fixation test: people 
contract poliomyelitis who have previously shown a 
high titre of agglutinins. He criticised administrative 
instructions issued by the Ministry of Health and medical 
officers of health. 
tonsillectomy during epidemics is the only useful pre- 
ventive ‘measure. Dr. J. ALISON GLOVER thought that 
every M.O.H. should pay frequent visits to swimming- 
baths; but the’ bad ventilation rather than the water 
ig the danger. Isolation of carriers he regards as 
. impracticable. ; 
Morbidity Statistics 

Dr. P. L. McKıxtay asked for more extensive sickness 
records, because he believes much of the present sickness 
is preventable. Far too little attention is paid by medical 
officers of health and others to the value of statistics, 
- which are a record of progress and a guide to action. 
The Ministry of National Insurance records should prove 
_ to be a wonderful source of information. The conditions 
causing incapacity for work are very different from those 
producing death. The most common of them are 
respiratory catarrh, rheumatism, superficial septic condi- 
tions, gastric disturbances, and general debility. The 
death-rate is falling, but chronic incapacity is increasing. 
Many people are being kept alive but are not function- 
ing as useful members of the working community. Hos- 
pital records are too selective to give a true picture of the 
morbidity-rates in the general population. 
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Dr. J. MApDISON said that the M.o.H. should be able 
to get the help of a team of investigators—research 
medical officers, a statistician, clerical assistants, puneh- 
card machinery, calculating machine, and field workers 
for special inquiries. Just as today he refers his clinical 
cases to the appropriate doctor, so then he could refer 
his statistical and research problems to a team of ex perts. 


PATHOLOGY AND BACTERIOLOGY ` 
President : Prof. H. R. DEAN 
After a graceful welcome from Professor DEAN, the 


first session opened with a discussion of advances in 


knowledge of the Rh factor and their implications. 
EKhesus Factor 


Prof. D. F. CAPPELL spoke — of the risks of iso- 


immunisation of the Rh—ve mother by the Rh-+-ve 
foetus and commented that, while aBo incompatibility of 
itself rarely produces such a dramatic picture, iso- 
immunisation of the mother is significantly less when the 
ABO groups of mother and child are compatible. From 
his own observations the hemolytic anemia produced in 
the presence of the ‘‘ incomplete ” or “ blocking ” anti- 


bodies is not significantly different from that found in 


the presence of the complete antibodies. He urged 
clarification of nomenclature on the basis of Fisher’s 


classical work and the dropping of the alternative. 


Dr. P. L. MOLLISON, in a practical survey of the treat- 
ment of hemolytic disease of the newborn, emphasised 
the difficulty in this country of comparing present 
results with results. before 1943 when Coombs’s test 
came into use, or with results in other countries where 
that test is still not used widely. He stressed the value 
of exchange transfusion, and showed that a more rapid 
exchange of erythrocytes may be achieved by using a 
slightly concentrated erythrocyte suspension. 

To round off a well-balanced discussion, Mr. R- R. A. 
COOMBS, PH.D., regaled the section with an account of 
his investigations into the intricacies of hemolytic 
disease of newborn foals and—even more important— 
his studies in rabbits, demonstrating anew the lessons 
to be learned from other mammals. 

Thymus in Myasthenia Gravis 

Dr. A. B. Bratton recalled that morbid- anatomical 
assessment does not support the view that persistence 
of the thymus is associated significantly with myasthenia 
gravis. He admitted, however, that a number of myas- 
thenics on whom thymectomy was performed had 
immediate and protracted remissions after operation— 
the reason remaining obscure. Of 70 specimens of 
thymus from myasthenia cases 11 showed ere 
Streptomycin 

Dr. M. H. GLEESON;WHITE followed with a ‘brief 
account of 4 cases of meningitis caused by Haemophilus 
influenze of the Pitman B strain which were treated 
with streptomycin. Success was attained in 3, but the 


4th relapsed and the organism showed enhanced resist- 


ance to streptomycin. No toxic manifestations were 
encountered though full intrathecal and intramuscular 
dosage was used. 
Hepatitis 

Dr. G. W. M. Finpiay quoted Peter Martyr, ena 
works, published in 1595, seem to have been a competent. 
anticipation of many of the recent reports on the place 
of nutritional deficiency in the production of hepatic 
lesions. 
(Uganda) and Dr. GILLMAN (Johannesburg) made 
interesting and suggestive observations.on the association 
which. 
seems to open a field for more general study of the 
relationship of cholesterol metabolism to liver damage. 
Prophylaxis of Virus Infections 

Dr. C. H. ANDREWES, F.R.S., said that by no means 
all the r pornta approaches to wholesale Prophylaxis 


In the general discussion Dr. J. N. P. DAVIES 


‘have 


' once again the problem of “ bloeking ” 
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been tapped ; and he mentioned in particular the 
phenomenon of interference first observed in the study 
of plant viruses. 

_ Prof. Ronatp HARE referred to the possibility of 
strain variations somewhat analogous to smooth and rough 
strains in bacteria; this was hinted at in Burnet’s earlier 
work and may be related to problems of prophylaxis: 
Speaking of the mass production of viruses for prophy- 
laxis by egg inoculation, he suggested that ih the present 
state of knowledge, and with existing rationing 
restrictions, the vast number of eggs which would be 
required could perhaps be used to better advantage. 

- Prof. W. I. B. BEVERIDGE would have none of Professor 
Hare’s gloom, claiming that much that is already known 
ould be used with profit. Among other arresting 


points; he mentioned the specific blocking effect of the 


Friedlinder polysaccharide on the virus of mumps. 

Dr. M. G. P. STOKER concluded with a short survey 
of the problems of vaccination against smallpox; and 
and interference 
arose, bearing, as it does, on the relation of the effective- 


ness of a given batch of vaccine to the behaviour of the 


active and inactive particles in that batch. Throughout 


.the discussion the theme of interference and specific 


N 


blocking continued, offering a new field of research in our 
attack on virus prophylaxis. 


~ Other Communications and Demonstrations 


Dr..K. C. Dixon produced a stimulating paper on the 
effects of glucose and oxygen deprivation on the leakage 
of potassium from the living cell. Though the observa- 
tions are not new, they afford an excellent example of a 


` fundamental approach too often neglected. Dr. N. H. 


MA4RTIN’s communication on electrophoretic fractiona- 
tion- and the light it throws on disease processes in 
general provoked an animated discussion. 
tions were mounted both at the Strangeways Laboratory, 
where Miss Honor FELL, D.sc., and her: group gave an 
excellent survey of the. work being done there, and in 
the department of pathology where the beautiful sections 
prepared by. Dr. J. Goucu and Dr. J. E. WENTWORTH 
showed how much can still be learnt from careful 
examinations of macroscopic specimens. 


ANASTHETICS 
President : Dr. Z. MENNELL 


Anesthesia for Chest Surgery 

‘The ‘anesthetist, said Dr. Joan MILLAR, can now 
provide operating conditions satisfactory to both patient 
and surgeon, so that the latter is no longer hindered by 
lack. of time. Three essential factors are the main- 
tenance of an airway, the prevention of anoxia, and the 
replacement of blood as it is lost: the particular anes- 
thetic agent used is of less importance than practical 
knowledge and experience. Careful preoperative pre- 
paration and assessment of cardiac and respiratory 
function are’ required. Local analgesia is used for 
endoscopy, for drainage of empyemas and lung abscesses, 
and ‘in the surgery of pulmonary tuberculosis. (In 
extrafascial apicolysis unilateral vagal block at the base 
of the skull is useful to prevent coughing.) For lung 
resection—which is now possible in any case of pulmonary 


“suppuration provided the extent of the disease does not 


preclude. surgery—-Dr. Millar recommended general 
anesthesia. Controlled and assisted respiration are best 
reserved for. the experienced anesthetist. Useful though 
curare may be, it is liable to cause residual muscular 
weakness and a reduction in tidal exchange, and thus 
predispose to postoperative atelectasis. Rapid restora- 


-tion. of’ normal respiratory function is the aim, and 


immediate bronchoscopic aspiration should be under- 
taken if need be. In difficult cases radiography imme- 
“diately after operation is useful to reveal pneumothorax 
or atelectasis. iag 


Demonstra- 


Dr. E. H. RinxK related his experiences as anæsthetist 
in 50 cases of congenital pulmonary stenosis treated - 
surgically. There were.8 deaths within six hours, and 
l later ; but the results more than justified the operation. 
Though it might last five hours, and the'children were 
mostly undersized and of poor resistance, they stood it 
well. Cyclopropane or ether was given through an 
endotracheal tube with controlled respiration. 


»- Dr. G. S. W. ORGANE, Dr. T. C. GRAY, and Dr. H: H. 


PINKERTON all questioned whether, for thoracoplasty, 
local analgesia is really preferable to general anesthesia. 
Curare, said Dr. Gray, enables the nporation to be done 
under very light narcosis. t 


“ Abdominal Relaxation 


The three requirements of an abdominal anesthetic, 
said Dr. C. B. Lewis, are safety, the best conditions for ~ 
operating, and the comfort of the patient. Spinal 
anesthesia fulfils - all three, and Dr. Lewis, though 
previously sceptical, has lately been much impressed by 
its use, supplemented by:‘ Thiopentone’ to secure and 
maintain unconsciousness, in 100 cases of gastrectomy, in 
only 1 of which the blood-pressure fell seriously. Though 
ether remains the safest and best anzsthetic for children 
under 12, full relaxation can be obtained only by saturat- 
ing the patient, and the recovery phase may be extremely- 
unpleasant. Intravenous thiopentone, in sufficient quan- 
tity to get relaxation, carriesrisk. The greatest advance 


in anesthesia since the intravenous barbiturates is curare, 


bat during long operations the multiple injections give 
uneven results. Using curare, great caution is needed 
with a heavily built patient in a steep Trendelenburg 
position, for the abdominal contents press on the thorax. 
In Dr. Lewis’s opinion intubation is the most valuable 
aid to relaxation, especially in the upper- -abdominal case 
where complete control of the airway is essential. In 
the average abdominal case any one of three methods 
can provide perfect relaxation, and skill i is More important 
than the choice of agent. 

Dr. AGNES GRAY pointed out that in the gastrectomy 
series quoted thiopentone was given: the good results 
merely proved that the patients could stand a spinal 
anesthetic besides their gastrectomy. Dr. ROBERT 
CopE, recalling the Portsmouth cases of meningitis, felt 
that ‘spinal anesthesia should be restricted to clinics 
where the. technique of sterilisation and the technique 
of operation are beyond all criticism. Dr. RONALD 
JARMAN, having given some 18,000 spinals, thought that 
the method has its place; but for every 2 spinals he 
now gives 5 curares. | 

Several members referred to ‘ Myanesin.’ Dr. H.R. 
YouNGMAN attributed its hemolytic effect solely to the 
solvent in which it is given, and he doubted whether the 
last has been heard of it, or of some similar drug. Dr. 
R. F. WOOLMER was one of several speakers who insisted ` 
that patients in the Trendelenburg position should not 
hang from the knees. Not only does this encourage 
thrombosis and embolism (which Mr. BRYAN WILLIAMS 
described as the main cause of morbidity and mortality 
after gynecological operations), but it prevents relaxation 
of the recti. On the other hand, brachial-plexus palsy 
caused by shoulder-rests must be avoided. 


Caudal Extradural Block 

Dr. G. C. STEEL said that though caudal block is best 
known as a means of producing continuous analgesia in 
midwifery it: has other uses—e.g., in the treatment of 
phlegmasia alba dolens, eclamptic convulsions, and 
anuria; for the pain of inoperable cancer; and for 
estimating the effects of, sympathectomy. Dr. Steel 
would not say ‘that it is preferable to spinal analgesia ; 
but he feels happier outside the theca than inside it. 
‘Though not supposed to affect motor power appreciably, 
caudal block is particularly useful in vaginal hysterec- 
tomy, giving both relaxation and an avascular field. 
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It is useful in terminating pregnancy where inhalation 
anesthesia is inadvisable: the evacuated uterus con- 
tracts remarkably quickly. Though 
specialised weapon, it has its place. . 

Dr. A. R. HUNTER felt that the results of sympa- 
thectomy for hypertension are such as to make it doubtful 
whether they are worth evaluating. Epidural cellulitis, 
he said, can be as dangerous as meningitis. Dr. GRAY 
spoke of collapse, with sudden fall of blood-pressure, 
when the block goes too high. Such collapse Dr. STEEL 
attributed to persisting with the caudal block after 
getting a ‘“‘ bloody tap.” 


Intubation in Childhood’ 

Dr. ROBERT CoPE explained that in infants the 
laryngeal aperture is tiny, and an intratracheal tube 
must be introduced slowly. He reviewed the various 
stages of early life at which this may be necessary, from 
the relief of asphyxia neonatorum .onwards. In the 
first few days, when operating on some major abnor- 
mality, a perfect airway may make all the difference. 
In the operations of the first few weeks—for pyloric 
stenosis, duodenal atresia, or intussusception—a tube 
allows anesthesia to be lightened without laryngeal 
spasm. 

Analgesia in Midwifery was discussed jot with the 
section of obstetrics and gynecology (see below). 


OBSTETRICS “AND GYNACOLOGY 
President : Mr. J. R. CAMPBELL-CANNEY 
Infertility 

To prevent the great unhappiness caused to so many 
couples by sterility Dr. BETHEL SOLOMONS advocated 
premarital tests. His opening paper covered the whole 
_ subject of infertility, but two facts in particular emerged 
—firstly, that he puts -male responsibility as high as 

50%, and secondly that deaths do occur from insufflation 
of the fallopian tubes. The danger of gas embolism is 
greatest with oxygen and air, but he has seen a death 
during insufflation with carbon dioxide. It is a duty, 
he said, to publish fatal cases of this kind. Mr. ALBERT 
SHARMAN held that for uterotubal insufflation only carbon 
dioxide should be used: he advised that insufflation 
should take place in the premenstrual phase, when a 
premenstrual biopsy can be performed after it. 

Mr. KENNETH WALKER’S main theme was the 
importance of complete examination of semen specimens ; 
but he also dwelt on the abnormalities associated with 
ejaculation and mentioned the possibility of retrograde 
ejaculation into the bladder, as occurs after prostatec- 
tomy. He made a plea for the wider use by gynexco- 
logists of the post-coital, test, which is, after all, the 
final test of the man’s ability to impregnate his wife. 

Mr. Percy Marras dealt with the difficult subject of 
recurrent abortion. He thinks that perhaps we have 
over-emphasised the hormonal factor. Apart from cases 
where a well-defined organic basis can be found, such as 
renal disease or some local abnormality, he contended that 
abnormalities of the nervous system, affecting uterine 
quiescence, are mainly responsible for habitual abortion 
in the first few months of pregnancy. If a sustained 
nervous inhibition is the means by which the pregnant 
uterus is normally kept quiescent, rest should be the 
main therapeutic agent in these cases. 

Mr. CrcIL BINNEY, a barrister-at-law, brought his 
expert legal mind to bear on the subject of artificial 
insemination. He argued that artificial insemination 
with donated semen cannot be used as grounds for divorce, 


since it cannot be interpreted as an act of adultery. 


(Adultery is a sexual act, which has nothing to do with 
the conception of a child, and birth of a child without 
a sexual act can hardly be adultery.) Nor can artificial 
insemination be used as grounds for divorce in relation 
to nullity. On the other hand donor insemination 
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introduces almost insuperable difficulties in connexion 
with the law of inheritance of settled funds. In the 


subsequent lively discussion on this, as on other aspects ` 


of insemination, the general view seemed to be that the 
practice should be left to somebody else. | 

The frequency with which pregnancy follows adoption 
of a child led to the suggestion that babies might be 
borrowed for the specific purpose of relaxing tension and 
stimulating mother-love. Fanciful though this may be, 
the meeting was left with the feeling that there are more 
things in heaven and earth than are dreamt of in our 
philosophy ; members were reminded that in assessing 
results in the cure of infertility they must be humble, 
because nature herself so often cures without human aid. 


Analgesia in Midwifery — . 

Prof. W. C. NIxon opened the second discussion with 
an inspiring paper which went far beyond the considera- 
tion of particular analgesics or anesthetics. He pointed 


out that the more complete the antenatal preparation. . 


of the patient, the more physiological her labour will 
be and the less pain she will have. The relief of pain 
in the labour ward should begin in the antenatal clinic. 
Confidence thus inspired in the patient goes a long way 
towards removing fear and inhibitions that ultimately 
impede the natural processes of childbirth. Professor 


Nixon spoke also of the need for sleep during labour, _ 


especially at the natural time for sleeping at night, and 
discussed the various drugs that might be used to promote 
it. He discouraged the use of barbiturates, but from 
further experience at University College Hospital he 
advised the use of pethidine in doses of 150 mg. At 


this hospital investigations are being carried out by a ' 


full-time research anesthetist appointed to the obstetrie 
department, and this. is a development -in hospital 


organisation that other units should pursue. Only 
if obstetricians and anesthetists work together can 
satisfactory team-work be attained and the patient 


be legitimately relieved of unnecessary pain. i 

The next speakers were Dr. P. J. HELLIWELL and 
Dr. A. M. Hutton, both of whom are working with a 
research grant at Guy’s Hospital. Reporting at some 
length on their investigations with ‘ Trilene’ in midwifery, 
they concluded that the danger of the self-administered 
trilene inhalers is by no means negligible, and that the 
patient should never be left alone with a self-administering 
trilene inhaler. The value of trilene in ‘midwifery 
is nevertheless very considerable, and the general view 
is that it is the most useful supplement for gas-and- 
oxygen or gas-and-air. During the discussion chloroform 
received many bouquets from experienced and older 
practitioners, and caudal analgesia was mentioned 
as very valuable in carefully selected cases and in 
experienced hands. 


The Third Stage and its Complications. 

The third stage of labour appropriately occupied the 
final stage of the section’s meetings. 

Mr. J. D. S. FLEw put in a strong plea for the use of 
oxytocic drugs—ergometrine in particular—before the 
delivery of the placenta in cases of hemorrhage. Con- 
siderable changes are nowadays being made in our 
management of the third stage, both normal and 
abnormal. In particular the older teaching of Credé 
expression and bimanual compression is now recognised 
as often dangerous and productive of shock. 
a vitally important point, because midwives up and down 
the country are still being taught mantal removal in 
the conscious patient—a method which they would never 
carry out in practice—as well as Credé expression, 
Far less harm would be done if they were allowed to give 
an oxytocic drug to control immediate hemorrhage, 


-Later. speakers all agreed with Mr. Flew in condemning 


the old-fashioned methods of expressing the placenta, 
which can often far more safely be expressed from the 
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- lower segment df the uterus and upper vagina by supra- 
pubic pressure and gentle traction on the cord than by 
pushing the uterus down into the pelvis. The shock 
produced by the Credé expression is apparent to all, 
and it is time that the third stage of labour was rewritten. 
in the textbooks. 

Prof. H. L. SHEEHAN’s work on obstetric shock was 
well known to his audience, and he explained many 
of the facts he has demonstrated in published papers. 
The two outstanding facts that emerged from his experi- 
ence are that death. may be caused by traumatic pro- 
cedures undertaken for the removal of the placenta and 
also by undue prolongation of the third stage of labour. 
The answer seems to be that manual removal of the 
placenta under surgical anzsthesia is far safer, because 
less traumatic, than repeated Credé expression. Now 
that the danger from sepsis is so much less, manual 
removal of the placenta need no longer be regarded 
as a last resort for the dying. : 

Finally, Dr. P. L. MoLLIsoN spoke of the importance 
of the rhesus factor in relation to the third stage of 
labour. Administration of Rh-positive ‘blood to a 
Rh-negative woman not only may endanger her life 
immediately but also makes it highly probable that in 
any subsequent ptegnancy her baby will be affected by 
hemolytic disease. For this reason if no other, routine 
testing of all pregnant women for the rhesus factor 
is desirable. Investigation of cord blood from babies 
suspected of hemolytic disease is also necessary. 


MISAPPREHENSIONS ABOUT N.H.S. 


IN a speech at Preston on July 5, the opening ‘day of 
the National Health Service, Mr. Aneurin Bevan, 
Minister of Health, spoke of misapprehensions about the 
service and made the following statements : 


1. No insurance qualification is necessary. 

2. There is ‘no obligation on patients to take advantage of 
the scheme—they can use it or not, as they prefer, but we 
believe that soon nearly everyone will be using it. The more 
universal it becomes, the more successful it will be. 

3. There is no limit to either the cost or the quality of the 
drugs~which may be prescribed under the scheme, provided 

that they are necessary. l 

` 4. There is no rule that a doctor must not visit patients 
in, their homes unless their condition requires it. He is free 
to visit when he likes—and under an obligation to do so when 
.the patient’s condition makes this necessary. (On the other 
hand, patients are expected to attend at the surgery when they 
can) ` , i 

5. There is no rule that doctors cannot see patients by 

appointment. We hope they will do so as much as they can. 

- 6. Doctors must not accept any payment for treatment 

given to patients on their public lists. To do so would be a 


breach of their terms of service, for which there might be a- 


penalty. E 

7.’ There are some doctors who are reported to be telling 
some of, their patients that they will accept them as paying 
patients but not under the National Health Service. Such 
conduct is of course a complete abuse of the doctor’s right 
of free choice of patient ; and those doctors who are guilty 
of it will be condemned by their colleagues as a disgrace to 
their profession. ` 


He added that there were three ways in which all could 
help the new service: (l) by coöperation between all 
concerned in the scheme—practitioners, patients, and 
administrators ; (2) by approaching the service with the 
determination to, make it work well; and-(3) by not 
rushing for treatment which is not urgent in the early 
days of the scheme. According to the Manchester 
Guardian, he claimed that there had been no political 
bias in his selection of people to take part in the voluntary 
machinery. He had achieved that universal measure of 
disagreement that was evidence of complete impartiality, 
and already a team spirit had grown up. He had a 
“ brief but utterly sincere word of thanks ” for all.who 
had done the voluntary work of the past and had handed 
over so much that was a good going concern. 


In England Now 


A Running Commentary by Peripatetic Correspondenta 


JULY 5.—For the first time in local memory, the surgery 
is empty on a Monday morning; and after reading 
‘* Question Time ” in Parliament that is about the only 
thing that could still surprise me. | 

Apart; from a few telephone inquiries from people. 
who heard about the service from Mr. Attlee for the 
first time, and. one pessimist who wanted to know 
whether registering with three doctors would assure the 

_attention of one, there is only the steady drip of cards 
‘“—now apologetically and unobtrusively pushed through 
the letter box—to give one something to do for a living. 
Omitting wealthy over-eighties, only one patient has so 
far paid me the doubtful compliment of wishing to 
remain private. I suppose she imagines that I visit her 
in the mornings because she likes to take the dogs for 
a walk in the afternoons and can afford to pay for 
her fancies. But, if she only knew, the visiting-list will 
be compiled exactly as before, according to urgency 
first, physical condition second, and convenience third. 
Though placed third, the convenience of the patient 
always has been studied as a matter of course: one 
would not dream of asking a mother with a young family 
to waste her time waiting about in the surgery, nor would 
one think of visiting her at the baby’s feeding-times if. 
this can be avoided. It seems to me more important 
to stress this than to manufacture a hard and fast dis- 
‘tinction between the two categories of patients so as to give 
the private patient something tangible to pay for. 
It would be a pity if attention to the patient’s con- 


_ venience became a marketable commodity which people 


felt they could not expect within the service. They have, 
alas, assimilated this idea all too thoroughly already. 
The easiest way of getting the bewildered look off their 
faces is to tell them that no doctor in his senses likes 
to work with’a crowd of aggrieved and apprehensive 
patients waiting on the far side of the door. 


* -* * 


The communal bathrooms of our residents’ quarters 
provide unrivalled opportunity for the study of shaving 
habits. Our Welsh Wizard, always the last to arrive, 
hurries in completely dressed except for his jacket, with 
his left hand in his trouser pocket and a cigarette 
dangling from his mouth. He shaves still with cigarette 
in mouth and ash dropping into the basin, still with hand - 
in trouser pocket, generously splashing soap-suds over 
his shirt front. The shaving itself takes: little time 
but is followed by an amazing performance. Many dry 
and strop their razor blade after use on the palm of their 
hand, but our friend protrudes his abdomen and danger- 
ously sweeps the blade up and down the upper part of 
the fly of. his trousers. I have suggested that he has 
a piece of leather sewn in this situation but he ignores 
my advice. He struts out of the bathroom leaving the 
door wide open regardless of nudity prancing about. 

How different is the technique of our slow and highly 
conscientious surgeon, who takes at least half an hour to 
shave. Each hair receives individual attention, each 
small area is carefully shaved again and again, carefully 
massaged with finger-tips, lovingly stroked, and then 
relathered. Knowing him as I do, I would have predicted 
such a palaver even if I had never seen him shave. 

Our anesthetist adopts a totally different policy. 
He wets a face-flannel and slowly and laboriously wipes — 
it over his face, gazing at himself in the. mirtor. This 
is repeated many times for at least five minutes, with 
a careful inspection of his image between each smearing. — 
Then he massages one of those brushless creams tenderly 
into his bristly jowls for a long time without any 
apparent effect. The rest of the business proceeds at 
the same slow pace. with frequent resort to the face- - 
flannel between the periods of razor-scratching. When 
at last the operation is over our dope doctor still looks 
as if he needs a.shave. Bo 

Most of us have never been taught how to shave and 
these personal conceits of style, these individual habits- 
associated with shaving, are; I submit, a guide to 
character and personality worthy of the psychologist’s 
attention. 
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During the past couple of years I have attended 
many memorial lectures at the Royal Colleges. To say 
that I can recall very few that have been worth hearing 
is to intend no. reflection on the ability of the lecturers 
or the quality of their material. 

I realise that these lectures fulfil a purpose, if only 
‘to express the colleges’-appreciation of the status and. 
reputation of their selections. Moreover, there is often a 
desire on the part of those attending to indicate a personal 
regard for a lecturer, who will interpret one’s attendance 
as a compliment. But excluding sentiment and con- 
sidering the essentially practical point of view, I have 
usually found it sheer waste of time. 


In nearly all instances page after page of manuscript - 


is read out, often inaudibly, generally monotonously, 
and almost invariably too rapidly in an obvious anxiety 
to cover the whole of the ground in the allotted time. 
All that results is a blurred sensation with o¢casional 
perception of technical details, and I believe most of 
the audience hypnotise themselves into a state of self- 
deception although hearing little and understanding less. 

It seems to me that the lecturer should prepare a 
special sort of abstract, summary, abridgment, synopsis, 
or whatever is the proper description, which could really 
be delivered as a lecture to give a readily comprehended 
impression, and that he should not attempt anything 
more elaborate. The address in its entirety would then 
appear in one of the journals where it. could be studied 
with the care essential for proper understanding. 

I do not anticipate an enthusiastic reception of this 
idea, but from my considerable experience as a lectunee 
I feel sure I am right. 

ba ba * 


It. may hearten you in England to know that we in- 


Indiana, U.S.A., think of you more often than either of 
us realise. The other morning (2 A.M.) I telephoned the 
telegraph office. In giving my. message, for sake of 
clarity I pronounced ‘“‘ laboratory ” as you.do, instead of 
as we do with the emphasis on the “lab” and the rest 
slithering away back into the nasopharynx. To my 
delight the elderly male voice at the other end of the 
line remarked,-‘‘ That’s the English way, isn’t it, sir ? 
That’s how Sherlock Holmes pronounced it.” 


æ * % 


. A few days ago with some fellow enthusiasts I attended - 


. & numismatic conference in a neighbouring town. Before 
the meeting we visited the local museum which houses 
a very fine collection of coins. There we were kindly 


received by the curator of that section, whom we found 


busy making plaster casts. This is done because the 
-casts photograph better than the original coins for the 
purpose of an. illustrated catalogue. The coin is first 
pressed into modelling wax; then it is removed and 
plaster-of-paris is poured into the cavity and allowed 
to set. This gives a perfect plaster cast of the coin. 

In the process the wax has to be.firmly moulded round 
the coin, largely by pressure of the lateral side of the 
terminal phalanx of the left thumb. The curator has 
made so many thousands of these casts that, as he pointed 
out, the terminal phalanx of his thumb has become 
permanently and obviously deformed, being displaced 
laterally some 10-15° and slightly flattened. This seems 
to be a new occupational disease, which I have tenta- 
tively named ‘‘ numismatist’s thumb, i thus forming a 
triad with the better known ‘miner’s elbow ” and 

‘ weaver’s bottom.” It is possible that a long and 
minute account of it exists in some tome as Nuwmis- 
matischekuratorskrankheit (von Kraschundbang’s disease), 
but until that is proved I propose to put forward the 
discovery as my sole claim to fame. 


* * i” 


It is all very well to say that if one is to keep satis- 
. factory records one must have a good nosological index, 
but where would you put this case? A large navvy 
complained of pain in both feet for two months. His 
panel doctor was uncertain of the diagnosis, so he 
referred him to hospital. Careful questioning revealed 
that the patient had bought a smaller pair of boots than 
usual at the time of onset. The dawn of understanding 
as the patient realised the cause of his pains was worth 
seeing. But what is the Senor ? 


ae: 
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REPRESENTATION OF SPECIALISTS 


Sir,—But for the promise of an Amending Act the 
present state of the profession would be chaotic: as it 
is, we wait anxiously to see the effect on general practi- 
tioners of the terms which many of them have accepted. 
Some of us feel that a better service could have been 
obtained by a wiser policy and better negotiators. To 
consultants feeling so, the British Medical Association’s 
new plan for organising us does not come with good 
testimonials, and examination increases uneasiness. 

Satisfactory representation for general practitioners 
should have been easily obtained: they are relatively 
evenly dispersed, their work is uniform in character, and. 
all*that is needed is geographical division. But repre- 
sentation of specialists and consultants is very differenf. 
These gather essentially in centres with high standards ; 
the wisdom of a few men of world-wide repute in teaching 
hospitals can outweigh that of many elsewhere. More- 
over, not only are they thus irregularly dispersed. but 
they are not interchangeable as are the general practi- 
tioners ; a surgeon cannot change suddenly to psychiatry 
or a physician to otorhinolaryngology. The problem of. 
representation is so different that the machinery cannot 
be the same. For this reason the original B.M.A. plan 
seemed far from being in the best interests of the 
profession, especially if non-teaching hospitals could out- 
vote the teaching ‘hospitals by as much as 9 to Ll. . 
Although such criticism was at first termed an abandon- 
ment of democracy, the B.M.A. itself hastened to recom- 
mend that the representation of the two types of hospital 


in a region should be equalised, and each region send to > 


a central committee 1 member from the teaching and 
1 from the non-teaching hospitals. 

This'does indeed abandon democracy, but only if 
democracy means making the interest of the individual — 
consultant more important. than the interest of his - 
specialty. It leads, more seriously, to an arrangement 
by which regions will send to a central committee an 
entirely fortuitous collection of physicians, surgeons, and 
obstetricians and gynecologists. 'There are no means by 


_ which this central committee can provide for itself that 


very necessary correct proportion of representatives of 
the three supremely important branches ‘of medicine 
which every physician, surgeon, or gynecologist would. 
wish to see. This is not an academic question; the 
method of committee formation suggested by the B.M.A. 
has: been tried in at least one hospital region and found 
unsatisfactory, and representation must be by specialties 
properly balanced if committees are to do their work as. 
it needs to be done. When this balance is a.matter of 
chance, and when the committee itself has as many as . 
72 members, the usefulness of the scheme i is very doubtful 
indeed and its value for negotiation appears negligible, . 
if it is not actually harmful. Indeed non-teaching con- 
sultants. have already been well treated ; they are recog- 
nised by the Spens report and the Minister as the financial 
equals of their metropolitan colleagues. But this does 
not make them equal in other ways. Such recognition 


- should be regarded as a trust, which they must fulfil, 


that in time. they will make their individual and. insti- 
tutional work equal too. The opportunity was won for 
them very largely indeed through the efforts of college 
representatives. Would it not be wise for them to 
return the trust, and believe that through the colleges 
they will find representatives who will obtain for them 
other advantages such as those the °y already owe—the 
Amending Act and hg Spens report 

Hove, Sussex. W. A BOURNE: 


p- -AMINOSALICYLIC ACID IN TUBERCULOSIS 


SIR, —È — Since > the publication of my first report! on the’ 
systemic treatment of pulmonary tuberculosis -with 
p-aminosalicylic acid (P.A.8.), commercial production 
of the drug has started ; aud though still very scarce it 
is now available for clinical work. It may-therefore be- 
useful to summarise the experience gained in the first | 
six months of trial and error. 


1. Lancet, 1948, i, 791. , | ae 


- 
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Five patients: have completed 4-month courses, and 
@ number of others courses of up to 4-5 weeks. In each 
of the five cases which have received 4-month -courses 
the amount given was 12-14 g. daily, in seven doses 
8-hourly with one interval of 6 hours at night. In all 
of them further progress of the disease has been checked, 
though complete cure can be claimed in none. With 
one exception (case 4) the patients had the rapidly 
progressive, exudative form of the disease. They were 
severely toxic, with swinging temperature, high blood- 
sedimentation rate, and sputum loaded with , tubercle 
bacilli; and monthly radiological examination had 
revealed continuing spread despite absolute bed rest and 
all other therapeutic' measures except streptomycin.. 

The considerable improvement in general condition, 
increased appetite, gain in weight, and loss of toxicity 
have been well maintained in all these cases, 4 weeks after 
the completion of the course. The temperature has also 
remained normal, except in case 2 where the curve tended 
“ to creep up after completion of the first 8-week course ; 
here a pause of 4 weeks had to be interposed owing to 
supply difficulties, and the second 8-week course did 
not completely suppress the pyrexia. But even in this 
case the improvement in general condition and X-ray 
appearances has been maintained. In the other cases the 
X-ray appearances present a picture as hopeful as the 
In all, progress of the disease has been 
checked ;. the. soft mottling has disappeared, and there 
is pronounced hardening of the major lesions with 
more-or-less definite fibrosis. 

No true sputum conversion could be demonstrated 
in any of these cases, though the bacilli have become 
very scanty and have commonly been absent from the 
weekly specimens for 6-8 weeks, The strain cultured 
with p-aminobenzoic acid added shows no increased 
sensitivity for P.A.8. against the HR 37; this conforms 
with Davis’s? observations. 

Regarding laboratory findings, blood P.A.s. levels, of 
_%-8 mg. per 100 ml. have been uniformly reached after 
“2 g., and up to 11 mg. per 100 ml.. has been reached 
after 3 g.; the blood-level sinks rapidly below 3 mg. 
per 100 ml. after 3 hours. The urinary concentration 
is also fairly constant at 45-50 mg. per 100 ml. It is 
estimated that about half the p.a.s. is excreted as such 
in the urine, from which the drug disappears within 
20 hours of discontinuing intake. :The concentration 
in the sputum varies from 1 to 5 mg. per 100 ml.; a 
higher concentration is apparently present in purulent 
than in mucous sputum. 

No real toxic manifestations have been observed: at 
daily doses of up to 25 g.; but in a few instances. nausea 
and even vomiting have set in, perhaps because the 
solution was given without sufficient dilution, or because 
it was not suitably flavoured. With attention to these 
points, the symptoms have always disappeared. Even 
small doses of aspirin inadvertently given may, however, 
precipitate symptoms of severe salicylate poisoning. 

In all cases where P.A.s. has been tried the picture 
has followed the same pattern—loss of toxicity, control 
of pyrexia and cough, increased appetite, and gain in 
weight. Some of the patients are now fit for. eae 
treatment. The remainder, unsuitable for surgery, w 
‘goon present the problem of what is to be done with them. 
Will they get along as inactive open cases, or will further 
courses of P.A.S. be needed to ensure a reasonable span 
of life? I feel that in earlier, cases, with less gross 
destruction of the lung, P.A.Ss. may well afford a complete 
cure. 
g.—and must be 


be achieved. Local treatment with 1-2 % spray should 
also be included. Probably a p.a.s. “ umbrella ” 
reduce the risk of spread or reactivation through opera- 
tion or during pregnancy. It thus seems that P.A.s. 
may be regarded as the beginning of an answer to the 
problem of tuberculosis; but. new and more promising 
compounds a are already emerging from the laboratories. 

I am grateful to‘Dr. W. E. Snell for facilities at Colindale 
Hospital, and to Dr. George Day and Dr. E. C. Wynne- 
Edwards for similar courtesy at Mundesley Sanatorium. 


_ I am also indebted to Messrs. Ward, Blenkinsop & Co. Ltd., 


for free supplies of P.A.s. 
London, S.W. A. ERDEI. 


2. Davis, H. Mon. Bull. Min. Huth, P.H.L.S. 1948, 7, 109. 


\ 
° 


It also seems that the daily dose must be greatly - 
increased—to not less than 20-25 
continued for at least 3 months if better results are to: - 


will ` 


I became suspicious. 


NATIONAL SOCIETY FOR THE PREVENTION 
OF VENEREAL DISEASE 


Smr,—The latest report of the Ministry of Health has 
to acknowledge an alarming setback in venereal disease 
that: has dismayed everyone who understands its 
significance. The report says: ‘‘ During the year 
1945 the incidence of syphilis and gonorrhoea, increased 
appreciably.” 

This has happened after large sums of public money 
have been spent by the Government, through the Central 
Council for Health Education, in telling the public of the 


dangers of V.D., and in trying to conquer V.D. by fear — 


and persuasion, ‘coupled with treatment after the disease 
has developed. The public has not been allowed to 
learn the vitally important fact that a great deal of V.D. 
is easily prevented. This is a scientific fact and it has 
been known for 40 years. 

During the great wars the fighting Services all over 
the world, owing mainly to the persistent efforts of this 


‘society, were protected (more or less, according to the 


enthusiasm of the officer-in-charge) against these 
diseases by. the preventive measures we have advocated 


for thirty years. But the civilian population all the time © 


has been kept in ignorance, and so V.D. is on the increase- 

The statement by the Government-appointed Trevethin 
Committee (1922) that ‘‘ properly and promptly applied 
disinfection . . . would almost certainly prove effectual ” 
has been ignored, and up to the present no Government 
has had the courage to translate these findings into 
action. It has been left to us, a voluntarily supported 
society, to work alone. And we have to fight not only 
disease, but very often violent. prejudice as well. 

Our policy is threefold : (1) to educate the public with 
regard to the fact that v.D. can be prevented by simple, 
scientific measures ; (2) to supply all interested persons 
with details of such measures; and (3) to secure the 
necessary alteration of the law to enable the preventive 
materials to be sold together with the necessary instruc- 


tions. This society cordially supports any and every 


method whereby V.D. may be: combated, but it is 
confident that v.p. will be eliminated only by practical 
prevention. Without practical prevention any campaign 
against V.D. ‘is doomed to failure. 

About 100,000 men and women sufferers from V.D. 


will be treated at clinics this year, and there will be a- 


ere number of infected, persons ‘who will not go to 
clinics. 

We are planning a great campaign to set the people free 
from V.D. and from the prejudiced tyranny that has kept 
them in ignorance of the facts. The scope and magnitude 
of this great attack depends upon the support we receive 
from the profession and from the general public. ‘Let 
us show you how you can help.. oe 

HORDER 


- President, National Society | 
for the Prevention of Venereal Disease. 


47, Nottingham Place, London, W.1. 
CONTROL IN SCHICK-TESTING 


Sm,—Last year you. published some of my original | 


findings on the properties of Holt’s diphtheria toxoid 
(P.T.A.P.).} Since then I have encountered an unexpected 


difficulty, which I feel ought to be communicated ` to | 


other workers. 

For many years it has been assumed that infants and 
children under five years of age very. rarely indeed 
become sensitive to the protein substances present in 
diphtheria prophylactics. It was believed, and rightly 


so, that if a control injection were-used in post-Schick — 


tests in infants, it practically never revealed any acquired 
protein sensitivity. Consequently it was considered 
quite sound practice to dispense with the control injection 
in infants and very young children, reserving it for use 


é in the over-fives. 


In the course of investigating various experimental 
samples of Holt’s P.T.A.P., I recently became disturbed 
at the number of faintly. positive post-Schick readings 
I was obtaining in very young children. The number 
was not large but was beyond my expectations, and 
From that moment I readopted 
the use of the control injection and found that most of 
the cases that I had been obliged to regard as feebly 
positive were, in fact, pseudo and negative. The 


l. Lancet, 1947, i, 286 > Ibid, il, 867. 
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danger is that these readings, which proved to be so 
tricky without the use of control, were not like typical 
fading pseudo-reactions; they were too circumscribed 
and their colour was too uniformly even. Yet against 
the control solution they proved to be pseudo-reactions. 

It is somewhat humiliating, after all these years, to 
realise that one can be caught napping by a quite atypical 
form of pseudo and negative reaction ; but my experience 
may serve as a warning to others. 

I do not think that the value of my comparative 
experiments (already published) is likely to be in any 
way invalidated, as the pseudo error (not large) is 
applicable to all the groups which were under considera- 
tion. But for those desirous of finding out whether the 
powerful modern prophylactics are yielding a 95% or a 
99% conversion-rate, I cannot too strongly emphasise 
the nécessity of using the control in all post-Schick tests. 

I have, as always, used the Wellcome brand of toxin 
- and control in this investigation. 

London, S.E.35. È 


HEXOBARBITONE AND TUBARINE 


SIR, —An excessive amount of abdominal pain has been 
experienced by some patients when first regaining 
consciousness after an abdominal operation under light 
anæsthesia and relaxation with ‘ Tubarine.’ I attributed 
this to : 

l. Early restoration of consciousness and body function 

per se as compared with other methods of anzsthesia, allow- 
ing immediate postoperative abdominal discomfort to be 
experienced at all. ; 
‘ 2. The variable, but, I think, often excessive contraction 
, of the gut following administration of tubarine. Gray and 
Halton? comment on this and also show clearly the synergism 
that exists between curariform drugs and barbiturates. 


- It occurred to me, therefore, to try going back to the 
use of hexobarbitone because of its more prolonged 
action, and particularly , because of its pleasant post- 
operative effect of sustaining a light sleep for some hours. 
This change has been justified by results. Relaxation 
during operation has been prolonged and sustained up to 
one hour and less cyclopropane has been required ; but 
the chief benefit has been the postoperative comfort of 
the patient, who, having experienced much less pain, 
gets a. pleasant sleep until the effects of the operation 
have worn off. I ‘also think there is less intestinal 
contraction. | HuGuH D. BROWNE. 
Memorial Hospital, Haywards Heath. 


APPARENT ACUTE GLOMERULONEPHRITIS 
WITHOUT ALBUMINURIA 


Smr,—The syndrome described last week by Dr. 
Crofton and Dr. Truelove vividly recalls to my memory 
experiences which during the first world war were 
puzzling many clinicians in Central Europe. 

Many victims of the so-called Kriegsnephritis had 
died of acute cedema of the lungs before admission to 
hospital because, in view of the absence of albuminuria, 
the combination of generalised cedema and bradycardia 
had led the doctors on the front to the erroneous diagnosis 
of Kriegsadema. Unfortunately the leading symptom of 
severe dyspnoea was overlooked. I saw many cases 
of analbuminuric acute glomerulonephritis at Wencke- 
bach’s First University Clinic in Vienna during 1917 and 
1918. Apart from albuminuria they presented the full 
picture of acute glomerulonephritis—i.e., severe hyper- 
tension, oedema, and bradycardia. The skin capillaries 
revealed dermatoscopically the characteristic picture 
which I described in 1920.2. The most striking sign, 
however, was acute or subacute cedema of the lungs, 
which was invariably present and was demonstrated 
by the cloudy appearance of the lung fields on screening. 
Under the then-prevalent Volhard’s ‘‘ fast-and-thirst ” 
régime the majority of cases recovered, albuminuria 
appearing on the third or fourth day. Necropsy of 
patients who had died of acute left ventricular failure 
o typical acute glomerulitis with all histological 

etails. 

The syndrome should preferably be termed ‘“‘ anal- 
buminuric stage of acute diffuse glomerulonephritis ” 


1. Gray, T. C., Hatton, J. Proc. R. Soc. Med. 1946, 39, 400. 
2. Hahu, L. Med. Klin. 1920, no. 40, p. 1039. 


Guy BOUSFIELD. 


APPARENT ACUTE GLOMERULONEPHRITIS WITHOUT ALBUMINURIA 
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since albuminuria eventually appears after a few days 
unless the patient succumbs to acute cdema of the 
lungs. It may be added that routine blood-pressure 


readings in patients with scarlatina often reveal a rise 


in blood-pressure before albuminuria attracts attention 

to the kidneys—a point of great interest in the 

pathogenesis of acute diffuse glomerulonephritis. 
Nuneaton. . Leo HAHN. 


A TAX ON KNOWLEDGE 


Smr,—Is there not an analogy with the legal profession 
as regards. the use of books by doctors (referred to in 


your leading article last week)? The position in respect ` 


of income-tax is controlled by a decision by Mr. Justice 
Rowlatt (Daphne v. Shaw [1926] 43 T.L.R. 45) in which 
he ‘‘ was unable to say that the books of a solicitor or 
of a barrister or of a judge which were used in the sense 
of being consulted were plant.” Discussing this point, 
the Solicitor (September, 1947, p. 195) observed : _ 


-“ That bases the decision, as it must be based, upon the 


actual words of the statute, which are really inapplicable to 
the occupation of a solicitor. Apparently some inspectors 
of taxes have taken a more practical view of the present 
conditions and have allowed members of the Bar an allowance 
for their books. Writers, too, receive an allowance for books 
purchased to meet the requirements of their work.” 


It seemed to the Solicitor, however, as if in the long run 
an amendment of the law may be necessary, and attention 
was drawn to the Australian Income-Tax Acts in which 
an allowance for libraries has definite recognition. 

C. E. A. B. 
POSTURE AND PRESSURE 


Sir,—Your annotation of June 26 states that more 
than fifty years ago I demonstrated that four-legged 
animals would die from cerebral anæmia if kept upright 
for a few days. This is not correct. What I found was 
that big-bellied hutch rabbits when suspended, stretched 
out, in the vertical, lead-up position quickly fainted 
from the blood sinking into the abdomen, and were at 
once restored by a bandage drawn round this. Taut- 
bellied wild rabbits did not faint. 
International Physiological Congress at the Cambridge 
meeting, held so long ago, that when a snake was fixed on 
a board, drawn out full length, and put in the vertical 
position-the blood, ceased to fill the heart, standing in 
the veins just below it. On sinking the board and animal 
in a tall cylinder of water the heart filled, the pressure 
of water outside balancing that of.the blood in the 
animal. aa 

Smallfield, Surrey. _ Leonard HiL. 

Sm,—Hill! did not show that the upright position 
would kill four-legged animals in “a few days,’ but 
referred to Solathé ? who found that in the vertical feet- 


. down position rabbits died in the course of 15 minutes to 


2 hours. í 

The effect of change of posture on the blood-pressure 
has been investigated many times. The largest series 
of controlled observations is that of Schneider and 
Truesdell, who reported results in 2000 normal adults. 
They found that there was a wide variation in the indi- 
vidual response. 
from a slowing by 15 beats per min. to an increase of 
57 beats. In over 84% of cases there was an increase 
of up to 30 beats. When the results were plotted as a 
histogram, a typical- frequency distribution curve 
resulted. A similar variation was noted in the changes 
in blood-pressure. This variation is what would be 
expected of biological observations and was recorded by 
Hill and Barnard ‘ in dogs. The changes are necessary 
for two reasons: (l) the fall in cardiac output that 


takes place in the upright position, and (2) the change — 


in the relative positions of the heart and the head. 
In the erect position energy has to be expended to raise 
the blood from the level of the heart to that of the head. 
The adjustment is a nervous one mediated by the carotid- 
sinus mechanism, and if both carotid sinuses in man 


are denervated the mechanism fails and postural 
hypotension results.® A 

1. Hil, L. J. Physiol. 1895, 18, 15. 

2. Solathé (1877) quoted by Hill. 

3. Schneider, E. C., Truesdell, D. Amer. J. Physiol. 1922, 61, 429. 
4. Hill, L., Barnard, H. J. Physiol. 1897, 21, 324 


5. Capps, R. B., de Takats, G. J. clin. Invest. 1938, 17, 385. 


4 


I also showed the: 


The pulse change on standing varied . 


ke 


= there any induration along the track of the hairs. 


` 
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It has been shown by Pickering, Kissin, and Roth- 
schild ë that in human hypertension the carotid sinus 
functions normally, and that the hypertension differs 
from that produced experimentally by denervating the 
carotid sinuses and.aorta. It is therefore unlikely that 
observations on the effects of a nervous reflex concerned 
with compensation for postural change would provide 
any guide to the chances of an individual developing 
hypertension. . S PES 

To regard a rise of 4 mm. Hg in the diastolic pressure 
as significant is arbitrary and unjustified. Schneider and 
Truesdell found the average rise in diastolic pressure 
on standing in their series of 2000 normal adults to be 
8 mm. Heg. D. VEREL. 

Department of Medicine, University of Aberdeen. 


PILONIDAL SINUS IN A BARBER’S HAND 


Sm,—I should like to record a case similar to those 
described by Ewing 7 and by Patey and Scarff.’ 

In 1941 a barber presented himself with an abscess in 
the web between the middle and ring fingers of his left hand. 
He maintained that: this Was due to penetration by the 
short cut hairs, and that this was the third time a suppurative 


process had developed at that site. On incision pus and., 


numerous short hair clippings discharged. 


This patient was in the habit of running his fingers 


through his clients’ hair and supporting it thus while 
using the scissors. It was during this procedure that the 
hair clippings reached the web. ; 
Edinburgh. ', GODFREY B. Tarr. | 
SIR, —Some time ago I saw what must have been a 
similar case to those described by Mr. Patey and 
Professor Scarff. 


I was having my hair cut, and in the course of conversation 
the barber mentioned that he was having trouble with hair 
penetrating the: web of his fingers. Asking if I would like 


.to have a look, he stripped off some plaster and proffered 


his hand for inspection. There, between the thumb and 
forefinger of his cutting hand, was a little tuft of hair pro- 


‘truding from the web. The longest of the hairs penetrated 


straight in to a depth of about 1/, in. There was no sign 
of inflammation round the tiny hole in the skin; nor was 
This 
led towards a swelling deep in the web which was the size 
of a small pea, cystic and painless; I assumed it was an 
implantation dermoid. 


The barber, telling me his doctor was going to “ open 
it,” resumed his cutting wħile I pondered on how the 


hair got in. 
London, W.11. J. M. WILES. 


\ 


Smr,—Patey- and Scarff have drawn attention to an 
interesting occupational condition. I met with a 
similar case in the casualty department of the Royal 
Northern Hospital in 1939. 


ə The man, a barber by trade, presented with a discharging 
abscess in the cleft between the ring and middle fingers of 
the left hand. Projecting from ‘the discharging sinus were 
numerous hairs,.of all different colours .and lengths. The 
drainage was improved by a surgical incision, and a great 
many more hairs were found on laying open a chronic abscess 
cavity. As I had not met the condition before I questioned 
the patient, who informed me that it was a not uncommon 
condition amongst his fellow-craftsmen. I instructed him 
to look out for other such cases and refer them to me. 
Unfortunately no such patients reported. 


The etiology of such a condition is best explained in 
the simplest terms. The hairs in this case were all 
moderately short and fairly bristly, although differing 
slightly in texture and widely in colour. The lesion 
was situated in the cleft where the barber constantly 
lodged his '%omb while using the scissors with his right 
hand, and it would seem probable that this played some 
part in driving the short stiff hairs into the soft skin 


6. F iokering, G. W., Kissin, M., Rothschild, P. Clin. Sci. 1936, 


7. Ewing, M. R. ‘Lancet, 1947, i, 


427. ms 
7, D.-H;, Scarf, R. W. Ibid, 1946, fi, 484; Ibid, July: 3, 
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. of the web. The site of the lesion was the same in all 


cases recorded, with the exception of the first reported 
by Patey and Scarff (1946). In Ewing’s case it was in the 
corresponding cleft of the right hand. It would be 
interesting to know whether this man was left-handed 
and lodged his comb in that cleft. An alternative 
explanation might be that pressure .resulted from the 
way a barber palms his scissors, using the thumb and 
ring finger. Further evidence of the power of hair clippings 


. to penetrate skin and ‘cause infection is the common 


occurrence of acute and chronic paronychia with foreign 
hair found to be in lodgment—a condition which I have 
seen on numerous occasions. | l 

There is little support for the suggestio made by the 
authors that hereix lies an explanation of the hair found , 
in a pilonidal cyst (postanal dermoid, anococcygeal cyst). 
Admittedly this condition is one commonly found in 
men, especially of the hirsute type. On the other hand, 
many people have congenital sinuses and cysts which do 
not contain hair, merely because they are not formed 
in. that hairy type of person. Routine examination 
of the natal cleft of all types of persons reveals a surpris- 
ingly high incidence of minute pits in and about the mid- 
line over the coccygeal region.. Many give a history of 
one or more transient attacks of pain and inflammation: 
that have often resolved with conservative measures. 
There is a‘ satisfactory embryological explanation of 
such lesions.® When hair is found in a sinus or lesion 
of this sort, it is always long and fine and tapering at 
the end, and not of a type that is likely to penetrate. 
The possibility of its being ‘‘ sucked in,” suggested by 
the authors, is difficult to accept. l 


St. Mary’s Hospital, London, W.2. 
PAIN 


Sir,—In his interesting article in your issue of July 3, 
Dr. Keele describes a case which, he considers, illustrates. 
“ the characteristic features of psychogenic pain.” These 
he enumerates as: (l) irregularity of occurrence, with 
absence of evidence of organic disease ; (2) response on 
several occasions to a placebo such as distilled water ; 
and .(3) irregular response to potent analgesics. But do 
these criteria provide sufficient foundation upon which 
to base such an important decision ? Absence of evidence 
of organic disease actually affords no ground for regarding 
a pain as psychogenic, and diagnosis by subterfuge 
such as injection of distilled’-water is both outmoded and: 
notoriously unreliable. Later in the article Dr. Keele 
himself writes that there has been a remarkable tendency 
to ignore the factor of suggestion in assessing many - 
medical and surgical pain-relieving procedures, and with 
this I would heartily agree. Pains of organic origin not 
infrequently respond to suggestion, including injections 
of distilled water, more readily than so-called psychogenic 
pains, and this is sometimes a serious source of error. - 

Decision that a symptom is psychogenic is justified 
only on positive as well as negative grounds. Apart 
from absence of organic findings, there must be established 
some positive psychogenic basis. Further, the psycho- 
genic factors must bear direct relation to the patient’s. 
symptoms for which the psychogenesis furnishes a pur- 
pose, however unconscious, irrational, and primitive. 
Thirdly, it is unwise to diagnose psychoneurosis in the 
absence of a history of previous neurotic trends. Addi- 
tional evidence of psychogenesis may be afforded by an 
organically inexplicable mobility and ubiquity of the 
symptom. Variation in accordance with environmental 
circumstances that are likely to have an emotional, 
as distinct from a purely physigal, influence may confirm. 
Finally, an early, progressive, and satisfactory response 
of the ailment to psychotherapy may clinch the diagnosis. 
` Must the distilled-water test be perpétuated as a 
diagnostic refuge for one more generation of hoysemen 
and students ? A patient who complains, no matter how, 
as it may seem, exaggeratedly or-unreasonably, of severe , 
pain persisting or constantly recurring in the same site 
must be taken very seriously until the positive explana- 
tion of that pain is ascertained ; and this even though 
his Manner may suggest a wish to impress, perhaps to 
the point of deception, the severity of his pain on the’ 


C. PATRICK SAMES. 


9. Bland-Sutton, J. Tumours Innocent and Malignant. 7th ed., 
. 1922 ; p. 532. 4 ' 
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mind of ‘his medical attendant. 
imperative to retain the confidence of the patient— 
not confuse him. Trick methods are a poor substitute 
. for clinical science, and history-taking should be 
sufficiently discerning to render them unnecessary. 
Liverpool. - §. BARTON HALL. 


CARS FOR DOCTORS 


Sir,—In their letter of June 19 Mr. Cooke and 


Mr. Grafton say : 


“ At no time has the industry undertaken to give 
absolute priority to doctors. The term used is ‘ preferential 
delivery,” which is intended to apply only where a doctor 
has no serviceable car or no car at all” 


Can they explain why the doctor in genuine need should 
not be given absolute priority? I write as one who, 
since the end of January, 1947, has driven over 22,000 
miles in the work of my practice in country much of 
which is rough, hilly, and water-splashed. This work 
simply cannot be done without a serviceable car. 
? On reading their letter I can only conclude that 
Mr. Cooke and Mr. Grafton think that either a motor- 
car is an unnecessary luxury for a doctor or that a 
.doctor is an unnecessary luxury for a shck person. 
Winfrith, Dorset. P. R. BOUCHER. 


OPERATIONS FOR HERNIA 


SIR, —In their article last week Moloney, Gill, and 
Barclay make assumptions which will surely not be 
accepted by any physiologist or pathologist. They 
say: “ The effective constituent of the buttress is the 
suture material’; and, though fibrous tissue is laid down 
and is helpful, it is neither essential nor dependable for 
permanent repair.” E ee 

This statement completely overlooks the facts that 
living tissues are being dealt with and that they react. 
Any suture, when tied sufficiently tightly to be effective, 
causes pressure necrosis of some of the tissue within its 
grasp. This dead material is removed by the reaction 
of neighbouring living tissues and is removed. The 
grasp of the suture then becomes loose and, as far as 
holding the sutured parts together is concerned, useless. 
‘Eventually and inevitably the strength of the repair 
must depend ipon the new fibrous tissue formed in the 
meshes of the ‘‘ darn.” The nylon network acts solely 
and simply as a splint to hold the parts together until 
this new tissue has been formed. This is one of the 
simple fundamental facts of*surgical repair. To base 
an operation on the assumption that a non-absorbable 
suture will act as a permanent bond can only lead to 
error in every stage of its conception and development. 
Non-absorbable sutures are used in hernia repair, not 
because they remain unabsorbed, but because they 
interfere less than catgut with processes of repair. 

St. Mary’s Hospital], London, W.2. CHARLES A, PANNETT. 


INCOMES FOR SPECIALISTS AND GOVERNMENT 
l MEDICAL OFFICERS 


Sır, —I was most interested to read in your issue of 
July 10 that the Institution of Professional Civil Servants 
are bringing forward the question of the salaries of 
Government medical officers. 

I hope that many besides their general secretary have 
read the letter in your issue of June 19 signed ‘‘ A Step- 
child of the Profession.” May I suggest that the atten- 
tion of your readers be drawn to the question asked by 
Sir Ernest Graham-Little with regard to the salaries of 
deputy medical officers of health, together with the 
Minister’s reply—namely, ‘‘it is not for me arbitrarily 
to determirte these officers’ salaries, but rather to 
encourage the appropriate negotiating machinery for 
dealing with any proposals for revision.” 

It has never been suggested that the Minister should 
determine arbitrarily either the salaries of local Govern- 
ment medical officers or the salaries of those employed 
by the Ministries. It is, however, clearly the duty of the 
Minister to determine the general :principles which 
govern the remuneration of the different branches of the 
profession, and to ensure that all men and women hold- 
ing specialist qualifications be remunerated at approxi- 
mately equivalent rates whether they are employed by 


In diagnosis it is 


_being ‘injected into an abnormal artery. 
` much in the public interest if the present “ flight from 


Government departments, teaching hospitals and medical 


schools, or in clinical medicine. 

In view of the Minister’s reply it would be interesting 
to know specifically three things: (l) exactly what 
negotiating machinery has been set up and whether it has 
commenced its deliberations; (2) whether it is sitting 
entirely in private session or whether it is prepared to 
hear evidence from members of the profession; and 
(3) the approximate date when it is thought likely that 
the negotiating machinery will have reached its con- 
clusions with regard to the salaries of local and central 
Government medical officers and the salaries of medical 
teachers.’ : l 
l V. O. B. GARTSIDE 

Deputy County M.0,H. 


INTRAVENOUS ANÆSTHETICS 


SIR, —Mr. Vartan’s letter last week was generous and 
timely. The intravenous needle is recording a sad tale 
of misadventures. i 

A few months ago, a young woman of 21 was given an 
intravenous anæsthetic for an operation that could quite 
properly have been performed under some other form of 
anæsthesia. She lost her arm as the result of the drug 
It would be 


Oxford. 


ether ’? were to be abandoned. - 
New Barnet. | 


SCHOOL DOCTORS AND THE ACT 


Smr,—Dr. Smith (July 10) quotes the Ministry of 
Education and the secretary to the Ministry of Health 
in support of additional payments for services which 
most people will consider should be ‘ covered by the 
provision of general medical services.” The Act is 
intended to introduce not only free treatment of the 
sick but a positive health service; Dr. Smith implies 
that ‘‘ routine or special examinations and the giving of 
advice on general health ’”? are outside the scope of the 
service, which seems to limit the preventive side to the 
syringe and needle. Thus, in a family of several children, 
one suffering from an infectious disease would receive 
free treatment, but the mother would be denied advice 
on measures intended to limit its spread unless she. was 
prepared to pay for it. Surely this is absurd ? 

A doctor who has accepted boys as patients under the 


= Jonn E. ELAM. 


Act has a duty to give advice to the school authorities 


and, when necessary, to carry out routine examinations. 
The honorarium can only be the beginning of a black 
market in school medicine. i 


° FATHER OF BIGET. 


Obituary =. 


THOMAS HENRY SYMONS ` 
K.B.E., C.S.I., O.B.E., M.R.C.S. 


Major-General Sir Henry Symons, director-general 
of the Indian Medical Service from 1926 to 1930, died 
at his home in Hampshire on July 3, at the age of 76. » 

A Cornishman, Symons was educated privately and at 
Charing Cross Hospital, where he held several house- 
appointments after qualifying in 1894. : He entered the 
Indian Medical Service in 1896, and five years later was 
transferred to the civil side. After a short period in the 
Central Provinces he went to Madras ; 
medical college there he rose to be professor of surge 
and held the post of senior surgeon at the General 
Hospital. For several years he was also professor of 
anatomy ; this appointment was combined in those days 
with a surgical post at the hospital—an arrangement 
which provided valuable training for surgeons. Symons 
himself was a capable surgeon and a good teacher with 
a forthright manner which appealed to students, 
` In 1915 he was appointed to command the hospital 
ship Madras, with which he remained until tke end of the 
war. For his services he was mentioned in despatches 
and was appointed 0.B.E. In 1923 he became surgeon- 
general to the government of Madras, and three years 
later, the first officer on the general list to hold this 
appointment, he became director-general of the I.M.S. 
in. succession to Sir Charles McWhatt. He took over at 
a difficult time, for retrenchment was then the chief 


Ld 


and at the -/ 


, 
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concern of the government of India and there were few 
opportunities for constructive effort. Thus he could 

do little more than carry on the administrative work of 
his office and resist attacks on the Service ; these included 


proposals by a retrenchment committee (which included - 


no technical or scientific members) to replace the higher. 
medial and health appointments ,by those of advisers 
with the standing of deputy secretaries: Nevertheless 


he maintained the position of the Service, carrying out. 


his difficult task ‘with quiet efficiency. ` In 1924 Symons 
had been made honorary surgeon to.the King; the next 


an he was appointed ©.S.1., and in 1929, a year before. 


retirement, K.B.E. 
Throughout his life Symons’s great interest was hunt- 
ing. A good rider and polo-player, he was for many 
years master of the Madras Hounds, and on transfer to 
Delhi in 1926 he resuscitated the hunt there which had 
been given up in the war. By establishing a new routine 
of kennel work he -was able largely to eliminate the 
diseases which had formerly decimated packs of hounds 
ins India. “ T. H.,’’ writes a colleague, “had a host of 
friends in Madras, and he will be held in affectionate 
_ remembrance by them and members of his own Service 
who will remember many acts of real kindness, and a 
helping hand to juniors freely and unobtrusively given.” 
Symons married in 1918 Mary Laugharne, daughter of 
Frederick Laugharne-Humphreys, of Montevideo. 


By the death of Mr. S. L. Jackson on July 1 the firm 
of H. K. Lewis & Co. loses one of its directors, and Mr. 
H. L.. Jackson, chairman for over thirty years, his only 
son.’ Mr. S. L. Jackson, who was 51 years of age, served 
during the 1914-18 war in the West Yorkshire Regiment, 
reaching the acting rank of captain. In the years since 


his return to the company in 1919 he had made many’ 
His death was wholly | 
unexpected, for at a board meeting on the previous _ 
day he appeared to be in his usual good health and. 


friends in the medical profession. 


+ 


spirits. | | 
| Public Health 
“. - Report on 1943 


THE latest statistical review issued by the Registrar-. 


General! describes the state of the nation during 1943, 
when the enemy’s attacks against this country, directed 
mainly against London and the South Coast, caused 
3002 deaths among the civilian population compared 
with 19,543 and 3791.in 1941 and 1942. respectively. 


Despite the continued pressure of war, the crude death- 


rate, at 13-0 per 1000, was still below the samé rates in 
1940 and 1941. Some at least of this improvement was 
the result of the combined efforts of'the Ministries of 
Health and Food. The diphtheria immunisation pro- 
gramme began to show its full effects in a substantial 
decrease in diphtheria mortality. 
mortality-rates reached record low levels, while the 
tuberculosis. death-rate maintained the improvement 
over the earlier years of the war noted in 1942. Deaths 
from. influenza. reached epidemic proportions: the total 


of 12,576 was ‘the highest since 1937 and nearly four 


times the number recorded in 1942. Otherwise, no 


serious increase in epidemic disease marred what was, in 


the circumstances, a remarkable record of health in the 
fourth year of war. SE 
_ Imported Mutton Regulations 

Last May, in amending regulations made jaintly by 
the Ministries of Food and Health, certain prohibitions 
concerning the importation and sale of mutton affected 
with caseous lymphadenitis were relaxed. Corresponding 
regulations have now been introduced by the Secretary 
of State. for Scotland. Caseous lymphadenitis, common 
among Australian sheep, is not regarded as communicable 
to humans; and the amendments bring the regulations 
into line with present-day practice in exporting countries. 


j Poliomyelitis 


‘In -the week ended J uly 3 notifications numbered 36 ; ` 


Bedford and Leicester each had 4 cases. In the four 
preceding weeks notifications were 21, 13, 15, and 27. 


1. Rêgistrar-General’s Statistical Review of England and Wales 
for the year 1943. H.M. Stationery Office. Pp. 322. 5s. 6d. 
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. Medicine and the Law. ` 


Abnormal Periods of Gestation 


MEDICAL science ‘can state what is the normal period : 


of gestation, but hesitates to declare that an abnormal 
period is impossible. In Hadlum'v. Hadlum, reported 
in the Times of..July 9, the period was as long as 349 
days. This was one of those cases where the husband 


petitions for divorce on the ground that, owing to: non- — 


access, he could not Have been the father of the child 
and therefore that the wife must have been guilty of 
adultery. . Once more ‚the court had medical evidence 
that the period, however unusual, was not impossible ; 
the court refused to infer that adultery must have 
occurred ; the petition failed. : 


In Clark v. Clark (1939) the husband relied on the fact 


that the period was as short as 174 days. In all other 
cases. the charge of adultery has rested. on allegations 
that the period - was impossibly long. J. | 
emphasised the possibility of error in calculation and 
recorded the data known to him. In Gaskill v. Gaskill? 
the period was 331 days. Lord Birkenhead’s judgment 
referred to the evidence of three specialists. Prof. Henry 
Briggs had known an instance of 306 days; 331.days he 
thought was improbable but it was not within the range 
of present scientific knowledge to declare-it impossible. 


Dr. John Fairbairn mentioned an instance of 315. days 


from last menstruation: Dr. Thos. Watts Eden gave 
305, 300, and 298 days as the longest periods in his 


experience ; he accepted as authoritative four reported 
instances of pregnancy lasting beyond 320 days—323, 


324, 331, and 336. Lord Birkenhead observed that he 


_ could only find the wife guilty of adultery if he came to 


Reid! 


N 


the conclusion that it was ‘‘ impossible, having regard © 


to the present state ofmedical knowledge and belief, 
that the petitioner can be the father of the child.” The 
expert evidence, he said, made it manifest that there 
was no such impossibility. __ a E -e 

This decision was followed last year by the Divisional 


-= Court in Wood v. Wood, a desertion case originating with 


a hearing before local magistrates. ‘The husband main- 
tained that, because his wife must have committed 


adultery, he was not bound to continue cohabitation. 
The parties were married in March, 1945, and the last 


date of actual cohabitation was Aug. 8 in that 
year; a child was born on July 20, 1946, apparently. 
fully grown and, if anything, over the average weight. 
There was no evidence whatever of association with 
other men, named or unnamed; the sole question was 


the inference to be drawn from the length of the gestation. 


This period was 346 days, a longer time than any so far 
mentioned. The magistrates said that adultery was a 
serious allegation and it required proper proof; 
could not assume that the time was impossible. :“ I 
absolutely decline,” said Lord Merriman later in the 


Divisional Court, ‘‘ on the information before us-in this. 


case, to say that we are judicially bound to hold that 
the period of 346 days (15 ‘days longer than the period 
with, which Lord Birkenhead was dealing in 1921) is on 
the wrong side of any line which can possibly be drawn, 
that we are judicially bound to hold that the wife had 
committed adultery, and. that the magistrates were 
wrong in rejecting that contention.” The case of Hadlum 
v. Hadlum adds another three days to the period accepted 
as not impossible in Wood v. Wood. LS ek 

These decisions leave open the possibility of the 


_ husband’s ‘petition succeeding if there is some other 


evidence of adultery as there was in Glenister v. Glenister 


in 1945 where there were suspicions of the wife’s conduct, . 
the husband having caught her with men in her room. - 


-they | 


` 


The Hadlum case is one more instance of allegations of. 


infidelity. being made by the husband merely because 
of the abnormal interval between the last opportunity 
of insemination and the date of the child’s birth. It is 
a pity that medical knowledge cannot counter a husband’s 
suspicions with more definitely reassuring information. 
At the end of his judgment in the Gaskill case Lord 
Birkenhead expressed the hope that the petitioner and 
respondent might start life afresh together; ‘‘ both 
have been the sport of nature,; both are still young.” 


1. Lancet, 1853, ii, 205, 235. 
2. Ibid, 1921, il, 357. 
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Unfortunately the experience of welfare officers indicates 


that, once the parties have found themselves at arm’s | 


length in the law-courts, the chance of reconciliation 
deteriorates. | 


Parliament 


. Medical Services in the Colonies 


OPENING a debate on colonial affairs in the ‘House 
of Commons on July 8, Mr. CREECH JONES, secretary 
of state for the colonies, said that during the past year 
there had been substantial developments in social policy. 
Universities were coming into being in the West Indies, 
_ in West Africa, and in Malaya, and the status of Makerere 
was being changed to that of a university college. 
Campaigns had been conducted with great success against 
pests and locusts in Africa; there had been campaigns 
against diseases of all kinds ; the working unit in Gambia 
had been doing very good work in the field of nutrition. 
A panel had been set up for improving the medical 
services by the sending of consultants from this country 
to examine medical arrangements and work in conjunc- 
tion with the medical services in Africa, and a vigorous 
housing and welfare policy had been pursued in the 
various territories.: We were in these territories to guide 
them as quickly as circumstances permitted to responsible 
government within the Commonwealth, in conditions 
which ensured to the peoples fair standards of living and 
freedom from oppression from any quarter. 

During the past year an endeavour had been made to 
secure a genuine measure of international coöperation in 


wide areas in regard to some of the problems of Colonial - 


development. There had been a series of conferences 
with the French, Belgian, and Portuguese governments, 
which have given willing coöperation. 


Dr. HADEN GUEST said that Africa was probably on 
the eve of a great increase in population such as happened 
in Britain about 150 years ago at the time of the Industrial 
Revolution. The director-general of medical services in 
Kenya had drawn attention to the fact that under 
existing circumstances the increased population could 
not be fed. He had said that unless changes were made 
we should be left with pestilence or war as remedies 
for over-population and starvation. Dr. Haden Guest 
suggested that these facts “should be taken into con- 
' sideration. He had seen in South Africa the complete 
demoralisation of African life created by industrial 
conditions. To a very large extent land in tropical 
Africa was still under some form of communal ownership. 
We ought to keep the majority of Africans on the land 
and improve their conditions and amenities ° while 
adding secondary industries. 


Mr. A. M. SKEFFINGTON held that there were not 
enough European doctors and medical assistants. He 
hoped that ways would be found of extending medical 
training for Africans. 

- Replying to the debate Mr. D. R. REES-WILLIAMS, 
under-secretary of state for the colonies, said that the 
campaign against the tsetse fly was still only in the 
planning stage. A team in West Africa was trying out 
the effect of aircraft spraying. In addition the authorities 
were trying the old methods of bush clearance, research 
on the type of bush that the tsetse fed upon, and other 
approaches. There was a new drug called 7555, of which 
they were not as yet quite confident ; it was still under- 
going its field tests. Locusts, which were one of the age- 
_old enemies of mankind, had been brought under control 
at some expense to the British taxpayer, and with) 
international coöperation. A new serum was believed 
to render cattle immune to rinderpest. ' 


QUESTION TIME 


Professional Secrecy 


In the House of Lords Lord BALFOUR oF BURLEIGH asked 
H.M. Government to state precisely the nature of the 
difficulty in administering the venereal diseases Acts and 
regulations which had led to the withdrawal of the statutory 
protection of secrecy from persons receiving treatment at 
v.D. clinics, and to state whether it was contemplated that in 


PARLIAMENT 


[suzy 17, 1948. 


future information as to attendance or non-attendance at 
v.D. clinics, or factual information as to the state of health 
of persons receiving treatment, would in any circumstances 
be able to be communicated to the police by the medical 
officer of health or by a member of the v.p. services, and to 
ask H.M. Government to state the number of cases in which 
compulsory medical examination took place under Regulation 
33B now repealed, and the number of cases (men and women 
separately) in which the persons examined were found to be 
suffering from venereal disease——Lord Listower. replied : 
The withdrawal of the provision simply results from the 
revoking of the Public Health (Venereal Diseases) Regulations 
of 1916. These regulations placed upon local authorities 
the responsibility for the treatment of venereal diseases and 
have been revoked because this responsibility now devolves 
upon regional hospital boards under the National Health 
Service Act. It no longer appears necessary to continue 
special statutory provision. to the effect that treatment for 
venereal diseases shall be regarded as confidential. “The 
maintenance ef secrecy does not primarily depend for its force 
on any statutory provision but rather on the proper and 
normal relationship between doctor and patient. There is 
no reason whatever to apprehend that the confidential nature 
of venereal disease treatment will not continue to be as closely 
preserved asit always has been. The number of cases in 
which compulsory medical examination took place under 
Regulation 33B was 13 men and 1116 women. Information 
about how many of these were found to have venereal disease 
is not available. ` . f 
In the House of Commons Sir ERNEST GRAHAM-LITTLE 
asked the Secretary of State for Air whether he was aware 
that at a conference of A.O.C.’s held in November, 1947, 
at an R.A.F. unit in Germany attended by all doctors, padres, 
and commanding officers of the wing, M.O.’s were remmded 
that a long-standing regulation required them to divulge to 
the commanding officer the names and full medical details 


_of patients under their professional care suffering from venereal 
diséase, these records being accessible to other persons than 


the c.o.; that,.as these requirements constituted a breach 
of the obligation binding members of the medical profession 
not to divulge to third persons information received in their 
professional “capacity, several medical officers -present at the 
conference expressed reluctance to obey the. regulation ; 
and if he would consider its withdrawal_—Mr. ARTHUR 
HENDERSON replied : The officers who attended this conference 
were reminded of a King’s Regulation which requires a daily 
sick return, showing the diagnosis and disposal of each case, 
to be made to the commanding officer. I am aware that 
at the conference some misgivings were expressed about 
the regulation, which is, however, necessary to enable a 
commanding officer to carry out his duties in regard to the 
health and welfare of his unit. The situation in the R.A.F. 
is not analogous with that in civil life. A commanding officer 
is responsible for tHe health of his men and for reducing the 
risk of infection. He must therefore be made aware of cases 
of venereal disease in his-unit. In the circumstances, I cannot 
agree to the suggestion that this regulation should be with- 
drawn. 


r 


Suspension of Tuberculous Teachers 


Mr. ANTHONY GREENWOOD asked the Minister of Education | 


(1) whether he had now reminded education authorities of 
the standing instructions issued by the Ministry of Health 
and his department that a teacher found.to be suffering from 
active tuberculosis should be suspended from teaching, and 
(2) whether he had considered the desirability of making it 
compulsory for all teachers to have a regular medical overhaul 
in order to ensure that they were not cagriers of tuberculosis ; 
and what decision he had reached.—Mr. G. TOMLINSON replied : 
I am sending my hon. friend a copy of a memorandum which 
has been issued reminding education authorities of the action 
to be taken when a teacher is found to be suffering from active 
tuberculosis. The memorandum does not require teachers to 
be medically examined at regular intervals after their entry 
into teaching service. | ie A 
Mr. GREENWOOD: Would my right hon. friend bear in 
mind that it is: extremely dangerous to rely on a medical 
inspection which may have taken place 15, 20, or 25 years 


‘earlier, probably without the assistance of radiography, and 


how does he propose to make his answer effective without 
regular medical inspections ? ' 

Mr. Tomuinson: My hon. friend will see from the memo- 
randum that I am suggesting that greater use might be made 


——— ee ee a ee 


" of mass radiography. 


' gervice under the- Act. 
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But compulsion is a question, I think, 
which would need to be very carefully considered. 

Mr. SOMERVILLE Hastrncs: Could not more be done to 
encourage teachers to have examinations by mass radiography 
every five or ten years ? 

Mr. Tomirnson: I think that question is raised in the _ 
memorandum. 


Mr. Rankin : Would my right hon. friend extend that a 


_ to doctors, nurses, milk attendants, and all other people who 


are in close contact with children ? 
No further reply was given. 


Dentists and the National Health Service 


Mr. D. L. Lireson asked the Minister of Health whether, in 
view of the large number of dentists who had decided not 
to take part in the General’ Dental Service under the National 
Health Act, he would invite the Dental Consultative Com- 
mittee to meet him again in order to try and find agreement 
on outstanding differences.—Mr. ANEURIN BEVAN replied : 
No, Sir. The terms of service offered to dentists are in my 
view generous and reasonable and I believe that most indi- 
vidual dentists will feel the same. 

Mr. Lirson: May I ask my right hon. friend whether, in 
view of the happy result which -followed the gesture to the 
doctors, he will now make ‘a similar gesture to the dentists, 
go as to ensure that the benefits of the dental part of the 
health service reach the people at the earliest possible time ? 

Mr. Bevan : I am convinced from the figures of the dentists 
joining up, that very soon almost all the dentists will be taking 
In any case, we cannot submit to 
what may become, unless we are careful, blackmail. 


Capitation Fee to Medical Practitioners 
Sir Henry Morris-JoNnEs asked the Minister of Health 


how the amount of the capitation fee to medical practitioners . 


under the National Health Act would be arrived at; what 
deductions came out of the 15s. 6d. per head; and how the 


- amount for each area would be computed having regard to 


the proportion of the population who had not selected a 
doctor.—Mr. BEVAN replied : Detailed arrangements are still 
under discussion with the British Medical Association. 

Sir H. Morris-Jones: Is the right hon. gentleman aware 
that a large number of general medical practitioners are very 
perturbed about this; that there is grave fear that their 


total emoluments and income will be considerably reduced 


over pre-National Insurance income; and that they want 

to know whether the total pool will be available to them ? 

—Mr. Bevan: I think they ought to await the results of 

the discussions with the representatives of the medical 

profession. 

Extra Members of Regional Boards, Management 
Committees, and Group Hospital Boards 


Sir Ian FRASER asked the Minister of Health if Regional 
and Group Hospital Boards had power to co-opt a limited 
number of extra members.—Mr.~+BEVAN replied: No, Sir; 
but Regional Hospital Boards, Hospital Management Com- 
mittees and Boards of Governors of teaching hospitals 
have power to appoint committees and -subcommittees 
consisting partly of outside members and to delegate functions 
to them. | 

Sir I. Fraser: Is it not inevitable when these committees 
are first set up that certain local interests, such as hospital 
boards and ex- Servicemen, and others, will be left out; 
and would it not give great public satisfaction if there were, 
say, a 10 per cent margin for co-option? Mr. BEVAN : The 
local management committees and regional boards have power 
to co-opt people on to the subcommittees, and also on to the 
house-committees of individual hospitals. I believe that will 
be done on a very considerable scale. 


Specimen Diets for Duodenal Sufferers 


‘Mr. Epwarp Evans asked the Minister of Food, whether 
he would issue in addition to the specimen menus published 
in the press, dishes suitable for sufferers from certain” dis- 
abilities such as duodenal ulcers in accordance with the 
availability of supplies at the time.—Mr. JoHn STRACHEY 
replied: I have consulted the Minister of Health and we are 
not prepared to do this, because sufferers from duodenal 
ulcers or similar troubles may need individual treatment and 
should seek advice on diet from a doctor. 


Diary of the Week 


JULY 18 To 24 
Monday, 19th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 


5 P.M. Prof. S. L. Baker: General Pathology of Bone. 
6.15 P.M. Dr. C. H. Tonge : : Surgical Anatomy. in Regional 
Aneesthesia. ` 
Tuesday, 20th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Professor Baker: General Pathology of Bone. 
6.15 p.M. Dr. Tonge: Anatomy of the Oral Cavity. 


Wednesday, 21st 


ROYAL COLLEGE oF SURGEONS 
5 P.M. ; B. Manley: Histology of Dental Tissues. ._ 
6.15 P.M. Prof. G: B. Wright : Spread of Infection in Tissues. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
3.30 P.M. (Anatomy lecture theatre, University of Edinburgh.) © 
Prof. H. Barcroft: Blood-flow through Extremities. 


Thursday, 22nd 


ROYAL COLLEGE OF SURGEONS , 
5 PM. Prof. John Beattie: Changes in Volume and Distribution 
of Body Water under Conditions of Stress. (Bernhard 
Baron lecture.) l 


5-P.M. Prof. R. J. Brocklehurst: Taste. 
6.15 P.M. Mr. Manley : Histology of Dental Tissues. 
Friday, 23rd 


ROYAL COLLEGE OF SURGEONS i 

i i . Manley: Histology of Dental Tissues. 

6.15 P.M. Mr. R.T. Payne : Acute Infcctions of Salivary Glands. 
BIOCHEMICAL SOCIETY 

11.15 a.m. (Biochemistry Department, University of Glasgow.) 

Opening of two-day meeting. 

EDINBURGH Post- ag DUATE BOARD FOR  MEDIOINE 

4.30 P.M. Prof. G. F. Marrian, F.R.S.: Neutral 17-Ketosteroids. 


Saturday, 24th 


MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES, ` 
11, Chandos preot, W.1 


2.30 P.M. Dr. - H. Harkness: 
(Presidential address.) 


BIOCHEMICAL SOCIETY - 
11.15 a.m. Two-day meeting, continued. 


Births, Marriages, and Deaths - 


BIRTHS 

BATrEN.—On July 7, in London, the wife of Dr. Henry Batten—a 
son 

CANT —On June 30, at Oxford, the wife of Dr. F. E. V. Cant—a 
daughter. 

pee ee eon —On July 9, at Kuala Lumpur, the wife of 
Dr. H. C. Churchill-Davidson—a daughter. 

DALE.—On July 5, the wife of Dr. Donald pab a son. 


Pathology of Gonorrhea. 


eo 


Lampasas July 9, at Cardiff, the wife of Dr. F. R. M. Elgood 
—a 8 
JEANES. On July 1, at Woolwich, the ‘wife of Dr. C. W. L. Jeanes 


—a son. 

JOHNS.—On July 3, at Banstead, Surrey, the wife of Dr. T. A. M. 
Johns—a daughter. 

JOHNSON.—On July 4, in London, the wife of Mr. Harold Daintree 
Johnson, F.R.C.8.—a son. 

McDonaLD.—On July 3, in Edinburgh, the wife of Surgeon 
Lieutenant R. S. McDonald, R.N.—a daughter. 

McLarpy.—On July6, in London, the wife of Dr. Turner McLardy, 
M.B.E.—a son 

MarsH.—On July 1, the wife of Dr. eee gt son. 

MorGAan.—On July T; tbe wife of Dr. a pera daughter. 

PENROSE.—On July 2, at Bristol, the Site af D Penrose, 
F.R.C.S.—a daughter. 

Scotr.—On July 8, at Elgin, the wife of Dr. G. I. Scott—a son. 

WALKER.—On J uly 6, at Bast Sheen, the wife of Mr. Alan Walker 


—a son. 
MARRIAGES 


DuRAS—WALROND.—On June 30, at Brompton, Frank Paul Duras, 
M.B., to Karen Dorothy Walrond. 

MARSDEN--CooPE.—On July 3, at Penarth, Henry Basil Marsden, 
M.B., to Pamela Jill Coope, B.CHIR. 


DEATHS 


BIDWELL.—On July 4, at Pican onto South Africa, Charles 
Hugh Bidwell, M. Ks C.S., naped 

CooKson.—On July 7 » at Prados, Somerset, 
Francis Cookson, L.R.C.P.I. 

DoUGLAS-WEBSTER.—On July 2, in South Africa, Edgar Maurice 
Douglas-Webster, L.R.C.P.E. 

ForBES.—On July 8, at Rochester, John Turnbull Thomson Forbes, 
M.R.C.S., wing-commander, R.A.F. Medical Service retd. 

JACOBS. —On July 5, Laurence Jacobs, M.A. Edin., M.B. St. And. 

PEPPER.—On July 9, Charles Edward Pepper, M.B. Edin.,; aged 71. 

SMITH. a July 11, Hugh Bernard Willoughby Smith, F.R.C.S., 
age 

SUNON .—On July 3, ‘at Church Crookham, Hants, Sir Thomas 
Symons, K.B.E., C.S.1., M.R.C.8., aged 76. l 


Reginald George 
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Notes and News 


NATIONAL INSURANCE CONTRIBUTIONS 


THE position of doctors and dentists under the National 
Insurance and Industrial Injuries schemes has been announced 
by the Ministry of National Insurance. Doctors and dentists 
on the lists of executive councils will be insurable as self- 
employed persons (class 2) for their work in that capacity ; 
and the same applies to those engaged in private practice only. 
The weekly contribution is 6s. 2d. for a man and 5s. ld. for a 
woman. Those engaged full-time in hospitals or similar 
institutions, or under local or public authorities—e.g., as 
medical officers of health or in the school medical or dental 
services—will be insurable as employed persons (class 1) 
under the National Insurance scheme; they will also be 
insurable under the Industrial Injuries scheme. This applies, 
too, where the engagement is not for whole-time services but 
the duties normally occupy more than half the time and 
payment is received by salary. Similarly, doctors or dentists 
engaged by commercial or business organisations who are paid 
by salary and who spend more than half their time on duties 
for any one such employer are to be treated as employed 
persons under both schemes. The total combined National 
Insurance and Industrial Injuries contribution is, 9s. ld. 
a week for a man and 7s. ld. for a woman, of which the 
employee’s share is 4s. lld. and 3s. 10d., respectively. 


A NEW CANCER JOURNAL 


In sumptuous shiny format and finely illustrated, the 
first number of a journal of the American Cancer Society has 
made its appearance. Cancer combines the functions of 
both Cancer Research (U.S.A.) and the British Journal of 
Cancer Research in that it includes papers on the human 
disease and on experimental work, and selected abstracts 
- from every -branch of the subject. Contributions to the 
first number have set a high standard. They deal with 
general aspects rather than with individual case-reports. 
For example, 1] cases of sarcoma arising in irradiated bone 
are reported, fibroblastic hyperplasias and new growths are 
reviewed and classified, and the cellular reaction in post- 
mastectomy lymphceedema is critically examined. The 
authors of the last-mentioned paper report 6 cases of 
lymphangiosarcoma developing at an average interval „of 
121/, years from the time of the operation. Experimental 
work includes the evolution of cancer of the uterine fundus 
in the rabbit, electrophoretic studies of plasma-proteins in 
neoplastic disease, and a description of the conversion of a 
cancer-resistant to a cancer-susceptible strain of mice by 
chemical means. Apart from the usual check on padding 
with unessential material the space allowed to authors is not 
limited. The editor is advised by a board including repre- 
sentatives in clinical, radiological, and pathological fields, 
in research, public health, education, and statistics. 


DIRECTORY OF SERVICES 


THE National Council of Social Service has published a 
“handbook of information and directory of organisation 
of voluntary social services,” which Mr. W. G. S. Adams, 
chairman of the council, introduces with a scholarly survey 
of their work in this century. Mr. D. H. W. Hall discusses 
their finance and Miss Eileen Younghusband writes on social 
service as a profession. The second section summarises the 
work being done in different fields—such as mental health, 
blind welfare, and the countryside—and lists the bodies 
particularly interested in each. The third section, which 
is the directory proper, gives the name and address and 
succinct particulars of 300 organisations. The handbook 
may be obtained from the council, 26, Bedford Square, London, 
W.C.1 (price 7s. 6d.). 


BEDWETTING 


-NOCTURNAL enuresis can be a cause of shame and dis- 
comfiture for some people throughout life. A committee on 
Psychiatry and the Law set up jointly by'the British Medical 
Association and the Magistrates Association has produced a 
memorandum ! which sets out clearly some of the known 
facts about the condition and offers common-sense guidance 
for its treatment and management. Poor training in childhood 
accounts for some 6% of enuretics, and physical abnormality 


1. Enuresis. London: B.M.A. House, Tavistock Square, W.C.1. 
1948. ‘Pp. 11. 


for perhaps 9-10%. Some 85% are suffering from disorders 
of function, and in these the psychological background of 
the condition often repays study ; the memorandum is perhaps 
hardly emphatic enough on this point, though it is mentioned 
that the psychiatrist will often be needed in addition to the 
family doctor, either to give more intensive psychological 
treatment or to assist in diagnosis. -In many intractable 
cases much can be done by good management to relieve the 


miserable family situation created by enuresis, especially . 


when it persists in an adult. The memorandum makes this 
point well: the use of a mackintosh sheet or a rubber urinal 
for night wear, the practice of rousing the sleeper by an 
alarm-clock at a time before he habitually passes water, and 
a certificate from the doctor for an extra soap ration all help 
to mitigate the nuisance caused by the symptom. Ali the 
same it 7s, in most cases, a symptom, and the writers of the 
memorandum rightly insist on the importance of training, 
and the need to study the causes of relapse—givem as 


emotional stress, domestic worry, a nervous breakdown, . 


unsuitable environmental change—‘‘ anything in fact: that 
can upset a somewhat narrow or precarious adaptation to 
life.” But an adaptation so precarious that it crumbles 
under the ordinary jolts of our lot perhaps deserves a less 
superficial and resigned approach from the doctor. 


MENTAL DEFICIENCY HOSPITALS UNDER THE ACT 


THE new Mental Deficiency Regulations, 1948, make no 
great changes apart from those necessary to bring the hospitals 
for this class of patients under the Minister. The term 
“ certified institutions ” will no longer apply to these local- 
authority hospitals, but will be reserved for places run for 
profit, or at least with private (paying) beds. 
officers of institutions vested in the Minister will now be 
allowed to sign medical certificates accompanying the order. 
This will have little effect in London, where the London 
County Council have their own certifying officers; but it 
may simplify things in counties where the expert from the 
local institution runs clinics and is also asked to do the 
certifying. 

A change of much more interest to patients gives superin- 
tendents the power to grant, on their own responsibility, 
two weeks’ leave instead of one. Licence for any longer 
period must be agreed to by two members of the hospital 
management committee. . 


VETERINARY EDUCATION 


In his inaugural lecture in the chair of animal pathology 
at Cambridge } Prof. W. I. B. Beveridge sketches the develop- 
ment of the veterinary art and profession. ` For 5000 years, 
except during the last century or so, man has depended on 
animals for land travel as well as for much of his food and 
clothing. The horse was all-important in military operations, 
and the invention of the nailed-on horseshoe towards the end 
of the 9th century A.D. was an event of great international 
importance. Professor Beveridge remarks that the healthy 


self-criticism of veterinary education by the profession itself °` 


has perhaps stimulated ofher criticism, which is sometimes 
ill informed ; and some of the faults in veterinary education 
are common to education in other fields. Outlining the present 
curriculum of five years, he says that students coming up to 
Cambridge after- already taking the lst m.B. will take six 
years to qualify ; which makes one wonder if so long a time 
is justifiably spent on the course. The veterinary student 
should obtain a wide scientific background at Cambridge ; 
but, as we said in reviewing the second report of the Loveday 
Committee,? the importance of illustrating general principles 
by reference to the animals and problems with which the 
student will deal after qualifying must be kept in mind. This 
is largely recognised in bacteriology and pathology, but 18 
perhaps particularly important in physiology, because in 
medicine there is a tendency to focus increasing attention 
on the study of human function. If is a little surprising to 
hear that for anatomy the dog is regarded as probably the 
most suitable type of animal, though ruminants are so much 
more important to veterinarians and sheep should be readily 
obtainable for dissection. 

Perhaps the most interesting part of the lecture is that 
dealing with postgraduate teaching and research. The young 
research-worker learns much‘ by precept and example, but 
there is scope for formal training in basic principles and mental 


1. London : Cambridge University. 1948. ls. 6d. 
2. Lancet, 1944, i, 735. 
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techniques. Professor Beveridge says that the student should 
be encouraged to read the lives of the great scientists; the 
important ‘tôle of the so-called chance observations and 
intuition, together with the general Peep of planning 
experiments, should be explained to him. 


ACCESS TO WATER GATHERING-GROUNDS 
‘THOSE who are responsible for gathering and purifying 


water are in the habit of arguing that rigid restrictions on b> 


` access to gathering-grounds are essential unless costly new 
purifying plant is to be installed. A subcommittee of the 
Central Advisory Water Committee, appointed by the Minister 
of Health, takes a different view. In its report,} published last 
week, the subcommittee finds that, if the water is suitably 
purified, there is no reason for excluding the public from 
-gathering-ground as such; boating and fishing on reservoirs 
may sometimes be permitted under rigorous control, but no 
bathing should be allowed and the public should be generally 
excluded from the banks. Land should be put to the utmost 
agricultural use ; but sewage from human habitations should 
be prevented from getting into the reservoir, and farmyard 
manure must not be allowed to drain into feeder streams or 
otherwise to reach the reservoir. Subject to these limitations, 
and the avoidance of large crowds, the committee ‘‘ can see 
no justification, on grounds of water purity, for prohibiting 
access by walkers, cyclists, or motorists to the remainder of 
the gathering ground.” Camping and caravanning should, 
however, be restricted to approved sites ; and it is suggested 
that camping organisations-might publish maps showing 
permitted sites. 


AMENDMENTS TO NATIONAL FORMULARY 


SEVERAL changes in the National Formulary will take 
effect from Aug. 1. There will be three new mouth-washes— 
collutorium acidi tannici; collut. sodii chloridi co. (sod. 
chlor. gr. 8 and sod. bicarb. gr. 2 to the ounce of peppermint 
water); and collut. zinci sulphatis et zinci chloridi co. Other 
additions will ‘be: pigmentum arsefi et ipecacuanhe, and 
tabella acidi acetylsalicylici et quininss co., containing aspirin 
gr. 3, phenacetin gr. 3, caffeine gr. 1/,, and quinine sulphate 
gr. Je Gargaresina acidi tannici and nebula penicillini will be 
delete 


ASSOCIATION OF MUNICIPAL SPECIALISTS 


AT a special meeting on June 28, members unanimously 
agreed that this association should continue to serve whole- 
time medical specialists. In future it is to be known as the 
Association of Whole-Time Salaried Specialists, and all whole- 
time specialists will be eligible for ‘membership. Inquiries 
should be addressed to the association’s office at 45, Lincoln’s 
Inn Fields, London, W.C.2 (Tel.: Holborn 3474). . 


DENTAL CARE OF THE YOUNG 


SPEAKING last week in Liverpool at the annual meeting of 
the British Dental Association, Mr. P. G. Capon, the new 
president, said that it was illogical that the dental care of 
the preschool child should be the responsibility of the Minister 
of Health, that of the school child the responsibility of the 
Minister of Education, and that of the adolescent nobody’s 
responsibility. The inadequate provision for children would 
continue to produce the familiar broken-down dentition of the 
adult. It seemed tragic, said Mr. Capon, that the dental 
profession had not been asked to assist in establishing a 
constructive plan, which in time would have done much to 
control the situation. 


Royal Appointments 


The following appointments to Queen Mary’s Household 
_ have been gazetted : 


Aurist, Mr. John McLaggan; surgeon-oculist, Mr. J. G. Milner ; 
and surgeon-dentist, Mr. Douglas Lennie. 


New Chief Nursing Officer 


The Minister of Health has appointed Miss E. Cockayne 
to be chief nursing officer as from July 1, in succession to Dame 
Katherine Watt, who has become chief nursing adviser. 
Miss Cockayne was formerly matron at the Royal Free 
Hospital. 
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University of Cambridge | 


On June 22 the degrees of M.B. and B.CHIR. were conrerred 
by proxy on D. J. Morton. 


University of London 


Dr. J. L. D’Silva has been appointed to the university chair 
of physiology tenable at London Hospital medical college, 
as from Oct. 1. 


Dr. D’Silva, who graduated PH.D. at London University in 1931 


and p.sc. in 1940, qualified from St. Bartholomew’s Hospital in 
1942. He held appointments there as demonstrator in physiology, 
house-physician, and chief assistant ; and he was later.an assistant 
physician in the E.M.S. In 1943 he became M.R.C.P. Two years.ago 
he was appointed reader in physiology at Bart’s. Dr. D’Silva has 
published articles on the dismutation of disulphides, the effect of 
adrenaline on serum potassium, and the treatment of arterial 
hypertension. 


Dr. E. W. Anderson has been appointed professor of 
psychiatry and director of the university department. 


Dr. Anderson qualified M.B. at Edinburgh in 1923 and held hospital 
appointments in Edinburgh and Dover. He graduated M.D. in 1927, 
and in 1930 became m.R.c.P. In 1929 he was appointed assistant 
medical .director at the Maudsley Hospital, and in 1935 medical 
director of the Cassel Hospital. In 1937—38, as a Rockefeller fellow, 
he spent a year at Continental clinics, and on his return ' was 
appointed consulting psychiatrist to Devonshire county council. 
From January, 1940, he served in the R.N.V.R. as a neuropsychiatric 
specialist, attaining the rank of surgeon-commander. In 1946 he 
was elected F.R.c.P. Last year Dr. Anderson returned to the 
Maudsley Hospita] as a physician, and he has taught at the institute 
o peyellatey there and at the Postgraduate Medical School of 

ondon \ 


University of Liverpool | 


At a congregation on July 3 the following degrees were 
conferred : 


M.D.—G. M. “Ardran, /-B. K. Ellenbogen, B 
Gibson, A. L. Latner, Ivan Leven J. M. Swithinbank.. 

M.S.—Raphael Marcus; R. A. Smith (in absentia). 

M.Rad.—H. G. Frank, A. M. Fraser, Ifan Pierce-Williams, 
H. L. Ross, G. D. Scarrow, W. I. Walker, John Winter. 

M.B., Ch.B.—H. T. G. Wi anie oo honours), Cecil 
Alexander, June P. Arnold, W. Pine phy. D . J. B. Ashley, Mary F. 
Barrie, A. J. Bathurst, J. F. Bell Bruce, C. R. Cartwright, 
G. D. Currie, Anthony Dalzell, F. 7 ‘Dunn, F. C. Edwards, H. L. 
Goffman, T. D. H. Gray, Ellis Gruber, Elspeth M. Hil, Sylvia S. C. 
Hinde, C. I. Hood, A. W. Howel-Evans, C. O. Le C. Hughes, J.C. 
Humber, Jobn Humphreys, Mair a omphreys, P. F. Ja ack, Dorothy. 
M. Jennings, Elizabeth M. Jobnson H. J onen, W W. J one, 
Peter Kilburn, J. G. Kingan, Christine Lewis, J. F. Lynch, A. G. 
Mackinnon, Mary K. Marchant, Geoffrey Marsh, Eric Martindale, 
D. N. Menzies, Margaret J. Miller, Helen T. Morgan, E. G. Myers- 
cough, James O’Donoghue, Mary G. O’Hare, W. R. Parkes, Leslie M. 
Pinkerton, Gwyneth E. ag a Millicent M. C. Regan, Freda, M. 
Roberts, J. R. Roberts, R V. Roberts, Kathleen M. Roby, Barbara 


F. M. Shirley, S. S. Swift, H. M. Thomas, Harral Thompson, Joyce K. 


Watkin, W. K. M. C. Watkins, D. B. Wilkinson. 


University of Sheffield | 
The following appointments are announced : 


Dr. T. Summerfield King, lecturer in anatomy ; Mr. A. A. Carlyle, 
lecturer in physiology ; Mrs. Joan Laird, M.B., research assistant in 
medicine; Dr. John Lorber, research ‘assistant in child health ; 
Mr. G. Y.. Kennedy, research-worker in the department of 
pathology under the auspices of the British Empire Cancer Cam- 
paign; and Dr. Gilbert Forbes, senior lecturer in charge of the 
new. department of forensic me icine. 


t 


University of Nottingham - 


Nottingham University College has been granted full 
university status. Founded in 1881, the college was the 
first in this country to be formed by municipal action. Lord 
Trent is to be the first chancellor of the university ; and the 
vice-chancellor will be Mr. B. L. Hallward, formerly head- 
master of Clifton College. 


University of Glasgow 


The following degrees and - diplomas , have lately been 
conferred : 


M.D. — William F Fowler, J. A. C. Knox, A. M. Lamont a Croco 


Robor Leishman, C. E. B. Lynch, Jean M. Neville, J. A. O’Connor, | 
; osie. 
M.B., Ch.B.—D. C. Aird, G. W. Allan, J. Be Allan, J. M. 


Anderson, p S. Andrew, Robert Bain, Agnes R. Baird, J. W. 
Baird, G. D. Ballantyne, Janet M. Bell, Verne A. Bennett, Jobn 
Bingham, p F. Boyd, Doris J. H. Brechin, A. M. Brown, J. H.I 
Bruce, Alan Bryce, J. R. Bryson, R. A . Buchanan, G. I. Cameron, 
Douglas Campbell, A. M. Chalmers, Martha A. A. Chisholm, Jeanne 
M. Clarke, E. N. Coleman, Marion H. C. Cornock, P. M. Crawford, 
R. J. Cruickshank, D. P. Daly, Jobn Dickson, James Donnelly, 
R. L. Duncan, J. F. Dunn, I. D. Ferguson, T. B. Ferguson, Frederick 
Fischbacher, A. M. Fotheringham, Thomas Gardner, Jean Gibson, 


E. W. T. avans, K: B. 


è 


1 


-~ 


-Nanctte H. Nisbet, Walter Norris, J. L. Patterson, P. B. Pul 
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Winifred A. Gibson, Ian Gilfillan, O. O. L. Gloster, W. F. Gordon, 
C. P. D. Grant, R. N. Greenhalgh, Erika P. Grossfeld, Matthew 
Hamilton, R. W. Harrington, J. M. Hiddleston, Charles Hodes, 
J. F. Kay, Thomas Kempton, Marshal Kennedy, G. M. Kerr, 
P. M. Kinloch, Lilias H. Liston, Edith B. Loudon. C. M. Macavlay, 
I. G. W. McDonald, I. R. Macdonald, J. A. McFadzean, J. P. R. 
MacFarlane, H. C. McGilp, G. McGregor-Robertson, S. S. 
Macilwain, G. K. K. McKay, Anne E. C. MacKinnon, Janet J. 
Mackintosh, Christina I. Maclean, Sheena D. MacLeod, Wiliam 
McRoberts, R. D. Mairs, W. S. Manderson, W. W. Marshall, R. H. M. 
Mavor, A. W. Morrison, E. D. Morton, J. W. Muir, Mairi C. Nicolson, 

lar, 
Rhona A. Reid, James Ritchie, J. M. Robertson, Ellen M. A. 
Russell, Hazel E. A. Saunders, Hope B. T. Scott, W. G. Semple, 
I. C. Seymour, Hazel M. Short, J. B. Sloan, A. N. Smith, A. I. 
Smith, Anne F. Smith, G. D. Smith, Woolfred Sniper, Francis 
Stewart, A. E. Stuart, Peter Sullivan, H. I. Tankel, A. O. S. Taylor, 
A. J. Tear, J. S. Termie, Henry Thompson, I. B. Thomson, W. M. S. 


one T N. Thorburn, I. M. Todd, Janct F. Walker, Joan L. 


Walker, Wallace, P. N. Waugh, D. H. Wilson, D. L. Wilson, 
W. M. Wilson, Jean-Margaret H. Wotherspoon. ` 

D.P.H.—A. S. Brodie, Betsy Brown, H. B. Brown, L. G. Bruce, 
Wilian Cormack, A. P. Curran, G. G. Lindsay, J. M. McEwan, 


Margarct W. Macgregor, James Maclachlan, Iain Macleod, A. N. - 


MacPhail, G. A. Mils, May B. Paterson, J. S. M. Pollock, I. M. 
Richardson, E. M. Sewell, James Smith, John Thompson, R. T. B. 
Watson, Margaret L. Williamson. 


Royal College of Physicians of London 
The Mitchell lecture, to be given by Dr. Robert Coope, has 
been postponed until Thursday, Nov. 18. Í 


Royal College of Surgeons of England 
At a meeting of the council on July 8, Lord Webb-Johnson 
was re-elected president for an eighth year. Mr. L. E. C. 
Norbury and Mr. V. Zachary Cope were elected vice-presidents. 
The following were elected lecturers for the ensuing year : 


Hunterian professors: Mr. Hamilton Bailey, parotidectomy ; 
Prof. Shafik Shalaby, amcebic liver abscess ; Mr. Terence Cawthorne, 
labyrinthine vertigo; Dr. W. S. C. Copeman, lymbar fibrositis ; 
Mr. R. W. Raven, malignant melanoma; Mr. M. W. C. Oldfield, 
hare-lip and cleft palate; Mr. C. H. Gray, painful hip-joint; 
Mr. A. C. Kanaar, pulmonary atelectasis; Mr. J. G. Bonnin, 
diastasis of the tibiofibular syndesmosis; Mr. D. F. E. Nash, develop- 
ment of micturition control; Mr. W. S. Lewin, acute subdural 
and extradural hematoma in closed head injuries; Mr. Robert 
Roaf, residual disability following injurics of the peripheral nerves 
of the upper extremity ; Mr. John Loewenthal, intractable ulcera- 
tion of the leg. with special reference to streptomycin; and Mr. 
R. A. R. Taylor, acute pancreatitis. Arris and Cale lecturers: 
Mr. R. K. Bowes, infra-red photographic studies of superficial 
veins in the female; and Prof. R. H. Goetz, vascular diseases, 
with special consideration of clinical plethysmography and the 
surgical physiology of the autonomic nervous system. Erasmus 
Wilson demonstrators: Mr. C. E. Shattock, Dr. L. W. Proger, 
Dr. R. M. Haines, and Mr. Guy Blackburn. — Arnott demonstrators : 
Mr. P. H. Mitchiner, Mr. R. J. Last, and Dr. F. S. Gorrill. 


A diploma of membership was granted to R. H. R. Aston. 
Diplomas of fellowship were granted to the following : 


J. W. Ardagh, D. W. Bain, P. B. Banaji, C. R. Berkin, K. P. 
Bhargava, B. E. Blair, S. M. Boctor, C. A. Brown, J. A. Carr, 
Richard Chignell, E. F. Chin, R. I. Cohen, J. C. F. Cregan, V. H. 
Cumberland, H. C. Dales, H., P. Dunn, E. M. Elmhirst, D. V. 
Evans, J. B. Farquhar, Thomas Faulkner, James Freeman, L. B. 


Gottlieb, Evan Griffiths, E. V. Hope, N. N. Iovetz-Tereshchenko, 


K. G. Jayasekera, D. H. Jenkins, A. R. Johnson, C. J. Kaplan, 
A. E. Kark, Z. K. Kazi, R. R. Klein, J. B. Kyle, D. W. Lacey, 
L. Lassman, Tobias Levitt, T. G. E. Loosemore, B. C. H. Luker, 
A. Macarthur, A. R. Makey, Margaret M. Mason, C. K. P. Menon, 
Morgan, I. F. K. Muir, C. I. Murphie, H. H. Nixon, K. R. Pai, 
g H. Paine, Matthias Paneth, Eric Parry, V. T. Pearse, P. F. 
bilip, J. H. Phillips, W. J. Pullen, P. E. Rees-Davies, A. G. Riddell, 
S. S. Rose, Richard Rowlandson, Heinz Salz, C. S. Savage, P. H. 
Schurr, C. G. Scorer, R. I. R. Skelley, T. B. Smiley, W. K. Smiley, 
Ross Smith, Rupert Solley, J. P. Stephens, W. D. Sturrock, R. E. B. 
Tagart, J. E. Talbot, V. R. Thayumanaswami, D. J. Tibbs, Kenneth 
Turnbull, J. P. Turney, B. A. Ward, E. A. Williams, J. N. Wilson, 
M. F. Windsor, W. S. Wood, J. J. Woodward. 

` The following diplomas were awarded jointly with the Royal 
College of Physicians : 

'D.P.M.—P. A. Adam, G. B. Barker, Catherine H. S. Begg, 
S. H. Bockner, Daniel Cappon, R. O. Cooke, John Donnelly, Audrey 
L. Ferguson, Margaret W. Ferguson, G. S. Gladstone, R. S. Hodge, 
D. W. K. Kay, M. R. Leahy, J. F. McHarg, Rangasamy Natarajan, 
D. J. Petit, G. S. Prince, A. S. L. Rae, A. G. Silver, R. H. F. Smith. 

D.L.O.—D. J. J. Ackermann, A. C. Cox, N. S. Daw, D. A. Draffin, 
B. I. Eames, I. N. Fulton, Hrisikesh Hazra, P. H. Huegill, M. S. 
Khan, R. A. Lindsay, R. L. McFadden, E. A. Malkin, Mohammad 
Mohsin, A. T. P. Pitt, D. M. Stevens, J. G. Stonbam. 

D.4.—R. I. W. Ballantine, M. M. Boyle, A. S. Brown, J. R. 
Esplen, J. K. Farquhar, Violet Fry, A. H. Granat, D. J. Hadfield, 
Marie E. Hill, D. A. B. Hopkin, M. D. C. Hosford, Heward Jackson, 
P. D. Johnson, R. H. N. Lake, H. L. Leaming, W. J. Lewis, L. H. 
Lithman, P. F. M. MacDonagh, Alistair Mackenzie, G. A. Mandow, 
Timothy Marshall, J. G. Millers, Jobn Moore, W. D. Munro, C. J. K. 
Orr, Anthony Owen-Flood, H. P. L. Ozorio, C. H. Podesta, E. S. 
Pope, T. R. Steen, Mark Swerdlow, D. V. Thomas, Frances M. 
Ulyatt, Claude Umagiliya, Harry Walker, A. T. Welsh, H. B. 


Young. l 
The following hospitals have been recognised for the final 
fellowship examination : 


Staincliffe County Hospital, Dewsbury (resident surgical officer) > 
Northampton General Hospital (resident surgical ofiicer, surgical 


P. 
M. 
N. H. 
D. T. 


registrar, and orthopædic house-surgeon—addiéional rećognition) ; 
St. Andrew’s Hospital, Dollis Hill (senior and junior honse-surzeons) 
Central Middlesex County Hospital (three house-surgeons) ; County 
Hospital, Whiston (resident surgical officer, class 3 (rehabilitation) 
officer, and general housec-surgeon). 


Royal College of Surgeons in Ireland 
The following have received the diploma of fellowship : 
G.I. Fenton, E. A. McGivern, S. N. Rutherford, E. F. Shanahan. 


International Students’ Congress 


The Students’ International Clinical Congress, which 
opened in London on July 6, was contmued at Oxford last 
Tuesday; and on Monday the delegates will go on.to 
Birmingham. Organised by the British Medical Students’ 
Association, this is believed to be the first conference of ite 
sort. 


Royal Society of Medicine 


As announced last week Sir Henry’ Dale, o.m., has been 
elected president of this society in succession to Sir Maurice 
Cassidy. The following officers and other members of couneil 
were also elected at the annual meeting of fellows on July 6: 

Hon. secretaries.—Mr. W. A. Pool and Dr. A. T. M. Wilson. 

Hon. treasurers.—-Dr. Charles Newman and Mr. L. R. Broster. 

Hon. librarians.—Mr. F. K. Martin and Dr. Thomas Hunt. 

_ Hon. editors.—Mr. E. A. Crook and Dr. E. R. Cullinan. 

Other members of council.—Miss Geraldine Barry, Dr. E. R. 
Boland, Dr. R. R. Bomford, Sir Ernest Rock Carling, Dr. Macdonald 
Critchley, Dr. Maurice Davidson, Sir Gordon Gordon-Taylor, 
Dr. Charles Harris, Dr. Bernard Hart, Dr. J. C. Hawksley, Mr. J. B. 
Hunter, Dr. F. Avery Jones, Mr. D. H. Patey, Mr. A. E. Porritt, 
Mr. R. H. O. B. Robinson, and Sir Henry Tidy. 


Royal Medico-Psychological Association 


Members of this association had the opportunity, at their 
annual dinner on July 7, to hear something about the work 
of the Churches Council of Healing. The Bishop of Lincoln, 
in proposing the toast of Medicine, told how this growing 
body came into being as the Guild of Health, founded by the 
late Archbishop William Temple. Knowing of clergy who 
were capable of spiritual healing, Archbishop Temple wished 
to bring them into touch with psychiatrists, in order that 
their work might be complementary. -At a joint meeting of 
the Council of Healing with the British Medical Association, 
some years ago, it was agreed that several doctors should 
join the committees of the council, and the collaboration of 
the two groups of healers has in some cases, the Bishop said, 
given remarkable and mysterious results. Dr. A. Pool, a 
member of the council, in replying to the toast described an 
inexplicable recovery which he had recently seen. 

Dr. R. Strém-Olsen, who proposed The Guests, appealed 
to Miss D. M. Smith, president of the General Nursing Council, 
to work for the better status of the mental nurse; which 
Miss Smith was evidently ready to do. Mr. John Edwards, 


` M.P., in proposing the toast of the association, spoke a little 


of the National Health Service, and of the Government’s 
wish to create conditions under which doctors can work to 
the greatest advantage of their patients; while Dr. W. Rees 
Thomas, the president, who replied on behalf of the asso- 
ciation, assured Mr. Edwards that the incidence of mental 
breakdown among public men is very small. He seemed less 
satisfied with their works than their health, however, remarking 
that the present high incidence of anxiety depression in the 
public is attributed by some to our legislators. 


After receiving the Cameron prize in Edinburgh for his 
work on the effects of drugs on the thyroid gland, Prof. E. B. 
Astwood, endocrinologist at the Pratt Diagnostic Hospital 
in Boston, is in London until July 23, lecturing for the British 
Medical Association and carrying out a series of visits to 
endocrinological departments arranged by the British Council. 

CorRIGENDUM.—Bronchiectasis Simulating Chronic Bron- 
chitis.—In this article by Dr. J. D. H. Wearing (May 29, 
p. 822) reference to an earlier paper by Dr. L. C. Martin and 
Dr. F. R. Berridge (Lancet, 1942, ii, 327) was omitted in error. 


` Appointments 


GILROY, J. M., M.B. N.U.L, D.P.M.: asst. physician in psychological 
medicine, Prince of Wales's Hospital, Plymouth. 

Harpine, R. D., B.A., D.M. Oxfd, M.R.C.P.) D.T.M. & H. : 
(sleeping Sickness service), Nigeria. 

LovIBoND, J. L., M.A., M.D. Camb., F.R.C.P.: asst. cardiologist, 
London Chest Hospital. ‘ 
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THE AMERICAN TEACHING HOSPITAL * 


: Ext Davis i 
M.D., M.Sc. Manc., M.R.C.P. 


In order to attract the best men as teachers, a medical 
school must have great prestige and a good deal of money, 
or alternatively it must have a philosophy or creative 
mission which will draw to it mie minds even if the’ school 
is relatively poor. 


The character of the stitution is determined by the. 


quality of its teachers and of its students; and in the 
leading schools of the United States there is an a able 
tendency for teachers and students to be regarded as 
senior and junior fellow workers in the same field. There 
is, too, a healthy inclination by medical schools to choose 
young departmental chiefs, who get responsibility while 
they are most creative. At most “schools full-time chiefs 
are preferred to those serving part- time, but a certain 
- elasticity is evident in the pursuit of this principle. At 
_ Harvard, for example, the chief is considered to be full- 
time and is given a salary which makes him relatively 
independent of outside sources of income. Nevertheless, 
he is allowed some private practice, mostly on the hospital 
premises, and may retain the fees: the psychological 
satisfaction thus derived seems even more important 
than the financial return. Other schools allow their 


chiefs private practice, but the fees must go to the - 


department. 

The needs of the hospital, the student, and the patient 
make it essential that the chief selected devotes most of 
his time to the hospital. But there is an honoured 
place for part- time teachers of distinction. Outstanding 
clinicians in private practice who can teach and who 
like to teach should -be given a part in the education of 
the students. 


DEPARTMENTAL ORGANISATION 


_ In many American hospitals and medical schools there 
is a single department of medicine, surgery, pediatrics, 
obstetrics, and so on, each with a chairman or chief. 
Should the department of medicine include under one 
chief the departments of neurology and dermatology ? 
Likewise, should the department of surgery include 
under its chief the departments of orthopedics and 
otolaryngology and ophthalmology ? In some leading 
schools the tendency is to put all the subdivisions of the 
field of medicine or the field of surgery (and so on) under 


one chairman. This is convenient because it allows for 


integrated teaching, the smoother allocation of beds, and 
wider experience for the intern; and it is easier for a 
director or a dean to deal with one head than with several 
heads. But the best men seem to flourish only when they 
have real autonomy and responsibility for the development 
and fostering of their specialty. The administrative load 
on chiefs of departments was great enough even in the 
absence of further responsibility for the specialties, and 
seriously interfered with their availability for teaching 
and for research. To add to their responsibilities in this 
way would, in some cases, be crushing. After all, it should 
be the duty of the director and dean to administer, to 
integrate, and to correlate. 


CURRICULUM 


Many American medical students have had four years 
of college training before entering medical school, and 
practically all graduates take an internship ; ‘these 
important facts influence the form of the curriculum. 
At many schools the student begins his real clinical 
- training two and a half years before graduation. Some 
authorities assert that this is too late, and at certain 


° mace on the re Popor of a survey undertaken for the Hadassah 
Medical Organisation, Jerusalem. 


6517 


A 


graduation. 


schools students begin clinical work four years before 
Other teachers, however, fear that this 
early introduction to the wards may cause neglect of 
the basic sciences through the immediate interest of the 
patient. 

At. some places correlation courses have been well 
developed ; for example, in physiology, when . fluid 
balance is being discussed, patients with odema and 
patients with dehydration are presented. Correlation is, 
however, far too much in one direction ; while clinical 
topics are introduced early, there is not enough of the 
other form of correlation—for example, calling in the 
physiologist when the physician is confronted with a 
case of myelitis, or calling in the biochemist for personal 
consultation when the results of jaundice tests are 
baffling. Correlation should be two-way. Biochemistry 
and physiology should continue to be taught in the later 
years of the course. 

To make for better cor relation, Rochester medical 
school has initiated some double professorships—for . 
example, there is a professor of bacteriology and internal 
medicine, and also a professor of medicine and psychiatry. 

At some centres the emphasis at clinical pathological 
conferences is no longer on diagnosis but on the interpre- 
tation of symptoms and signs in terms of biochemistry 
and modified physiology ; indeed one aim of correlation ` 
is to get physiological thinking at all levels. The experi- 
ment is being tried of assigning the student to a patient 
rather than to a department ; so if a patient is transferred 
from one department to another, the student is still 
concerned with him. 

Dr. Alan Gregg has succinctly outlined the essential 


aims of training. The student must be taught to observe 


accurately and comprehensively. He myst learn to reason | 
soundly about observations made. He must pay attention 
to the observations of others, and so learn how to use a 
good medical library. He should approach the sick with 
a sense of compassion. 

Biochemistry is the dominant discipline in many 
medical schools. It is felt, however, that just as this is a 
biochemical era, biophysics is likely to make outstanding 
contributions in the next decade, and the biophysicist 
and his department are becoming more frequent in 


. progressive medical schools. 


Note may be taken of the attractive arrangement in 
Dr. A. Rich’s department of pathology in Johns Hopkins 
medical school. Here, in addition to the usual services, 
a special room is devoted to the pathology of each clinical 
division—e.g., gynecology, dermatology, and ophthal- 
mology. Working in these rooms are not only the 
permanent staff but the assistant resident of the clinical 
department concerned, who remains there for a year, 
acting as a living link between his clinical division and 
the department of pathology. At the same time he gets 
first-rate grounding in pathology. 


METHODS OF TEACHING 


At Yale no courses are compulsory ; the idea is to make 
the student want to acquire the facts rather than to teach 
him all the facts. Moreover, since the curriculum is not 
crowded, the student is left with some spare time. At 
Yale no student is recommended for his degree until, as 
well as passing his final examination, he has presented a 
satisfactory thesis. This thesis is a valuable educational 
weapon ; it teaches the student to think and observe, and 
to make use of a medical library. 

A successful experiment is being conducted at Roches- 
ter, New York. Each year a number of stipends is offered 
to students to enable them to spend an extra year 
working on any subject in the medical curriculum that 
they choose; and during this time, in which they pay 
no fees, they are regarded as junior members of the 
teaching staff. This arrangement encourages the good 
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student to become well grounded in the subject of his 
choice, and often determines the lines of his future career. 

The tendency almost everywhere in America is to cut 
down didactic teaching, to assign personal instructors 
to small groups of students, and to use the seminar and 
the discussion rather than the lecture as the vehicle for 
teaching. Where students are certain to take an intern- 
ship, the curriculum can be greatly improved. For 
example, in surgery it is possible to concentrate on major 
diagnostic problems and on minor surgery, and to omit 
details of operations and avoid excessive attendance in 
operating-theatres. Similarly, the load of teaching in 
thé specialties can be reduced with advantage. At many 
schools physicians, while they are expected to have their 
, own special interest, must take their full share in general 
teaching, whether they be hamatologists, allergists, or 
cardiologists. 

As arule students pay in fees only one-fifth of the cost 
of their medical education. Often American schools spend 
_ on the student over $2000 a year in excess of fees received. 


ADMINISTRATION 


The success of a teaching hospital and medical school. 


depends largely on their having a director who really 
directs and a dean who really administers. In the United 
States too many of the departmental chiefs, harassed 
and weighed down by their administrative burdens, are 
unable to deal properly with their fundamental duties 
of service to patient, teaching, and investigation. At 
Johns Hopkins, despite its well-developed tradition, a 
full-time dean is found to be necessary. Nevertheless, 
several outstanding American medical schools are run 
successfully by deans who take some share in teaching 
and an important part in research ; and it seems essential 
that both dean and director should hold active teaching 
appointments, and that this principle should bé extended 
to the assistant dean and deputy director. The dean need 
not, however, be chief of a professional department. 


BUILDINGS 


~ In the United States the trend is towards a simple 

type of functional building to house the medical school, 
so that as much money as possible should be reserved 
for salaries, equipment, and maintenance of the staff ; 
good equipment takes precedence over beauty in 
buildings. The pace of development has made formerly 
outstanding buildings obsolete within a few years; and 
many planners now favour construction in which the 
plumbimg and electric wires are placed, as far as possible, 
in outside walls, with the inner walls mere partitions 
no more than one brick thick, so that internal space can 
be reshuffled according to need. Rochester medical 
school exemplifies this type of design. 

Schools are now commonly designed with an eye to 
compactness. Thus laboratory, ward, and teaching unit 
are in the closest physical proximity ; within a single 
building one whole floor is devoted to each department ; 
so a few steps or a few seconds in the lift separates one 
department from another. There is pronounced dis- 
inclination to separate the different departments in 
distinct institutes; the emphasis is on the unity of 
medicine and on easy passage between the clinical and 
preclinical departments. Indeed at some centres the 
medical school and hospital occupy contiguous structures, 
and each floor in the medical school houses a department 
appropriate to the adjacent hospital department on the 
same floor; thus the department of physiology and the 
department of internal medicine, with its wards, occupy 
the same floor of one large building and are divided 
simply by a door which joins rather than separates the 
two departments. This is a more powerful object-lesson 
to the student than a host of words on the value of the 
physiological approach in medicine. In some hospitals 
the appropnate outpatient department is incorporated 
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on the same floor as the double units which have beén 
described ; the outpatient department is then separated 
by only a few feet from the wards ; so the staff engaged iù 
inpatient treatment and teaching is immediately acces- 
sible to outpatients. The outpatient department should 
be designed to Seale preventive medical ideas and 
Brecon: 
PREVENTIVE MEDICINE 


Many leaders in the medical field in the United States, 
as elsewhere, are convinced that preventive medicine or 
social medicine or community medicine (the best title 
is stigl a matter of dispute) will dominate medicine in 
the future. The fact is that most medical students are 
dominated by the dazzlinginfluence of the professors of 
internal medicine and surgery, with their emphasis ‘on 
diagnosis and curative treatment ; and it is the ambition 
of most to set up in private practice (of high standard) in 
the larger cities among the upper middle class. At present 
this kind of practice seems to bring the richest financial 
and social rewards. The medical student looks upon 
preventive medicine as a kind of appendage, grafted on 
to the medical course proper, which he must suffer until 
he passes the hurdle of his final examinations. 

The attempt should be made to permeate the whole of 
the medical faculty with the preventive medicine idea. 
An integral part of the work of each existing division of 
medicine should be in the preventive field. The professor 
of preventive medicine should participate as an equal in 
medical ward rounds and indicate wherever appropriate 
what measures could. have prevented the onset of disease 
‘and how to prevent recurrences. At Beth Israel Hospital, 
Boston, there is a regular medical social ward round in 
which å senior resident, the intern, the head of the 


` social-service department, medical Students, and social 


workers participate. 

The medical course from the very peaintung should 
be impregnated with the ideas and philosophy of preven- 
tive and social medicine. The student should be brought 
up along these lines and not suddenly confronted with 
a special course which seems to be of no real interest to 
many members of the medical faculty. The outpatient 
department should be linked up with the health centre, 
and preventive medical teaching should be dominant in 
the outpatient clinic. Field trips should form an integral 
part of the course. Stress should be laid also upon the 
family as a health unit. 

All progressive departments of pediatrics have long 
been preventive medicine minded, but there is room for 
Nutrition 
and psychiatry, bacteriology and tropical medicine 
spring immediately to mind. As Dr. Abel Wolman has 
put it: ‘‘ The medical school should make the medical 
student feel that he is a junior fellow worker in a public 
health undertaking.” 

NURSING 


It has been aptly said that the efficiency and knowledge 


_of the American nurse are beyond dispute, but not beyond 


criticism. There is some truth in the statement that 
American nurses, after an expensive college education, 
take a long and arduous nursing degree course only to 
become, on qualification, too superior to engage in 
ordinary nursing procedures or work in the remoter and 
smaller hospitals. 

What I have seen in England, America, and Jä erusalem 
convinces me of the soundness of the plea of THE LANCET 
that all nurses should be given the same basic training 
of two years, and that all who pass such training success- 
fully should be given the designation of, say, qualified 
nurse—‘‘ Q.N.” The more ambitious nurses and the more 
able nurses will then go on to take higher qualifications 
—e.g., university degree, or State registration. This will 
attract into nursing, and keep in nursing, many girls who 
are angels at the bedside but fools in chemistry. 
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` SULPHETRONE: THERAPEUTICS ‘AND 
TOXICOLOGY *° 


GEORGE BROWNLEE - 
B. Se. Glasgi, i, Ph.D. Lond. 


Re om the Wellcome Physiological Research Laboratories, 
Beckenham, Kent 


Tue discovery in these laboratories of the chemo- s 


therapeutic activity of diaminodiphenylsulphone (Buttle 
et al. 1937) stimulated a search for derivatives having the 
efficiency of the parent drug but not its undesirable 


, toxicity. One derivative, tetrasodium 4 : 4-bis (y-phenyl- 


propylamino)-diphenylsulphone-e : y : « : y’-tetrasulph- 
onate, given the registered name ‘ Sulphetrone,’ was first 
prepared in 1936 and attracted attention on re-examina- 
tion in 1941 by reason of its freedom from toxicity and 


‘its potent antituberculotic activity. 


Brownlee et al. (1948) have described its structure, chemical 
and physical properties, pharmacology, experimental therapy, 


and possible clinical uses ; and Brownlee and Kennedy (1948a) 


have described its suppressive effect on progressive experi- 


mental tuberculosis in guineapigs. The drug was found to be 


bacteriostatic and, in common with other sulphones, incapable 
of eliminating the infective organism from animal tissue. In 


a second study Brownlee and Kennedy (1948b) have shown. 


that sulphetrone is more efficient than ‘ Promin ’ in protecting 
the laboratory animal against experimental tuberculosis, and 
that it is synergic with streptomycin. A clinical evaluation, 
unfortunately restricted to a limited series, was made by 
Madigan et al. (1947). The chemical preparation of sulphetrone 
has been desc Abed by Gray and Henry (1936) and by Buttle 
et al. (1938). 


Sulphetrone is a cream-coloured amorphous material 
containing 5-7% water. Its molecular weight is 892-5 
_ and its probable constitution is as follows : 


C,H,—-CH— —CH,;— —CH—NH— 0, = SO,— C,H, — 
SO,Na ` SO,Na | 


It is insoluble in alcohol and other organic solvents but 
exceedin ngly soluble in cold water ; 40% (w/v) solutions 
are stable when neutral or slightly alkaline, and a 60% 
solution may be autoclaved; 10% solutions are isos- 
motic, but 20% and even 40% somiions are well tolerated 
intramuscularly. i 


ESTIMATION 


Sulphetrone may be estimated in blood, urine, cerebro- ’ 


spinal fluid, and tissues by diazotisation and coupling to 
N-(1-naphthyl)-ethylenediamine hydrochloride (Bratton 
and Marshall 1939), the resultant dye being measured 
colorimetrically or, better, absorptiometrically. Since 


- sulphetrone mixes intimately with precipitated proteins, 


the conditions governing its optimal recovery were 
determined experimentally. They are critical and 
must-be rigidly respected to obtain 90% recoveries of 
sulphetrone : 


To 6 ml. of N/l hydrochloric acid 0-5 ml. of blood or other 
body: fluid is added and mixed well; 2-0 ml. of 12% (w/v) 
trichloracetic acid is added, and the well-mixed solution is 
filtered immediately through a no. 5 Whatman paper and 
repassed until brilliant; 3 ml. of filtrate is mixed with 
0-05 ml. of 0:3% fresh (weekly) sodium nitrite and left for 
3 min.; 0-05 ml. of 1-5% ammonium sulphamate is now 
TO aid the solution left for 2 min. Finally 0-05 ml. of 

0:1% N- (l-naphthyl)-ethylenediamine hydrochloride is added 
ánd mixed well. 

The colour is allowed to develop for 30 min. before being 
read colorimetrically, or absorptiometrically with a Wratten 
61 filter. All estimates of sulphetrone are given in terms of 
the anhydrous compound. By collaboration with the Tinto- 
meter Ltd., a standard Lovibond colour disc is available for 


* The development of sulphetrone is part of a programme of work 
on Antituberculous Compounds carried out by the Therapeutic 
Research Corporation of Great Britain, 
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NH—CH— CH,— 
SO,Na 


metabolic products of sulphetrone. 
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the rapid reading of blood and body-fluid estimates falling 
within the range of 0-9 mg. per 100 ml. 

It has been shown (Brownlee et al. 1948) that. the 
visible absorption spectra of the naphthyl-ethylene- 
diamine derivatives of diaminodiphenylsulphone and of 
sulphetrone are substantially different in preparations 
containing equivalent amounts of diaminodiphenyl- 
sulphone. 


TOXICITY 


The acute towicity of sulphetrone when given by mouth 
experimentally to animals is so slight that it cannot be 
determined with any certainty (Brownlee et al. 1948). 
Comparison of blood levels at death between ordinary 
sulphonamides and sulphetrone show the latter to be 
many times less acutely toxic than sulphanilamide. In - 
the dog acute toxic symptoms are absent with blood- 
sulphetrone levels as high as 160 mg. per 100 ml. This 
fact, together with the observation that conjugated 
derivatives cannot be detected in blood or urine, is a 
strong link in the chain of evidence that sulphetrone is not 
easily hydrolysed. Acute toxic effects are not observed 
in man. 


Chronic Toxicity 
Very large doses of sulphetrone can be given by mouth 
for a long time to mice and dogs without producing 


ill effects. In rabbits, however, a diet containing 4% 


sulphetrone causes blood changes: (1) a slight but con- 
tinuous hemolytic anemia marked by a concurrent 
reticulocytosis ; (2) a progressive ansemia due to lack of 
iron owing to competition for alimentary iron by sulphe- 
trone, with which iron forms a non-absorbable complex, 
and which may be treated, or prevented, by the admini- 
stration of iron parenterally or by mouth; and (3) an 
anemia of slower development but precipitate onset 
which seems to be of nutritional origin, since it may 
nw _ be both prevented and cured by the 
a —CoHs simultaneous exhibition of brewers’ 
SO,Na -yeast, and is probably caused by 
the limitation and alteration of the 
bacterial flora of the gut by sulpnetrone (Brownlee and 
Tonkin 1941). 

That an essentially similar condition develops in man 
is implicit in the cases reported by Madigan (1948), 
Anderson and Strachan (1948), and Clay and Clay (1948). 
The problem was studied intensively in 2 female patients 


` presenting bilateral fibrocaseous disease, and both at 


first gravely ill. Sulphetrone-balance experiments were 
made for twelve months, involving daily estimates of 
blood-sulphetrone concentrations and of the amounts 
excreted in urine and feces. Daily estimates were made 
of reticulocytes, red cells, white cells, and hemoglobin 
concentrations ; differential cell counts were also made. 
In all, estimates were made on 298 occasions. 

The urine was examined for urobilin (Watson 1936) 
and abnormal pigment ; total porphyrin estimates were 
made weekly on 24- hour specimens, subsequently to 
be abandoned because the estimates fell within norm l 
limits. Reference is made below to a chemical study of 
The information 
collected has allowed the study of several related problems 
also to be discussed. The figure summarises the typical 
response of a patient to sulphetrone by mouth ; the dose 
was at first 3 g. daily (0-5 g. every four hours) and there- 
after raised at seven-day intervals by increments of 1 g. 
until a therapeutic blood level of 7-5-10 mg. per 100 ml. 
was reached. The weekly estimates are means of seven 
daily observations. As with the rabbit, the residual 
effect is a hemolytic anemia, which stimulates reticulo- 
cytosis. The red cells were crenated, and hemolysis in 
fragility tests was observed at 0-45 and increased at 
0-48% NaCl. 

In all the 94 cases examined no distinguishable effects 
on the numbers or distribution of white cells were 
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Typical response in man treated with sulphetrone 7°5 g. daily for 52 
weeks, with increments of iron and fresh yeast to diet. Urobilin was 
estimated spectroscopically (Watson 1936). . 


observed. Consistent with the reticulocytosis observed 
in man there was an increase in the primitive red cells 
of the bone-marrow. 

The range within which the differential red bone- 
marrow counts fell in 11 tuberculous patients treated 
with sulphetrone was as follows : 


% | % 
Polymorphs .. 3-5-3444 | - Lymphocytes 3-8-22-8 
Metamyelocytes 9:0-33-4 Monocytes 0-4-10°8 
A 4 Myelocytes .. 1:8-11:5 Plasma cells 0-2- 2-6 
Premyelocytes 1-2- 4:0 B { Normoblasts  .. 24-0-37-5 
‚Myeloblasts 1:2- 4:0 Erythroblasts 0-4— 1-0 


The proportion of cells of the myeloid series (A) te 
nucleated red cells (B) is 1-24—2-5 to 1. This falls within 
the limits for normal marrow counts (Young and Osgood 
1935). Estimates made on 2 of the 11 patients before 
treatment started gave ratios of 6-4 to 1 and 9-25 to 1. 


Abnormal Blood Pigments 

The blood of animals and man containing therapeutic 
concentrations of sulphetrone is usually dark brown, and 
the pigment is restricted to the red cells, even though 
sulphetrone is distributed within plasma and cells. 
Examined spectrometrically (Beckman) the blood may 
show no specific absorption characteristic of known 
abnormal blood pigments.: In a proportion of cases, which 


identified visibly by spectroscope but only in the strongest 
solutions of laked blood which will just transmit light. 
When if is present, calculations from the extraction 
coefficients of the wave-length corresponding to oxy- 
hemoglobin (540 mpu) and methemoglobin (630 mu) 


suggest that the amount present is about 4-12% of the 


total hæmoglobin.. \ 


Blood containing concentrations of sulphetrone above 
10 mg. per 100 ml. may contain additional abnormal blood 
pigments. For example, of 904 spectrometric estimates in 
this category 23 were abnormal: 18 contained sulphemo- 
globin, and 5 appreciable amounts of methemoglobin. In 
all other cases in which sulphzemoglobinemia was observed in 
patients with blood-sulphetrone ievels below 10 mg. per 100 
ml. other drugs were implicated, phenacetin five times and 
methylacetanilide once. An additional abnormal pigment 
may be identified by a generalised absorption in the area 
600-620 mu. This may be a hemoglobin-sulphetrone complex 
or a hemoglobin-sulphetrone degradation product. ; 


Oxygen-capacity of the Blood.—Whatever the precise ` 


nature of the abnormal pigment, its ultimate importance 
depends on whether or not there is variation in the 
oxygen-carrying capacity of the blood. A series of 8 
patients, with blood-sulphetrone levels of 7-4-9-2 mg. 
per 100 ml., were observed for ten weeks in which five 
repeated estimates were made of the oxygen-capacity 
of blood, together with spectrometric estimates. The 
analyses were made in the constant-volume Van Slyke 
apparatus. In this small series the estimates of oxygen- 
capacity were lower than normal in 5 cases, though 
associated with the presence of methemoglobin in only 
2 (table 1). The rate of oxygen (air) uptake was always 
slower than in normal blood. 


Blue Coloration of Patients.—Associated with these 
facts is the clinical observation that many patients treated 
with sulphetrone show a leaden-blue coloration of- skin 
and mucose. The tint and distribution of the colour 
are reminiscent of sulphzemoglobinzemia, which, as noted 
above, is absent. The intensity of pigmentation is not 
related to the blood-sulphetrone level but is greatest 
during the early period of adjustment. It is less obvious 
in the young, and most pronounced in those with low 
vital capacity. There is at the same time a quantity of 
violet-blue dye in the urine. Clinically the condition does 
not contra-indicate the exhibition of sulphetrone. 


Specific Tome Effects x, 
Sulphetrone shares with the sulphonamides the 
property of causing hyperæmia and hyperplasia of the 
thyroid gland in laboratory animals. The hyperplasia 
is thought to result. from diminished synthesis of thyroid 


-hormone. The tests showed sulphetrone to be the least 


and sulphaguanidine the most toxic, with sulphadiazine 
intermediate. The effect has not been observed in man. 


Effect on Alkali Reserve ` - 
The lack of acute toxicity and the low chronic toxicity, 
with freedom from the characteristic nervous sequelæ 


seen in experiments on animals after the administration . 


of diaminodiphenylsulphone, make it clear that sulphe- 
trone is not degraded to any extent to diaminodiphenyl- 
sulphone in the body. i 


A point which must not be overlooked is the possible 
hydrolysis of one or more of the four sulphonated side-chains, 
and animal experiment% were made to study this point 
(Brownlee et al. 1948). Simple hydrolysis with liberation of 
sodium acid sulphate appeared likely, but experiments on 
rabbits given sulphetrone by mouth and parenterally, and on 
dogs given sulphetrone parenterally, showed increased alkali 


in the blood. Comparison with the effects of administering . 


alkali parenterally showed the increase in alkali reserve to be 
consistent with the liberation of one molecule of sodium 
hydroxide from each molecule of sulphetrone. 
involve the production of a condensation’ product of sulphe- 
trone, and there is experimental evidence in man pointing to 
the excretion of a coloured complex of this kind in the urine; 


It is significant that tests made on rabbits given sulphe- 
trone for long periods showed the animals to be capable 
of establishing an equilibrium in plasma-alkali balance. 

The alkali reserves of untreated and treated tuber- 
culoug patients are compared in table 1. In the first 


This would, 


- blood. 


XQ 
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column are the estimates of alkali reserve after seven 
days’ treatment; in the second, two months later. 
Included within the second series are 3 patients who had 
received sulphetrone for seven days only. The estimates 
were made within 30 min. from freshly drawn blood 
centrifuged under paraffin; the CO,-capacity was 
determined by the volumetric method of Van Slyke. It 
will be seen that there is no significant change in the 
CO.-combining capacity of the plasma after protracted 
treatment with sulphetrone. l 

_. Sulphetrone is well tolerated if the exhibition of the 
drug is gradual. Nevertheless,.during this period of 
adjustment mild symptoms of toxicity are seen (Madigan 
1948)—-slight nausea, mild headache, and difficulty in 
reading. These may be associated with the physiological 
accommodation the patient is called on to make in alkali 
reserve. The symptoms are relieved best by sodium 
bicarbonate and not so well by lactate or citrate. The 
bicarbonate ion (HCQ;)—— may therefore be involved. 


ABSORPTION AND EXCRETION 


Experiments on mice and dogs in which single small or 
large doses were given showed that, after-a certain point 
is reached, large increases in dose do not lead to either 
a higher blood-sulphetrone level or increased absorption. 
Similar observations havé’ been made with the more 
complex sulphonamides at somewhat higher doses. The 
rabbit is anomalous, for increase in dosage increases 
the absorption of sulphetrone and its concentration in the 


given in divided doses at intervals of a few hours led to 
a higher blood-sulphetrone level than when given as a 
single dose.: A similar effect was seen in man in ten 


experiments restricted to 96 hours.’ The results of an . 


experiment on dogs in which sulphetrone was injected 
first into the large and then into the small intestine, the 
ileocecal junction having been tied, support the view 
that absorption is largely confined to the small intestine. 
It follows that optimal conditions of absorption are likely 
to follow uniformly divided doses. : 


Sulphetrone and Metabolism Products in Urine and Faces 

Two female tuberculous patients given sulphetrone 
were the subject of drug-balance experiments during a 
continuous period of twelve months. The intake of 
sulphetrone averaged 6-5 g. daily; the amounts of 
sulphetrone in urine and fæces were estimated. As already 
_ indicated, the recovery of sulphetrone from urine was 


- TABLE I—OXYGEN-CAPACITY OF BLOOD OF 8 TUBERCULOUS 
PATIENTS TREATED WITH SULPHETRONE. TWO NORMAL 


ee” ESTIMATES ARE INCLUDED. THE PRESENCE OR ABSENCE 


OF METHZ MOGLOBINAMIA IS INDICATED 


Oxygen 
calculated 


Ox Metheemo- 
Case no. fonca, Hb % from globineemia 
and sex | (vols. %) (Haldane) Belgane (epectror 
(vols. %) 
1 (F) 15:3 82 18-6 0 
2 (F) 16-4 90 18-3 0 
Tuber- = 
oE) 12-0 86 14-0 + 
' 4 (M) 10-6 76 13:5 + 
5 (F) 16:3 90 18-1 0 
6 (M) 16-3 se 7 18-8 0 
7 (M) |- 145 94 15-4 0 
8. (M) 16-7 88 18:8 0 
9 (M) 14:8 88 16-6 0 
10 Qf) 12-8 92 13-8 o 


In dogs the same total amount of sulphetrone 
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TABLE II—EFFECT OF SULPHETRONE IN PLASMA CO,- 
COMBINING CAPACITY, IN VOLUMES % IN MAN 


te se tS 


Oct. 8, 1947 Dec. 8, 1947 Deo. 8, 1947 
Case} Blood- | Carbon- | ‘Blood- | Carbon- Carbon- 
no. | sulphe- | dioxide | sulphe- | dioxide form]; dioxide 
trone | capacity | trone | capacity atient capacity 
(mg. per | of plasma} (mg. per | of plasma.| ? of plasma 
100 ml.) | (vols. %)| 100 ml.) | (vols. %)- — | (vols. %) 
1 3 617 \{ 15 64-3 A |" 648 
2 5 G1+1 S-1 63-0 B 65:5 — 
3 4 63-6 53 J 64:9 C 58-0 
4 4 63-0 7°2 58-6 D 65-5 
5 4 53-0 *2-0 58-6 E 572 
6- na 4-0 55-4 F 63-9 
7 mp 4-1 51:3 e ae 
S | en | 88 56-7 : pre 


* Drug being withdrawn. 


. good, 90-95%, but only 75-82% could be obtained from 


feces. Sulphetrone in the feces does not indicate only 
the amounts which remain unabsorbed, since some 
secretion takes place into the bile and from the ileum. 
It is impossible to relate the amount of sulphetrone in 
the urine to the amount absorbed, for still other channels 
of excretion are open to it. After the initial period of 
adjustment, as little as two-fifths, and later as much as 
three-fifths, passed through the kidneys; as much as 
two-fifths and as little as a fifth’was recovered from 
the feces. i f Ty 
The urine of animals and man receiving sulphetrone 
contains a diazotisable substance which, when coupled 


-with naphthyl-ethylenediamine, forms a dye with an 


absorption similar to that of sulphetrone. Heating with 
N/l hydrochloric acid for 30 min. does not increase the 
amount of diazotisable material; thus there is probably 
no conjugation. The concentration of snlphetrone in 
urine is high—usually 10 to 20 times that in the blood. 

The urine of patients treated with sulphetrone is a 
dark smoky-brown. The pigment may be separated 
chromatographically on a column of activated alumina . 
~(Brockmann: Messrs. Savory and Moore). — 


Most of this pigment separates as a dark brown 1/, in. band 
at the top. After washing with a similar volume of distilled 
water about 95-97% of the total diazotisable material passes 
through the column. The pigment may. now be-developed with 
0:5% hydrochloric acid to give a blue-violet narrow band, 
followed closely by a mauve-pink broader band, with brown 
(bile) pigments left behind. The violet-blue ‘pigment is soluble 
in 9-59 hydrochloric acid and, diazotised and coupled, appears 
to account for about 2% of the total sulphetrone in the urine. 
The mauve-pink solution in hydrochloric acid couples with 
difficulty ; calculated as sulphetrone it appears to account 
for about 0-5°%, of the total. = 


It is interesting to speculate on the part played by these 
dyestuffs in the leaden-blue coloration of sulphetrone- 
treated patients excreting these dyes in their urine. The 
dyes appear to be condensation products of two or more 
molecules of sulphetrone, which, it will be recalled, loses 
alkali in the blood-stream, probably by just such a 
condensation procedure. — 


Renal Clearance l | 

Sulphetrone is excreted by the kidney very fast. In 
rabbits the clearance was 58% of that of creatinine, or 
two or three times as fast as that of sulphanilamide, while ` 
in the dog the clearance was five times as fast ag that of 
sulphanilamide (Brownlee et al. 1948). 


The opportunity arose in a patient, repeatedly catheterised 
for the diagnosis of renal tuberculosis, to determine the 
clearance-rate of sulphetrone by direct comparison with sulpha- 
nilamide. Both drugs were given intravenously in a dose of 
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0:05 g. per kg. and five estimates were made at intervals of 
30 min. The mean clearance for sulphanilamide + s.D. was 
12-24.2-4, whereas for sulphetrone, tested after an interval 
of eight days, it was 62-1+11-3. 


It seems that, in man, tubular resorption of sulphetrone 
is small, and that the rate of clearance is about four times 
as fast as with sulphanilamide. 


TABLE IlI—PENETRATION OF SULPHETRONE INTO VARIOUS 
TISSUES IN MAN, EXPRESSED AS MG. PER 100 ML. OF BLOOD 
OR OTHER FLUID AND AS MG. PER 100 G. OF TISSUE. 


Tissucs _ [Case 1 |Case 2 |Case 3 |Case 4 |Case 5 
Blood .. aaa 4a [ .. | 224] 177 
Plasma si aa ss 8-1 2-2 13-3 | 10:3 
Corpuscles .. jx | £3] 19| |] 91| T4 
Cisternal fluid wis pa 18) 1:3 1-6 3:7 2-9 
Bile 140-0 | 19-9 | 130-0 | 254-0 |171-4 
Liver .. 14-0 | 11-5 3-7 | 30:0 | 29-4 
Kidney 17-6 | 20:2 | 23-7 | 97-5 | 73-1 
Spleen 30:5 9-8 2-4 | 40:0 | 46-0 
Normal lungs 10-4 T- 4:9 | 37-0 | 27-2 
Caseous lungs ®. T ga es 7:3 44:2 
Bone-marrow ite se ss 0:0 0-2 ae 0:4 
Heart muscle `.. 11-01 6-0 19-2 
Striated muscle of thigh 17-8 os 42-7 | 28-0 
Ileum .. 210 | .. | 22-7 22-1 
Cerebral hemispheres ng 5-9 2-0 61 3°7 
Peritoneal fluid 66-0 27-4 
Pericardial fluid .. en 63] .. ies ba 8-2 
Mediastinal glands 66] .. an 
Pus from mediastinal] gland.. 16-0 


DISTRIBUTION OF SULPHETRONE IN TISSUE 


Sulphetrone rapidly penetrates all tissues except brain, 
‘but it appears in cerebrospinal fluid more slowly than 
do sulphonamides. The tissues of animals show similar 
concentrations whether the sulphetrone is given in a 
sufficient dose intravenously or by mouth over a period 
of ten weeks (Brownlee et al. 1948). In experiments on 
animals concentrations of sulphetrone in liver, kidney, 
and spleen are always greater than in plasma; the same 
is true for man (table 111). The relation between absorbed 
sulphetrone, sulphetrone in transport, and sulphetrone 
in kidney clearance does not seem to be a simple one, 
and conditions other than the concentration of sulphe- 
trone in the plasma appear to codperate in determining 
the amount in the tissues. Plasma-sulphetrone levels 
obtained in ‘nephrectomised rabbits are many times 
those seen in normal rabbits, and many times the level 
attained in other tissues. The concentrations in the bile 
of both normal and nephrectomised animals are very high ; 
in the normal animal the concentration in bile is about 
twelve times the plasma value and must be considered to be 
sulphetrone in transport, so that biliary excretion makes 
a significant contribution to the clearance of the drug. 

The study of the distribution of sulphetrone in the 
tissues in man has necessarily: been confined to necropsy 
Specimens. Cases 1, 2, and 3 of table 11 show the distri- 


bution of sulphetrone in different tissues when the blood-. 


sulphetrone was at a therapeutic level, at death after 
tuberculous meningitis (2 cases) and hemoptysis (1 case). 
Cases 4 and 5 show the distribution of sulphetrone in 
different tissues after excessively high and long-main- 
tained blood-sulphetrone levels caused by constipation 
allowing sulphetrone to accumulate in the small intestine. 
In both cases the blood-levels were maintained at 


- 


17-5 mg. per 100 ml. for more than five days. Death 

from anoxia followed from the inability of the red cells 

to transport oxygen. | 
SUMMARY 

The chemical and physical properties of oA 
and its estimation in body fluids are described. 

The. acute toxicity of sulphetrone in experiments on 
animals is very slight. No acute toxic effects have been 
observed in man. 

The chronic hematotoxic effects in rabbits and in man 
include a hemolytic anemia, an anemia of iron lack, and 


an anemia of nutritional origin. 


Sulphetrone has a goitrogenic effect similar to that of 
sulphonamides, but this is only slight in experiments on 
animals and has not been observed in patients receiving 
the drug. 

Sulphetrone given by mouth or parenterally raises the 
alkali reserve of the plasma of rabbit and dog. The 
probable mechanism is discussed. Given over a long 
period it brings about some tolerance. It is thought that 
the period of adjustment seen during the first three weeks 
of sulphetrone therapy is associated with adjustments of 
alkali reserve. -The minor discomforts encountered during 
this period are relieved by bicarbonate, but not so well 
by other alkalis. 

Though very soluble in water, sulphetrone is slowly 
absorbed from the intestinal tract—most from the small 
intestine, little from the large. 

Sulphetrone is cleared by the kidney very quickly, and 


- fluid must be limited to maintain blood-sulphetrone 


concentrations ; there is also a substantial excretion into 
the bile and to a lesser extent into the ileum. The drug 
is not conjugated; so there is no danger of crystaluria. 

Sulphetrone penetrates all tissues, except brain, very 
rapidly. It passes into the cerebrospinal fluid more 
slowly than do sulphonamides. 

Thanks are due to Dr. A. I. Ross, of Farnborough County 
Hospital, who was responsible for the bone-marrow biopsies ; 
Dr. T. Anderson and Dr. D. G. Madigan for permission 
to draw on their clinical necropsy findings; Dr. E. I. Short 
for some of the oxygen-capacity and spectrometric observa- 
tions; Dr. C. L. Oakley for the histological reports. 
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“... If the availability of medical care were to raise the 
level of health in industry, and if the assurance of unem- 
ployment pay, old age pensions and funeral expenses lifted 
such a load of worry from our minds that we slept better 
and tackled our work with more nervous vitality, then our 
production would go up. If it went up sufficiently, we might 
ecarry all the extra clerks, extra doctors, and other workers 
required for social security and dance under the load, mean- 
while enriching ourselves more than ever in other ways... . 
A very different result is also possible: for a population in 
which everyone felt certain that he could not sink muck 
below a tolerable minimum of comfort and in which the 


higher prizes of property and independence had been curtailed 


in size and number, might see not more but less reason to 
devote itself to productive effort. . . . Now that we are 
embarked on the scheme, we must. work and hope for the 
former result, but had better be on our guard against the 
latter. In the end, it will prove to be a social advance, 
only if it marks a turning-point in our conception of society 
and social purpose.—New English Weekly, July 15, p. 146. 
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THis report records the results of a trial of ‘ Sulphe- 


: trone’ mainly in pulmonary tuberculosis. Though the 


trial has been proceeding for three years, progress has 
been slow partly because of the need to ascertain the 


. toxicity of sulphetrone and partly because of the difficulty 
_ encountered in assessing results. 


Knightswood Hospital receives notified cases of 
pulmonary tuberculosis from all parts of the city of 
Glasgow. There is some selection. before admission, 
so that a high proportion of the patients have fairly 
advanced disease and are regarded as unsuitable for 
artificial pneumothorax or other active treatment. 


TABLE I—RESULTS OF TREATMENT WITH SULPHETRONE 


Slight | Definite 


Group Ae Sh Pis improve: Inproves Pan Worse Died Totals ° 
J Meningitis ~— — — — 7 
Miliary sa — — 1 . — 4 5 
| Broncho-| - : 
pneumonic — — — — 4 4 
u., | Advanced , 
a bilateral pee 
-pulmonary — 1 4 4 6 15 
m Moderately 
advanced 
ee. pulmonary 8 15 5 5 3 36 
: av } Iù children - 1 15 1 1 |-1.] 19 
=y’ | Pleurisy with 
effusion .. 2 6 1 — 1 1 
vI | Genito- 
urinary 1 1 — — — 
eso 2 e eae E 
12 40 12 10 26 | 100 


‘Such cases seemed most suitable for the trial of a new 
drug because : 
effects more readily ; and (2) chemotherapy would not 


(1) they would be likely to show any toxic 


be influenced by other methods of treatment. From 
such cases patients were selected for study whose 
general condition, after careful review, was regarded as 
satisfactory. 

There were three main stages in the trial. At first 
the drug was given to patients with tuberculous 
meningitis to gain experience in its use. Since all such 
cases pursue a uniformly fatal course, it was thought 
justifiable to adopt a varied dosage so as to observe the 
distribution of sulphetrone in the body and the toxic 
effects to which it might give rise. Thereafter our 
first patients with pulmonary tuberculosis were treated. 


At first we selected patients with advanced disease - 


and a poor prognosis. Later we began to select patients 
with less advanced lung disease, including several 
children. Because of the care required in clinical 
management it was never possible to have large numbers 
under. treatment at the same time. 


GENERAL MANAGEMENT AND CLINICAL CONTROL | 


All patiefts received the same basal treatment— 
dietetic and symptomatic. To begin with, rest in bed 
-was enforced during sulphetrone therapy, but gradually 


this rule was relaxed and patients were allowed up on the 
usual indications. Some have continued treatment ‘as 


` outpatients. 


To estimate the progress of the tuberculosis the 
following examinations were carried out regularly : 
radiography, examination of sputum for M. tuberculosis, 
measurement of erythrocyte-sedimentation rate ‘(E.S.B.), 
weight, and the usual physical examination. . 

Before the start of treatment: each patient had a 
blood examination which included estimation of the 
hemoglobin, total red-cell and white-cell counts, and a 
differential white-cell count. The hemoglobin and the 
red-cell count were repeated frequently (at least once a 
week), since it was believed that the most serious toxic 
effect was exerted on the red cells. Continuation of 
treatment and dosage largely depended on the results 
of these examinations. . 

Sulphetrone was given by mouth four-hourly in tablets 
each containing 0-5 g. When treatment was started, a 
daily dose of 3 g. was usually prescribed, and this was 
continued for at least a week. Thereafter the daily dose 
was gradually increased in an attempt to secure blood- 
sulphetrone levels of 5-8 mg. per 100 ml. In most adults 
a daily dose of about 9 g. was sufficient, but occasionally 
doses of 12-15 g. a day were given. In the early 
stages of the experiment the blood-sulphetrone level ` 
was estimated every second day, but latterly a weekly 
estimation was considered sufficient. 

Sulphetrone is exceedingly soluble and is more ə rapidly 
‘eliminated from the kidneys than are the sulphonamides. 
To secure satisfactory blood-sulphetrone levels it was 
found necessary to limit the fluid intake to three pints a 
day. Alkali was given with each dose and, to prevent 
anemia, most of the patients received iron. 

As our knowledge of the drug and its effects increased, 
only one major change was made. At first, because 
of the fear of toxic reactions, we had limited the period 
of treatment to six weeks ; after a rest from sulphetrone 
for a similar period treatment was continued. The 
duration of each course of treatment became gradually 
longer as we saw the need for sustained therapy, until 
latterly we tried to keep the patient continuously on 
sulphetrone. 

`" RESULTS 


Table I summarises the results obtained. The different 
groups in the table are analysed in more detail as follows : 

Group I.—Sulphetrone exerted no beneficial effect 
on the course of tuberculous meningitis, miliary disease, 
or bronchopneumonia. Meningitis followed the usual 
downhill progression to death in three or four weeks. 
Some of these patients were given very large doses of 
sulphetrone and attained higher concentrations in blood 
and spinal fluid than were regarded, from experimental 
studies, as inhibitory. Organisms were sometimes 
isolated by guineapig inoculation from spinal fluid 
containing an adequate concentration of sulphetrone. 


(a) (b) ` 
Fig. \—Bilateral pulmonary tuberculosis with left pleural ‘effusion 


(case 6): (a) before treatment; (b) after treatment with sulphetrone. 
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(a) (b) 
Fig. 2—Bilateral pulmonary tuberculosis (case 9): (a) before treatment ; 
(b) after treatment with sulphetrone. 


Similarly, in what might be termed acute tuberculosis 
there was no apparent intermission in the progression 
of the disease. 


Group II.—All of the patients included in this group 
showed extensive tuberculosis of both lungs. There 
was usually considerable cavitation. The prognosis from 
the beginning was bad, and it was unlikely that any form 
of treatment would be beneficial. This part of the 
experiment was to a large extent planned to show that 


even patients with advanced disease and in poor condi- * 


tion could tolerate sulphetrone reasonably well, provided 
adequate precautions were taken. Because of the 
toxemia already present, however, the chemotherapy of 
such patients was more difficult to control and, in some, 
sulphetrone was not well tolerated. A hemoptysis, 
for example, always caused anxiety, since the sudden 
depletion of hemoglobin, added to anemia due to 
sulphetrone, might produce dangerously low hemo- 
globin levels. Only. one of these patients showed any 
benefit from the treatment. The patient, a female 


aged 23, had extensive disease throughout the left lung- 


with cavitation, and active infiltrative disease in the 
upper third of the right lung. Under sulphetrone 
therapy there was considerable improvement in the lesion 
on the right side, which was eventually considered to be 
arrested. . A thoracoplasty has now been performed on 
the left side, and the result at present is excellent. 


Group III.—This group comprises patients with 
pulmonary tuberculosis whose prognosis was initially 
more hopeful, though in some of them the disease was 
fairly extensive. In most of them both lungs were 
affected, and in some there was radiological evidence of 
cavitation. Some of them were chosen for study with 


the limited objective of checking a more recent spread 
into one lung from a more chronic disease in the other. 
There were 36 patients in this group, and 23 of these 
showed improvement after a period of sulphetrone 
therapy. Relevant details of these 23 patients are given 
in table 11, which shows that many of the patients were 


(a) rr) 


Fig. 4—Bilateral pulmonary tuberculosis In a child: (a) and (b) show deter 
observation; (c) disease arrested after S weeks’ sulphetrone therapy. 


loration during preliminary period of 


under observation for a short period before beginning 
treatment, and that in some there was no improvement 
during this time. All received adequate and protracted 
treatment, and in 8 of the cases radiological and bacterio- 
logical examination supported a belief that the tuber- 
culosis had been arrested. In 2 other patients (cases 1 
and 16) the disease in one lung was arrested and a thoraco- 
plasty was performed on the opposite side. They are 
in excellent condition. The radiograms before and after 
treatment from 3 of these patients (cases 6, 9, and 10) 
are shown in figs. 1-3. 


Group I1V.—The 19 patients included in this group 
were all under 15 years of age. They were distributed 
in age-groups as follows: 4 aged 1-2 yr. (1 did not. 
improve); 2 aged 2-3 yr.; 5 aged 3-5 yr.; 5 aged 
5-10 yr. (1 did not improve and 1 improved slightly) ;. 
and 3 aged 10-15 yr. (1 did not improve).: There were 
many different forms of tuberculosis. The diagnosis was 
based on radiological and clinical findings, and from 
many of these children, before treatment ` started, 
M. tuberculosis was found in stomach washings. Opinion 
is divided on the question of prognosis at this period of 
life, but it is generally agreed that age is of primary 
importance. No patient in this group was discharged 
from hospital unless the radiological picture was normal 
and three consecutive samples of fasting stomach juice 


(a) (b) 
Fig. 3—Bilateral pulmonary tuberculosis (case 10): (a) before treatment ;: 
) after treatment with suiphetrone. 


did not show M. tuberculosis on inoculation into guinea- 
pigs. Of these 19 patients 15 were discharged and may 
therefore be regarded as having had their tuberculosis 
arrested. They have been followed up for four to 
eighteen months since discharge, and all have remained 
healthy. The duration of stay in hospital was as follows : 


No. of days in hospital lao 200-299 300-399 apa | 500+ 
No. of children .. .. 2 5 6 1 1 
Average stay in hospital: 302 days. 


Radiograms from one of these patients are shown iir 
fig. 4. This case is of interest because, after a pre- 
liminary period of observation, the condition definitely 

- deteriorated. (fig. 4a and b). 
After a period of sulphe- 
trone therapy lasting 45 
weeks: he was discharged 
with the tuberculosis. 
arrested (fig. 4c). A recent 
re-examination showed 
that the condition was still 
quiescent. 


Group V.—The 10 


patients in this group 
wére chosen for study 
because they all gave 


definite evidence of tuber- 
culous pleurisy with 
effusion. Stomach washings. 


(c) 
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TABLE II—CASES OF MODERATELY ADVANCED PULMONARY TUBERCULOSIS WHICH IMPROVED UNDER SULPHETRONE 


go (years) © 


<| 


17M |24 


18|M |23 
19M |17 


20|F |16 
21|M |35 


F |21 


:23/M |31 


rai 


| Rt: 


Lt: 


Rt: 
Lt: 


Widespread 


Extent of disease 


infiltrative and active 
infiltrative and effusion 
at base 


` 


apex to 3rd c.c. active’ |. 


clinically 
upper + slight activity 
fibrous disease 
in both lungs ; left worse 
than right 


Rt: pleural thickening at apex ; 


Lt: 


Rt: 
Lt: 


3| Rt: 
| Lt: 


Rt: 


| Lt: 


Rt: 
Lt: 


| Rt: 


Lt : 
Rt: 
Lt: 
Rt: 
Lt: 


Rt: 
Lt: 


Rt: 


Lt: 


Rt: 
L 


infiltrationand cavitation 
fibrosis at root 


apex to 4th c.c. active 


2nd to 4th interspace active 


active upper $ 
pleural effusion +; 
whole lung active 

apex to 4th c.c. active 
Ist to 3rd c.c. active 


upper $ active 
lesion at 2nd interspace 


apex to 4th rib active 
apex to 4th rib active 


whole lung active and 
cavitation 
apex and 3rd to 5th c.c. 


normal 

pleural effusion lower 4 ; 
consolidation of L, 

apex ° 

apex clinically active 


apex to 2nd rib active 
apex to 3rd c.c. active ; 
cavitation 


mid-zone active 


t: 2nd to 3rd interspace active 


Rt: 
Lt: 


Rt: 
Lt: 


Rt: 


Lt: 


G.L. 


: basal 


calcified root glands 


2nd to 3rd interspace 


apex active 

# collapsed, with adhe- 
sions; fluid at base to 
4th c.c. = 


: apex to 3rd c.c. active 


with cavitation 


: apex to 2nd c.c. and base 


: 2nd to 4th interspace 


active 


: apex to 5th cavitation, 


active 


: nil abnormal detected - 
: apex to§5th rib infiltra- 


tion + + 


Pleurisy, 
lobe active disease 
apex active . 


upper 


: upper $ active 
: upper ¢ active cavita- 
‘tion, basal adhesions 


: apex and Ist to 3rd ribs 


active 


: massive, Ist to 3rd ribs 


active — 


upper $ cavitation 
between 1st and 2nd ribs 
normal 


X-ray evidence 
of cavitation 


+ 


+ 


+ 


THERAPY 
f : (om. in 
z mm. 
na Weight ist hr.) 
ae pee aoe ; 
zg Bet. | Aft. Bet! Aft.) Bef. | Aft. 
F Treatment | Treat- Treatment 
As ment 
§& |st. lb.ist. 1b. 
961712110 3| 50| 7| Cop. | Nil 
++ iG.L.+ 
12 | 8 810 12| 10 6 Nil Nil 
= G.L. — 
70|9 219 9 49 3 | Cop. | Sm. 
+ + 
4013 O| 8 4 22 5 | Cop Nil 
+ |G.L.+ 
62 |9 19 2| 19 2 | Cop. Sm. 
++] + 
34 | 9 13} 9 10; 2 1 | Mod Nil 
+ |i@G.L.-— 
3119 8 9 8 5 2 | Sm. NH 
+ |G.L.+ 
28 |9 79 7 16 2 | Sm. Sm. 
+ |I@4.L.— 
34 | 8 12]11 5 6 5 | Mod Sm. 
+ + 
3418 9 9 2| 50 3 | Cop Sm. 
+ + 
30 ;6 6| 8 12/1105 2 Nil 
; Pl. fl. PLf. — 
+ |G.L.- 
20 Li 3111 3 3 5 Nil Nil 
G.L. —!G.L. — 
20 |8 1/9 2| 56 2 | Cop. | Sm. 
++ | = 
G.L. + 
191612 7 0| 10 3) Nil Nil 
G.L. +/G.L. — 
20 | 7 1| 6 12! 57 2 i 
G.L. +/G.L. — 
46 | 6 10| 8 1| 24 | 18 | Cop. | Sm. 
G.L. — 
27 |6 5| 7 6h00 |72 | Cop. | Sm. 
| ++] +o 
14 |10 6/10 4} 30 | 20 | Cop. | Sm. 
+ + 
34 {| 8 13} 9 6 21 | 10 | Mod. | Sm. 
+ + 
1816 s|7 1125 hoo Sm. -Nil 
30 |9 419. 21 15 5 | Sm. Sm. 
+ + 
211613) 7 4/18/10 S 


+ 


Preliminary : 
observation (wks.) 
this time 
Total 
sulphetrone (g.) 


Progress during 


Nil 


Z 
= 


bo 
wy 


14 |Impr.}1132 


Nil 2436 

124 Nil | 441 

10 ; Sl. [1662 
impr. 

2 | Nil | 441 

4 | SI. 
impr. 


2604| 30 | 8 11| 8 13| 40 


m. Sm. 
G.L. +|G.L. + 


Mod. 
+ 


Sm 
+ 


Progress _ 


Definite progress ; ‘ie had It. thora- 


coplasty and discharged well; 
still well 16 mos. after discharge . 


Definite improvement le 
tained on ; still vorl 
4 mos. after charge; imactive 


General condition improved 

tly; discharged well; 
‘improvement not maintained 
as outpatient ~ 


Definite fibrosis of lung ; 
very scanty ; 
9 mos. later 


sputum 
condition i.8.q. 


Slow but definite progress ; 
sputum less ? 


Disease became inactive; well 


after a year 


Improvement continued ; no spu- 


tum on discharge; condition 
i.s.q. 9 mos. later 
Disease became inactive; 


deteriorated since discharge 
Definite and very good progress 
Very satisfactory progress; had 
Phrenic crush ; thoracoplasty 
being considered 
TOR le and confusion abated 
ter drug started ; well 6 mos. 
qatar inactive 


(Hesmoptysis before admission) : 


increased fibrosis; clinically 
inactive 
Lesion on rt. looks healed; It. 
apex more quiescent ; ” still 
cavitation l 
Disease became inactive : ` can- 


dition i.s.q. 6 mos. later 


Disease became inactive and is 
i.s.q. 10 mos. later 


Rt. apex became quiet ; drug used 
along with thoracoplasty and 
achieved quietening of lt. lung 
_ disease; still drainage slight 


Radiological and clinical im- 
provement up to 3 mos. 
before death from gonococcal 

- panophthalmia; deterioration 
of chest 3 mos. before 


Slight improvement, but after 
this course patient wished to 
be treated as outpatient and 
deteriorated 


Progress satisfactory but slow ; 
cavity became apparent ; later 
pad tueravonlasty: ; condition 
goo 


Lung disease became inactive, 
but also had renal disease ; 
urine + for M: tuberculosis 


Slight improvement, but disease 
Still active 


Chest improved and. became 
quicter, but treatment stopped 
as patient went out at own 
request 


Some fibrosis in right lung 


= gastric. lavage: 


PI. fil. = pleural fluid. 
op. = copious. M 


od. 


c.c. = costal cartilage. 
= moderate amount. 


Sl. impr. = slightly improved. 


Sm. = small amount. 


N 


in anemia. 
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, were examined by guineapig inoculation in 9, and 7. 


In 4 patients obvious intrapulmonary 
The only factors which 


proved positive. 
disease was also present. 


ean be adduced as possible evidence of satisfactory treat- 


ment are the rapidity of discharge from hospital and the 
permanence of cure. The average duration of stay in 
hospital of those who were discharged was 202 days. 
The . cases have been reviewed from five to thirty 
months after discharge, and none of the cases classified 
as cured has shown a breakdown. 

Groups VI and VII.—The cases of genito-urinary and 
skin tuberculosis are too few to be analysed. We were 
impressed with the rapidity and compicteness of the 
cure in cutaneous tuberculosis. 


TOXIC EFFECTS ; 


Anemia.—We have already mentioned that the most 
common toxic effect was on the red blood-cells resulting 
All patients showed a fall of about 2 g. per 
100 ml. in the hemoglobin concentration during. the 
first five or six weeks of treatment with sulphetrone. 
The cause of this fall has been investigated by one of us 
(S. J. S.) and will-be the subject of a later report. The 
fall was less abrupt when the patient was started with a 
low dosage of sulphetrone and the daily amount was 
slowly increased. After the initial drop the level either 


rose very slightly or remained steady at the low level. 


- red-cell count. 


As a rule throughout treatment the hemoglobin was 
fairly steady at 9-11 g. per 100 ml. The fall in hemo- 
globin was accompanied by a parallel decrease in the 
No change was observed in the white- 
cell count of any of the patients. 

Cyanosis was also evident in all patients. The colour 
varied from a rather intense purple to a paler lilac or 
mauve. 
sulphemoglobinemia occasionally seen with: sulphén- 


. amide therapy, but spectroscopic examination of the 


and ill appearance. 


blood showed tlrat this was not present. Patients varied 
in the extent to which they became cyanosed, but in 
general the degree ran parallel with the blood-sulphetrone 
level, deepening as the level rose. The combination of 
cyanosis and pallor gave the patients a rather striking 
When treatment was stopped the 
cyanosis was slow in disappearing and usually remained 
evident for seven to fourteen days. 

- Headache, Nausea, and Vomiting. —These were the 
commonest subjective complaints affecting about half 
the patients. Sulphetrone has an unpleasant soapy 
taste, and some patients found it difficult to take. That 
this did not constitute an insuperable difficulty 
is shown by the fact that some patients have been 
continuously on sulphetrone .for over a year. In one 
respect, however, these effects were important. As a 
rule patients did not eat so well and either gained no 
weight or lost a little while on sulphetrone. 

Other Effects —In 10 cases the patients developed a 
sensitisation rash similar to that occasionally seen with 
sulphonamide therapy. In 6 of them the rash was 
accompanied by drug fever. In some of these cases treat- 
ment was continued with due care and the rash gradually 
disappeared. One other patient developed an exfoliative 
dermatitis accompanied by an acute hemolytic anemia 
and died. Occasional effects observed temporarily were 
itching of the skin, tingling of the fingers, and blurring 
of vision. As is the case with sulphonamides, the 
children tolerated sulphetrone very well and gave 
rise to least anxiety. 

In view of the occasional severity of the toxic signs 
patients under treatment require careful and confinuous 
supervision. 
always be started at a low level (3 g. a day or less) and 
increased gradually week by week. At all stages of 
treatment close attention must be paid to two examina- 
tions : 


It reminded us of the intense cyanosis due to - 


The daily dose of sulphetrone should‘ 


the hemoglobin must not: fall below 7 g. per 


_ infecting organisms is small. (Colebrook et al. 


100 ml.; and the blood-sulphetrone level must not 
exceed 8-9 mg.,per 100 ml. We found toxic effects 
much less likely in patients gradually accustomed to 
the drug. We do not wish, however, to exaggerate the 
incidence of toxic reactions, for our experience indicates 
that, given in the way described, sulphetrone is not 
unduly dangerous, but merely demands reasonable 
caution. 
DISCUSSION 


In considering the chemotherapy of tuberculosis 
some general conclusions from the sulphonamide therapy 
of acute bacterial infections are worth notice, since 
they may have a more general application. 


(1) Sulphonamides are most effective when the number of 
1936). The 
sulphones might be expected to show a similar preference. 
In many cases, particularly of extensive tuberculosis, the 
number of bacteria present may be very large and may 
therefore hinder effective action. 


(2) Effective sulphonamide therapy depends mzinly on a bac- 
teriostatic-action ; the host is left to overcome the infective agent 
himself. Even in acute bacterial infections cases are encoun- 
tered in which, despite adequate chemotherapy, the results are 
less successful. ~It has been argued that this poorer response 


may be due to a poverty in the host’s defensive mechanism 


(Anderson 1943, Department of Health, Scotland, 1944). 
In acute tuberculosis it is not so'much the increased virulence 
of the bacterium that explains the rapid course of the disease 
as the breakdown of the host’s resistance, and in such ‘cases 
his sulphone therapy may be expected to fail. The uniformly 
bad results obtained in group 1 do not seem to us unexpected 
and may well be explained in this way.. 


(3) It is a general clinical finding that the. presence of pus 
invalidates treatment with sulphonamides. It has been 
shown that pus and necrotic tissues contain anti-sulphonamide 
substances which counteract effective action (MacLeod 1940). 
It seems probable that the pus of tuberculous cavities contains 
similar substances capable of inhibiting the bacteriostatic 
effect of the sulphones. Our own clinical observations in the 
present study support this view, for casés with cavitational 
disease have not, on the whole, responded to treatment. 
The patients in group nı who responded most satisfactorily 
were those in whom cavitation was not obvious. 

(4) Chemotherapy cannot repair damaged lung tissue. 
Where a profound pathological change has already taken 
place the most that can be done is to prevent further extension 
of the disease. 


Tuberculosis thus presents a ‘problem i in chemotherapy 
which is not yet completely soluble. For in many oases, 


even though the drug inhibits the parasite successfully | 


and enables the patient to halt new invasion and perhaps 
to heal recent disease, the patient is often left with lungs 
so seriously damaged from old disease that healing is 
beyond his capacity. When the lesion is unilateral, 
surgery may achieve collapse of the damaged lung and 
thus encourage healing. But with bilateral disease 
this may not be practicable and the continued presence 
of active chronic disease will leave the patient liable to 
hemorrhage and bronchogenic spread. In such cases 
sulphetrone therapy may sometimes be justified with 
the limited objective of arresting disease in one lung 
(where it is recent and infiltrative) to permit surgical 
attack on the more extensively diseased opposite lung. 
In 4 of our cases, by bringing more recent disease on the 
opposite side under control, sulphetrone rendered the 
patient suitable for thoracoplasty.' But as a rule we 
regard cases with extensive fibrocaseous tuberculosis as 


unsuitable for chemotherapy. 


The type of lesion which seems to us most likely to 
benefit from such treatment is the early infiltrative 
lesion. Our results in group I are, we believe, an 
improvement on what could have been expected from 
ordinary rest in bed. Nearly all of these patients were 
regarded as unsuitable for more active treatment. The 
tuberculosis was apparently arrested in 8 of the patients, 
and they have so far remained healthy. One has now 
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been under observation’ for three years; thoracoplasty 
has’ been done on the side with the extensive disease, 
and the lesion on the opposite side remains inactive. 
In some cases, however, there has been no improve- 
Ment under sulphetrone therapy, although our experience 
suggested that the patients would benefit from treat- 
‘ment. In some of these we cannot explain the failure. 
The absence of controls may be regarded as a serious 
fault in this trial. But it would have been at least very 
difficult to obtain untreated patients equivalent in all 


respects to those treated. The amount of care required , 


in clinical mariagement, especially at the beginning, 
made it impossible to conduct a trial along the usual 
lines of treating alternate cases. In tuberculosis, 
- indeed, such a trial would have to include a very large 
number of patients if all the factors liable to affect the 
course of the disease were to be balanced in the two 
groups. l 

Our results show that chemotherapy with sulphetrone 
can be safely applied to patients with pulmonary tuber- 
culosis, and can exert a favourable effect on certain 
types of the disease. The results give some basis for 
the belief that control of the disease by chemical means 
is possible. 

We wish to thank Dr. R. D. Stuart, city bacteriologist, 
Glasgow, who carried out the examinations on samples of 
gastric washings by guineapig inoculation ; the late Dr. F. L. 
Henderson, consultant radiologist, Glasgow Public Health 
Department, for assistance in reading the radiograms ; Dr. F. 
Prescott and Dr. G. Brownlee for advice and criticism ; and 
Messrs. Burroughs Wellcome & Co. Ltd., for supplies. of 
l i diia ' 
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OBSTETRICAL EVALUATION OF THE 
| PUBIC ARCH 


~- A CLINICAL METHOD 


W. I. C. Morris* 
- | MB. Edin., F.R.C.S.E., M.R.C.O.G. 


SENIOR LECTURER, DEPARTMENT OF OBSTETRICS AND 
/ GYNZCOLOGY, UNIVERSITY OF EDINBURGH 


Tue use of radiology i in obstetrics has led to increasing 


attention being paid to the shape and size of the pelvic — 


outlet in relationship to dystocia. Various expedients 
have been devised for clinical measurement of the outlet, 
of which the best known is that proposed by Williams 
(1909), following the technique originally introduced by 
Klien (1896), and described in all standard textbooks. 
This involves. the simultaneous measurement of (a) a line 
joining the two ischial tuberosities, and (b) the. distance 
between the midpoint of this line and the sacrococcygeal 
joint—.e., (a) the intertuberischial and (b) the posterior 
sagittal diameters. 

The practical difficulties in making these measurements 
are considerable.“ I have maintained (Morris 1947) that, 
in view of these difficulties, it is justifiable in clinical 
outlet pelvimetry to concentrate on one measurement 
which can be made with reasonable accuracy—i.e., the 
shortest distance between the symphysis pubis and the 
sacral tip—plus an approximate estimate of the distance 
between the ischial spines and of the amplitude of the 
pubic arch. It is in connexion “with the amplitude of 
the pubic arch that suggestions are put forward here. 

It is difficult to devise a satisfactory method of measur- 
ing the pubic arch, whether in the dried pelvis, clinically, 
or radiologically. Moir (1946) has proposed the radio- 


* In receipt of a grant from the Medical Research Council. 


Fig. |—Average pubic arch. Fig. 2—Narrow pubic arch. 
logical method of superimposing a transparent model of 
a fetal head on the X-ray image of the bones, and 
similar techniques have been described independently by 
Allen (1947) and Morris (1947). I use a‘circular trans- 
parency with a diameter of 9-3 cm., corresponding to the ~ 
biparietal diameter of the foetal head. It is possible by 
this means to estimate the degree of probable bony 
obstruction by noting the size of the 
gap between the disc and the apex 
of the pubic arch (figs. 1 and 2). An 
average pubic arch may show a gap 
of 1 cm., but anything greater than 

„this is regarded as indicating a | 
narrow arch. ' ; 

It occurred to me that this > 
method might be adapted to the 
clinical determination of the size 
of the pubic hiatus, and trials were 
undertaken with a disc 8 cm. in 
diameter, a measurément somewhat 
arbitrarily chosen, since it was 
intended to apply the instrument to 
the external aspect of the pubic 
arch, and it was obviously necessary 
to allow for invaginated soft tissues | 
intervening on each side between the edge of the disc 
and the conjoint rami. 


Fig. 3—Phosphor-bronze 
disc with centimetre 
scale attached, for 

measuring pubic arch. 


/ 


` 


CONSTRUCTION OF DISC 


Originally a wooden disc was constructed, having a ~ 
diameter of 8 cm., with one surface completely flat and 
the other very slightly convex, the thickness of the dise- 
being about 2 mm. at its periphery and 7 mm. in the 
centre. A short strip of wood bearing a centimetre scale 


Fig. 4—Patient in position 
for examination., 


D2 


Fig. 5—=Application of 
~- gauge. 


was glued into a slot on the flat surface of the disc, so as to 
protrude from the circumference of the disc at one side. 

Later, a similar. disc (fig. 3) was cast in phosphor- 
bronze, with a brass centimetre scale attached. This 


has been satisfactory in practice and, having the. 


. advantage of being readily sterilisable, it has taken the 
place of the prototype. 


METHOD OF USE 


The patient is placed in the left lateral position with 
the thighs hyperflexed, the right thigh being slightly 
abducted and held steady by the patient herself or, by 
an assistant (fig. 4). 
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: Fig. 6—Gauge drawn back- 
wards and slipping deeply 
into pubic arch. 


Gentle pressure being made against the vulva, the disc 


is drawn backwards, until it slips between the conjoint 


rami, when it instantly invaginates the perineum deeply 
(fig. 6). The end-point is easy to observe and is usually 
quite precise. If any doubt exists, the disc may be 
pushed forward, when, in avoiding the resistance of the 
pubic rami, it rises to lie superficial to the arch once more. 

The assessment of the capacity of the pubic arch is 
made by palpating anterior to the disc at the moment 
when the rami are tangential to its circumference: It is 
easy, with the fingers invaginating the soft tissues at 
either side of the vulva, to determine whether or not the 
circumference of the disc extends as far forwards as the 


The convex surface of the disc is applied over the vulya | pubic symphysis, and, if not, to estimate the amount of 


(fig. 5), with the scale directed forward in the midline. 


Fig. 7 — Mea- 
suring gap 
between 
gauge and 
apex of pubic 
arch in wide 
pubic arch. 


the gap by means of the centimetre scale provided. 


` suring gap in — 
narrow pubic 
arch. 


` - 
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Fig. 7 shows the findings in respect of an ample arch. 
Fig. 8 shows those in a patient with a narrow arch. 


- RADIOLOGICAL CHECK 


At the beginning of the investigation 20 patients were 
examined both clinically and radiologically, ‘and the 
measurements were. found to correspond extremely 
closely. In no case was the divergence between radio- 
logical and clinical measurements greater than 0:5 cm. ; 
and, when the arches’ were divided. into two groups 
defined as narrow (gap more than 1 cm.) and ample 
(gap 1 cm. or less), the correspondence was exact. 

A larger series is now being accumulated. 


CONCLUSIONS 


With the instrument and technique described it is 
possible to detect narrowing of the pubic arch and 
roughly to assess its degree. But it is not suggested 
that such a rough method of examination is enough to 
frame any precise prognosis of the outcome of. labour, 
which may or may not be influenced by narrowing of 
the pubic arch, depending on various factors discussed 
elsewhere (Morris 1947). However, this is a much more 
accurate method of evaluating the obstetrical calibre of 
the pubic arch than any. of the standard subjective 
estimations depending simply on palpation, and at the 
- very least it-enables the obstetrician to detect the cases 
in which the pubic arch requires radiological investigation. 


I am indebted to Messrs. Archibald Young and Co, for 
constructing the mete gauge. 
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THE demonstration of tubercle bacilli in discharges 
from the respiratory tract is the most convincing evidence 
of pulmonary tuberculosis and a valuable index of 
active disease. When such material is spontaneously 
expectorated, microscopical and cultural examination is 
usually. adequate for diagnosis. In certain types of 
‘Case, however, sputum is scanty or absent or, if present, 
is not available for. examination because it has been 
swallowed. » 

Several methods of isolating the tubercle bacillus in 
the absence of expectoration have been devised. Cultural 
examination of feces, of material coughed on to a 
laryngeal mirror, of laryngeal eswabs, of cough 
plates, and bronchial lavage have been tried but have 
not been generally adopted in routine practice.. Exami- 
nation of the contents of the fasting stomach is now 
regarded ‘as the most effective. and reliable means of 
isolating tubercle bacilli in patients who do not expec- 
torate. The results obtained by this method compare 
favourably with those of sputum culture (Robinson and 


Dunn 1943, Webster 1943), and the method is of © 


. undoubted value in diagnosis and as a test of quiescence 
in sputum-free and sputum-negative pariones, The 


` collection of stomach contents, however, is difficult in 
outpatients; hence a simpler method of obtaining 
material for bacteriological examination from such out- 


_patients and from hospital inpatients requiring repeated 


examinations is needed. We have consequently 
investigated the value of laryngeal swabs for this. 
purpose. 

In 1905 Blume first used the laryngeal swab as an 
aid to diagnosis in human tuberculosis. He limited his 
examination to direct microscopy of smears made from 
the charged swabs. It was not until 1931 that culture 
of the swab on egg media was tried. Grass (1931) took 
swabs from 22 cases of pulmonary tuberculosis and 
isolated tubercle bacilli on culture of 11 of them ; ; only 
4 of these swabs were positive on direct microscopy. 
Dornickx (1937), Bezangon et al. (1937), and Böhm and ` 
Ekstein (1938), using. Grass’s technique or some modifi- 
cation of it, obtained satisfactory results in patients 
who did not expectorate. Thus, of 271 sanatorium patients 
with no sputum or with negative sputum, Béhm and 
Ekstein (1938) obtained positive culture of laryngeal 
swabs from 56 patients. The use of the laryngeal swab 
in this country has been reported by Nassau (1941) and 
Clark et al. (1945). Nassau obtained a positive result 
in 44% of 273 sanatorium patients who did not expec- 
torate. The technique used in our investigation was a 
modification of Nassau’s method. 


METHOD 


The ab consists of a piece of nickel or ‘ Nichrome ’ wire 
9 in. long and */,, in. in diameter, bent at an angle of 120° 
an inch and a half from the end. Cotton-wool is wrapped 
round this end of the wire, which has been flattened and 
spirally twisted to hold the cotton-wool firmly. Each swab 


is placed in a boiling-tube (7x1 in.) the open end of which 
\is plugged with cotton-wool. The tubes with swabs in 


position are sterilised in the autoclave. Immediately before 
use the swab is moistened with sterile distilled water. 

he swab may be passed into the larynx either with the 
guidance of a laryngeal mirror, or blindly. For both methods 
the patient is seated and supplied with a piece of gauze with 
which to hold his tongue fully protruded. The operator, 
if using a mirror, sits opposite the patient and with the aid 
of the mirror guides the tip of the swab over the epiglottis 
into the larynx. If working blindly, the operator stands at 
the side of the patient and passes the swab through the 
mouth . backwards and downwards strictly in the midline; | 
the manceuvre is facilitated by asking the patient to take 
panting breaths. Reflex cough usually develops as the swab 
enters the larynx, and absence of cough suggests that the 
swab has not entered the larynx. In the present series two 
swabs were taken from each patient. 

In the laboratory sufficient 10% H,SO, (v/v) is added to 
the boiling- tube to cover the cotton- wool on the swab. After 
5 min. in acid the swab is removed, excess of fluid is expressed 
on the side of the tube, and the swab is transferred for & 
further 5 min. to a second boiling-tube containing 4 similar 
amount of 2% NaOH. The swab is again drained of excess 
fluid and is rubbed over. the surface of a slope of Löwenstein- 


Jensen medium. The inoculated medium is incubated at 


37°C and examined at weekly intervals. A positive report 


may be given when characteristic growth of tubercle bacilli 


is recognised. This may take from two to six weeks’ incuba- 
tion. Cultures which remain negative at the end of six weeks 
are discarded. 

It has been our practice to carry out confirmatory tests — 
on all tubes showing growth, to exclude saprophytic myco- 
bacteria and non-acid-fast contaminants. A film of the 
growth is stained: by the Ziehl-Neelsen technique and, if 
acid-fast bacilli are present, is subcultured on Löwenstein- 
Jensen and nutrient-agar slopes, which are incubated at 
37°C and room temperature. If the morphological and/or 
cultural characters of an acid-fast organism are in any way 
atypical of M. tuberculosis, or if the bacteriological result is 
at variance with clinical findings, a guineapig-virulence test 
is carried’ out. All acid-fast organisms thus tested have 
proved to be human type M. tuberculosis and pathogenic to 
guineapigs. Contamination with non-acid-fast organisms 
(diphtheroids, coliforms, and moulds) took place in less than 
2% of all cultures. — 
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OUTLINE OF, INVESTIGATION 


The investigation was done to provide comparative 
data on the culture of laryngeal swabs and gastric 
contents for the isolation of tubercle bacilli ; 200 patients 
(half of them outpatients and half hospital inpatients) 
were subjected to both laryngeal swabbing and aspira- 
tion of stomach contents. Specimens were collected 
from each patient on the same day or within a few days 
of each other. Gastric contents were aspirated with a 
Ryle tube in the morning from the fasting stomach after 
a period of coughing and swallowing. The material was 
dispatched to the laboratory as soon after collection as 
possible and there homogenised and concentrated by a 
modified acid-peroxide-iron method (Mon. Bull. Min. 
Hlth E.P.H.L.S. 1945, 4, 202). Briefly, this technique 
consists of adding to the juice an equal amount of a 
solution of ferrous sulphate in 10% sulphuric acid and 
1 vol.% hydrogen peroxide. The acid-peroxide-iron 
mixture is allowed to act on the gastric juice for 10-20 
min., during which time the mucus in the specimen is 
dissolved. After centrifugation the deposit is washed 
in sterile Ringer’s solution and inoculated on to two 
Loéwenstein-Jensen slopes. As with laryngeal swab 
cultures, the slopes were examined at weekly intervals 
and, if negative, discarded after six weeks’ incubation. 
All positive cultures were subjected to the confirmatory 
tests already mentioned. | 

Clark et al. (1945) advised the taking of two. swabs, 
since they found a considerable proportion in which 
only one swab of the pair was positive. Our results 
confirm the desirability of taking two swabs at each 
examination. Of 28 cases positive on culture 12 were 
positive from both swabs, 9 from the first swab only, 
and 7 from the second swab only. 


RESULTS 


The results in outpatients and inpatients are con” 
sidered separately, since the types of case investigated 
and the conditions of the experiment are not strictly 
comparable. 


Inpatient Series 

The patients were all male and were under treatment 
in a tuberculosis hospital. The types of case varied 
considerably : 42 of the 100 cases were classed as A cases 
at the‘time of the examination, the remainder either 
Bl or B2. Some were patients recently diagnosed in 
whom activity was doubtful; others had completed or 
were having collapse therapy. In all cases the sputum 
had been negative on one or more occasions to a routine 
monthly smear examination. The comparative figures 
for culture of laryngeal swabs and gastric contents are 
given in table 1. It will be seen that gastric lavage 
yielded 10% more positive results than ‘did laryngeal 
swabs. The difference between the two is not statistically 
significant but suggests that, for inpatients, examina- 
tion of stomach contents was a more sensitive method 
than examination of laryngeal swabs. 

The clinical -assessment of this group showed that 
some cases could be classed as frankly active on radio- 
logical and clinical grounds, whereas others were regarded 
as quiescent. There was an intermediate group in whom 
the activity was doubtful, either because collapse therapy 
had only recently been instituted or because of some 
other factor (such as pleural adhesions) which prevented 
adequate collapse of the diseased area of lung. The 
bacteriological findings in these three groups were as 
follows : 

No. bacteriologically 


No. of ositive by one 
CESS 35 both mathoda 
Radiologically active .. ie. 25 wx z% 21 
Probably active se ee 46 .. zs 22 
Quiescent E s .. 29 .. MA 9 


The 4 radiologically active cases that were negative to 
both tests were positive on sputum culture. 


Of this series, 55 patients had received collapse therapy, 
and 19 of these could be regarded as effectively treated 
on clinical grounds, but 4 of the 19 gave positive gastric- 
lavage cultures and 2 positive laryngeal-swab cultures. 
The 6 positive cases had disease in both lungs, and in 
3 of them bilateral collapse had been induced. In 2 other 
cases the ‘patients were judged unfit for further collapse 
therapy, but in one case the positive culture was among 
the reasons for inducing collapse of the other lung. 

Tubercle bacilli were isolated on culture of gastric 


e contents and/or laryngeal swabs from 22 of 34 patients 


in whom collapse treatment was regarded as having 
been only partially effective at the date of investigation. 


Outpatient Series 

The outpatients were all cases detected by mass 
radiography and so were free of symptoms severe enough 
to cause them to consult their doctor. Ages ranged 
from 15 to 44 years, and females greatly outnumbered 
males, mainly because more females were being radio- 


graphed. With two exceptions the lesions were radio- 


logically minimal as defined by the National Tuberculosis 
Association (1940). The results are given in table m. 
The results for the two methods do not differ signifi- 


cantly from each other. The outpatients showed a higher 


proportion of positive cultures from laryngeal swabs 
than from fasting gastric contents. The difference is 
small and most likely due to chance variation. Since 
the work was done in ‘outpatients there was inevitably 
an interval for travelling between rising and the collection 
of the specimen. This was usually at least half an hour 
and often more. Gastric movements in this period 
would possibly cause some of the contents to pass into 
the duodenum; relatively small volumes of fasting 
contents were obtained. l i 

- The series is far too small for conclusions to be drawn 


about the value of such testę@jn the prognosis of small © 


lesions detected by mass radiography. However, the 
position some nine months after the work was completed 
was as follows : 


Of the 82 negative by both methods when first seen 4 were 
assessed active on other grounds, 6 showed definite signs of 
activity within nine months, and 8 were possibly active 
within nine months—i.e., a maximum of 18 out of 82 showed 
signs of activity. 

Of the 19 positive by one or both methods 2 had cavities 
(the cases mentioned above as being other than minimal), 
TABLE I—RESULTS OF LARYNGEAL SWABS AND GASTRIC 

LAVAGE IN 100 INPATIENTS 


| Gastric Javage i 


+ 22 10 32 

Laryngeal swab ot 
— 20 IS 68 
Totals .. | ais 12 | 58 _ 100 


No. bacteriologically positive by one or ‘both -methods = 52. 
4 


'and 12 showed definite evidence of activity either at the first 


examination or within nine months—i.e., at least 14 out of 19 
gave radiological or clinical confirmatory evidence of activity. 
Of the remaining 5 patients, 4 women were advised to have 
treatment because of the radiographic appearance 
single positive bacteriological finding, and 1 mam, aged 38, 
has remained at work clinically well, radiologically stable, 
and without tubercle bacilli again being isolated. 


COMPARISON OF SPUTUM CULTURE WITH LARYNGEAL-SWAB 
CULTURE 


The main object of this paper is to compare the cultural 
examination of fasting gastric contents with that of 
laryngeal swabs for isolating tubercle bacilli. Accordingly’ 


and — 
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no attention has been paid to the presence or absence 
of sputum. The ‘cultural examination of sputum is 


superior to either of these methods. Specimens of sputum, 


from 96 cases of minimal tuberculosis detected by mass 


radiography were cultured for tubercle bacilli. Laryngeal 


swabs from the same 96 cases were similarly examined. 
The results are given in table rm (these cases. are 
independent of the-cases quoted in earlier tables). 

A-cid-fast bacilli had been found in very few òf the 
positive cases on examination of a stained film of sputum. 
The results strongly suggest that, if sputum is obtainable 
and is cultured, there is little point in taking laryngeal 
swabs. A similar conclusion was reached by Clark et al. 
(1945). o 

DISCUSSION i 
In comparing two methods of isolating an organism 
the main consideration must be the efficiency of the 
methods in yielding positive results. If, however, the 
difference between the methods in this respect is small, 
‘other factors may properly be considered. 

Advantages of Gastric Lavage over Laryngeal Swab. 
—Gastric lavage gives a' slightly higher proportion of 
positive results, at least for patients in hospital. Of 
our. 201 patients 45 were positive by laryngeal swab and 
53 by gastric lavage. These results approximate those 


TABLE I—RE SULTS OF LARYNGEAL SWABS AND GASTRIC 


LAVAGE IN 101 OUTPATIENTS 


Gastric lavage 


l ae i+ 5 
Laryngeal swab ae r 
Totals .. 11 


| 
| 
No. bacteriologically positive by one or both methods = 19. 


of Hounslow (cited by Clark et al. 1945), who obtained 
27 positive by laryngeal swab and 33 by gastric lavage 
in 99 cases examined by both methods. Minor advantages 


of gastric lavage are that material is available for direct ` 


smear examination and guineapig inoculation. Further, 
positive cultures from gastric contents tend to give a 
heavier growth with more colonies than do positive 
- cultures from laryngeal swabs. 

Advantages of Laryngeal Swab over’ Gastric Lavage. 
—In the ward, and more especially in outpatients, the 
laryngeal swab is greatly preferred by both patient 
and operator. 
of the day without special preparation; the taking of 
two swabs can easily form part of a routine clinical 
. examination. _ Patients are willing:to allow further 
swabs to be taken at subsequent examinations, whereas 
some would refuse to attend for a second gastric lavage. 
Finally, a specimen can almost irtvariably be obtained 
‘with a. laryngeal swab, whereas gastric lavage is occa- 
sionally a failure; even after sucking a benzocain 
tablet some patients cannot swallow a Ryle’s tube. In 
the laboratory. the treatment of the laryngeal swab is 


simpler, shorter, and is the same for all swabs, taking - 


10 min. for each, whereas the treatment of gastric 
contents takes at least 30 min., the time varying 
with the volume and consistence of the . specimen. 
Laryngeal-swab cultures are less often contaminated (1:5% 
contaminated, compared with 3-3% of contaminated 
gastric-lavage cultures), and the colonies are more easily 
recognised, because the surface of the medium is clear of 
debris. 

Time between Collection and Culture—The exposure 
of tubercle bacilli to gastric contents for 12-24 hours 
at room temperature may lead to false negative results 
(Kramer 1946, Sprick and Towey 1946), and laryngeal 


b% 


Specimens can be obtained at any time: 


Feb. 1948, p. 


swabs sent through the post give fewer positive results 
than those cultured at the time of collection (Clark et al. 
1945). Both swabs and lavages should therefore be treated — 
and cultured as soon after collection as possible. 


: Significance of Positive Finding—To say how much 
importance should be attached to a single positive 


TABLE III—COMPARISON OF RESULTS OBTAINED‘ BY OULTURE 


OF SPUTUM AND OF LARYNGEAL SWAB 


>- 
ee 


l i 
Laryngeal swab 


Totals .. 


, result would require a much larger series with a long 


follow-up. Attention may, however, be directed to the 
following facts: (1) Of 71 cases positive by one or both 
methods only 27 were positive by both. These included 
a high proportion of those cases in which a positive 
result might have been anticipated on clinical or radio- 
logical grounds. (2) In a separate series of 28 cases . 
positive by laryngeal swabs both swabs were positive in 
only half the cases. These results suggest the desirability. 
of repeated examination by all methods available, if 
the maximum of positive results is to be obtained, 


SUMMARY. i Sa 


In 100 mpare and 101 outpatients with radiological 
evidence of pulmonary tuberculosis but with microscopi- 
cally negative or no sputum, a search was made for 
tubercle bacilli by culture of fasting gastric contents 
and of laryngeal swabs. 

Gastric lavage gave slightly superior results for 
inpatients ; there was no difference between the propor- 
tions of positive results obtained by the two methods | 
in outpatients. 

Patients greatly prefer the laryngeal swab to pastries 
lavage. Laryngeal swabs can be taken as part- of a routine 
examination without special attendance or preparation. 

The laboratory technique for laryngeal swabs. is 
simpler and less time-consuming than that for gastric 
lavage. 

It is not suggested -that these methods should take 
the place of the cultural examination of expectorated 
sputum, which has been shown in a comparative series 
to be much superior to the laryngeal swab. 


It is a pleasure to acknowledge the help and encouragement 
we have received from Dr. Robert Cruickshank, director of 
the Central Public Health Laboratory. Our thanks are also 
due to the Prophit Committee, Royal College of Physicians, 
and Dr. W. Snell, medical superintendent, Colindale Hospital. 

Since completion of this report Dr. A. G. Hounslow and 
Mr. G. Usher have reported similiar findings (Tubercle, 
25). 
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DR. STEPHENSON: PHLYCTENULAR KERATO-CONJUNCTIVITIS 
A careful search of the muscles of the thighs, gluteal eel 
CYSTICERCOSIS CEREBRI MISTAKEN FOR shoulders, upper arms, and spinal muscles did not reveal any 


CEREBRAL SYPHILIS 


REPORT OF A CASE 


A. A. WILLiAMs \ 
M.B. Lond. M.R.C.P.E. 


DEPUTY MEDICAL SUPERINTENDENT, MIDDLESBROUGH 
GENERAL HOSPITAL 


THE following case is reported because of the difficulty 
in diagnosis. 


A man, aged 29, had been a regular soldier and had served 
seven years in India. There was no history of venereal disease. 
In 1943 he was discharged from the Army because of epileptic 
fits attributed to cerebral syphilis. Presumably the blood 
Wassermann reaction (w.R.) was then positive, but there is 
no record of this, nor of any antisyphilitic treatment. On 
discharge from the Army the patient reported to the Middles- 
brough General Hospital, as he was having repeated attacks 
of epilepsy. 

He had a slurring speech and there was some mental 
dullness. Both optic discs showed early optic atrophy, but 
no other physical signs were found. The blood w.R. was 
negative. In the cerebrospinal fluid (c.s.F.) the w.R. was 
negative and the Lange colloidal-gold test gave a paretic 


'. curve. Ventriculography by the neurosurgical unit of another 


hospital yielded no evidence of cerebral neoplasm. 


The patient had three courses of bismuth, each consisting 


of twelve injections of 0-2 g., without benefit. During this 
period he was admitted to hospital on several occasions in 
status epilepticus. A course of penicillin and malaria therapy 
was begun in August, 1945, but the penicillin course was not 


completed as the patient refused injections. No improvement > 
and fits were get controlled with. 


foHowed treatment, 
phenobarbitone and ‘ Epanutin.’ 


On June 18, 1946, the patient was wapaitted: semi-conscious ; 
stertorous breathing ; pulse of good volume and tension ; 
nothing abnormal found in heart and lungs; pupils con- 
stricted and equal; biceps, triceps, and supinator jerks, 
knee-jerks, and ankle-jerks present and equal on both sides ; 
abdominal refiexes doubtful; no definite plantar response 
obtained. By June 21 he had completely recovered conscious- 
ness but was rowdy and difficult. Cranial nerves normal ; 
reflexes as before, except that plantar response was definitely 
flexor on both sides ; ; no sensory loss; and bilateral atrophy 
of optic discs, worse than on previous examination. 

On July 1 the patient had an epileptiform attack, after 
which he continued to have frequent attacks, localised to the 
angle of the mouth (right side), about every 3 minutes. There 
was no loss of consciousness. During this period weakness ‘of 
the muscles supplied by the right facial and the right spinal 
accessory nerves developed. . These: fits were completely 
uncontrolled with phenobarbitone and epanutin. 


Examination of co.s.F. on July 21: lymphocytes 10 per 
c.mm., protein 80 mg. per 100 c.cm., gold curve 1222221000, 
W.R. negative, and Kahn test negative. Blood: w.x. and Kahn 
test negative; white cells 10,600 per c.mm. (polymorphs 
79%, lymphocytes 13%, monocytes 1%, eosinophils 7%). The 
possibility of cysticercosis cerebri was considered, but no 
nodules were discovered on palpation in any part of the body, 
and radiography of skull and bath thighs did not reveal any 
calcified ova. Skin complement-fixation test not done. 


.The patient was discharged on July 30 with a diagnosis 
of epilepsy of unknown cause. He was not seen again until 
readmission on Oct. 13 in status epilepticus. Generalised 
epileptiform convulsions were occurring every 5 minutes and 
were uncontrollable. He did not recover consciousness, and 
_ died on the 16th. 


'Necropsy.—Dr.'W. Goldie reported as follows: ‘‘ The sur- 
face of the brain is studded:with considerable numbers of 
` small cysts varying in size from about 5 mm. up to 20 mm. in 
diameter. The cysts show differing stages of development ; 
most of them are quite translucent and contain clear fluid. 
The cysts have also invaded the substance of the brain. A 
typical scolex was demonstrated histologically in one of the 
cysts. The appearance and size of the cysts are consistent with 
a diagnosis of cysticercosis, and their situation in the brain 
would certainly account for the previous history of epilepsy.” 


~ 


cysticercus ova. 


No gross changes in any other organs. 


‘MacArthur (1934) pointed out the importance of con- 


sidering cysticercosis as a cause of epilepsy, in persons 


who have lived in the tropics. The incidence of cases 
may’ become greater in this country with the return of 
troops who have been stationed in the East during the 
war. Cerebral cysticercosis, however, does not always 
cause epilepsy (Dixon and Smithers 1934, Marsh 1934, 
Dixon and Hargreaves 1944, Edwards 1946). MacArthur 
(1934) mentioned that it has been diagnosed as hysteria, 
cerebral tumour, acute encephalitis, melancholia, delu- 
sional insanity, and dementia precox. Stokes et al. 
(1945) remarked that, as in the present case, it may have 
to be differentiated from cerebral syphilis. 

- The diagnosis is made difficult by the facts that unless 
the cysts are calcified they cannot be demonstrated by 
radiography, and, according to MacArthur (1934), both 
the eosinophilia and the complement-fixation test are 
unreliable; even during the acute invasion stage an 
eosinophilia may not be present. 

No records of the results of the original pide and 
c.s.F. Wassermann reactions are available in this case; 
but, in view of the diagnosis of cerebral syphilis, it is 
presumed that on the patient’s discharge from the 
Service the blood w.R. must have been positive. If so, 
the result may have been a biologically false positive, — 
as the Wassermann and Kahn tests after discharge were 
consistently negative. This emphasises the importance 
of frequent repetition of serological tests in doubtful 
cases of syphilis. 

A further difficulty in diagnosis in this case was the 
presence of optic atrophy, which is unusual in cysticereosis: 
but has been reported by MacArthur (2084) ) and Edwards 
(1946). 


My thanks are due to Dr. T. Lioya Hughes, medical super- 
intendent of the hospital, for permission to publish this case, 
and to Dr. W. Goldie, pathologist, Public Health Laboratory, 
Northallerton, for his report ma his aee in preparing this 
paper. 
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PHLYCTENULAR KERATO- 
CONJUNCTIVITIS TREATED WITH 


PENICILLIN. 
R. W. STEPHENSON 
M:R.C.S., D.O.M.S. > | 
OPHTHALMIC SURGEON, CHELTENHAM GENERAL AND EYE 
HOSPITAL f 


PHLYCTENULAR kerato-conjunctivitis is agreed to- be 
an allergic condition, the commonest exciting cause being 
a tuberculous focus. In the following case Staph. 
aureus appears to have been the exciting agent. 


In 1939 a girl, aged 5 years, had mild chronic nasal diph- 
theria and was a carrier for some time, during which she 
developed phlyctenular kerato-conjunctivitis. She had several 
relapses of the eye condition until .1942, after which she 
remained clear until August, 1946, when she had a severe 
phlyctenular condition in both eyes. From then until 
October, 1947, the condition was active, varying in severity. 
There was no sign of active tuberculosis, but the tuberculin 
test, was strongly positive. Treatment with Old Tuberculin 
was'tried, starting with 0:1 ml. of 1 in 1,000,000 solution ; 
0-6 ml. caused a slight reaction in the eyes, and 0-7 ml. caused 
a considerable flare- -up. 


- 1947, 


THE sc. 


In November, 1946, she had several septic spots on her 
face and the eye condition was very pronounced. In March, 
she had a slight antral infection accompanied by a 
flare-up in the eyes. In September she noted that she had 
sores on her fingers, and that when they were bad the eyes 
were bad also. 
lower lid and a septic spot on her face, both yielding a 
profuse growth of hemolytic Staph. aureus, and at the 


-same time there was an acute exacerbation of the eye 


condition. _ | 
-~ In view of this. cumulative evidence it was considered 
probable that. the conditon was due to the staphylococcus, 


and she was admitted to hospital and given penicillin 25,000 


units three-hourly intramuscularly to a total of 1,000,000 
units. 

subsided, and there has been no recurrence in the subsequent 
three months except for a a slight Pere up when she had a bad 
cold in December. 


Though the eye condition teista to the larger doses 


of tuberculin, there can be little doubt, in view of the © 


severe exacerbations when she had local staphylococcal 


infections, and the complete and lasting subsidence of , 


the condition after treatment with penicillin, that the 


cause was an allergic reaction to the staphylococcus. 


~ 


‘unsuitable for surgery. 


o Medical Societies 


EDINBURGH OBSTETRICAL SOCIETY 


' Surgery in Cervical Carcinoma 


AT a meeting on May 19, with Dr. W. F. T. HAULTAIN, 
the president, in the chair, the rôle of surgery in the 
treatment of carcinoma of the cervix was discussed by 
Mr. CHARLES READ. Opinion, he said, was divided on 
the relative merits of radiation and radical surgery in 
stage-1 and stage-2 cases. There was little debate in 
respect of stage-3 and stage-4 cases, which were generally 
hile in many clinics the 
Wertheim operation had been abandoned when radio- 
therapy had. been generally established, at the Chelsea 
Hospital for ‘Women this operation had been performed 
contmuously since Mr. Bonney introduced it in 1907, 
although lately cases had been selected: rather carefully. 
Even the surgical enthusiast must admit that the results 
of radiotherapy compared favourably with those of 
surgery ; but it might well be asked whether any of the 
fatalities after radiotherapy could be avoided by judicious 


ame procedures. 

r. Read suggested- that there were seven indica- 
tions for a surgical attack upon cervical carcinoma : 
(1) radio-resistance proved clinically or cytologically ; 
(2) columnar-celled carcinoma of the cervix; (3) vaginal- 
vault stenosis; (4) large fibroids or ovarian cysts complica- 
ting the growth ; '(5).salpingitis with cervical cancer ; 
(6) refusal of fadiation by the patient ; afd (7) pregnancy 
complicating cervical carcinoma. Previous irradiation, 
he said, increased the technical difficulties of the Wertheim 
operation; but this operation was justifiable in proved 
radioresistant cases, for at the Chelsea Hospital the 
five-year survival-rate was 44-4% in 34 stage-l and 20 
stage-2 growths. He had found that the incidence of 
land involvement was roughly as follows: stage 1, 
20-25%; stage 2, 30-35%; stage 3, 40-50%; and 
stage 4, over 60 %. It appeared that treatment by 
radium alone, using only - vaginal applicators, could 
never give adequate radiation, to the lymphatic field. 
Thus there seemed to be a place for iliac lymph- 
adenectomy in stage-3 cases which had been cured 
locally by radium; and such a procedure could well 


be extended to include stage-2 cases and selected cases 


in stage 1. i 

Mr. Read discussed the technique of the Wertheim 
operation. He referred especially to lymphadenectomy 
early in the operation, leaving the iliac and obturator 
lymph-node chain attached to the uterus throughout ; 
to the need for removal of at least the upper half of the 
vagina ; and to the use of plasma or blood- transfusion. 
He reported an incidence of postoperative urinary 
fistule of 3-1%. 

Prof. ROBERT N ear said that his own opinions 
were governed not only by technical considerations but 


~~ 
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In October she had a stye on the right- 


At the end.of the course the inflammation had. 


`X rays, the whole pelvis was irradiated ; 
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also by certain general principles. Of these he placed 


‘first the need to consider each case of cancer individually, 


and to treat the patient and not the tumour. The 
prime object should be to make her more comfortable, 
and any treatment which cured the cancer without 
achieving, this end was a failure. 

The maximum distance from the PP canal at 
which radium might be expectéd to be effective was 
3 cm.; growths which extended beyond that distance 
were insusceptible to radium. The tumour lethal dose 


varied, and some tumours might justifiably be described 


as radioresistant ; but the most important limiting 
factor was the restricted striking distance of radium. 
For. improved assessment of radiosensitivity a new 
histological approach was needed. Possibly observation | 
of the effects of irradiation through successive biopsies — 
might prove a valuable field of investigation. It was. 
difficult to envisage any great increase in radium range 


‘in the near future, apart possibly from improved appli- 


cators with more efficient screening of the bladder and 


rectum; dosage was restricted chiefly by the need to 


avoid damage to these organs. 

When radium treatment was first supplemented with 
and not 
uncommonly necrosis resulted in tissues which „hàd 
already received a high dosage from radium. It became 


. obvious that if X-ray treatment was to be really beneficial, 


it must be closely aligned to the radium treatment. 
Cases with cells just outside the effective range of' 
radium were far more likely to benefit from X rays 
than cases with cells far out in: the pelvis, for in this 
advanced ‘condition there were often also distant metas- 
tases. In an attempt to align the two methods: of 
treatment, the X-ray fields were planned from radiographs 
showing the position of the radium in the uterus; but 
with vaginal packing the uterus might be greatly displaced 
to one or other side of the pelvis and it might be 
considerably displaced upwards. These difficulties could ,. 
be overcome to some extent by special radium applicators, 
such as those devised by Richards, of Toronto. X-ray 
therapy alone would remain unsuitable untilsmuch more 
powerful apparatus was introduced. 


Professor McWhirter. believed that, surgery was the 
most effective method of treating early and localised 
cancer. Because extensive lymphadenectomy must. 
always remain a piecemeal dissection, he thought it 
unlikely that this practice would greatly improve the 
eventual prognosis. He did not believe that an inoperable 
case could ever be rendered operable by preliminary 


‘irradiation, although he believed improvement might 


be obtained by means of postoperative irradiation with ` 
very high voltage X-ray apparatus; and preoperative 
irradiation might benefit operable cases. In a review 
made some time ago, the five-year -survival-rate in 
Edinburgh was 29% of all cases referred. In the most 
recently analysed cases, the five-year survival-rate was 
34%. He believed that these figures might be improved 
by the use of surgery where the disease was early and 
where the tumour’ was shown tobe radioresistant. 


. Has there occurred,’ or has there not, so radical a 
change . in world food prospects as to call for a complete | 
reversal of British economic policy ? . . . The demand that ` 
counts is effective demand. The effective demand , of -the 
would-be eaters consists overwhelmingly in their capacity to 
supply things for which the food producers are willing’ to 
exchange food . F.A.O. or no F.A.O., Atlantic Charter 
or no Atlantic Charter, it is certain ‘that the citizens of the 
United States, Canada, Argentina,” and the other food- 
producing countries are not going to tax themselves year in, 
year out, to buy food from their farmers and supply. it to 
Asia gratis. .. . In the last resort the British food problem 
is... a question not of the availability of food in the world 
but of Britain’s ability to pay for it. . .. There is a strong 
probability that more abundant and cheaper supplies of © 
food will be available for Britain to buy some time before 
very long; and there is some possibility that food will 
again become as cheap as it was. But no one can be sure © 
of these things. . . and it would be wrong to base an irrevocable 
policy on one particular .reading of them.—Economist, 
July 17, p. 94. 
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Reviews of Books 


Radon: its Technique and Use si 
W. A. JENNINGS, B.SC., A.INST.P., physicist to the Royal 
Northern Hospital and Prince of Wales’s General Hospital 
joint radiotherapy centre, London; S. Russ, C.B.E., 
D.SC., F.INST.P., formerly physicist to Middlesex Hospital. 
London: John Murray for the Middlesex Hospital Press. 
1948. : Pp. 222. 18s. 


RADON for medical purposes in this country has mostly 
been prepared at. the Medical Research Council’s radon 
centre, and this book is based on experience gained 
there. It has three main sections: the first deals with 
the physical properties of radon and briefly surveys its 
applications the second describes in some detail the 
preparation, loading, and measuring of radon sources, 
and also discusses. the (seemingly inevitable) variation 
in the strength of sources; while the third is devoted 
to the applications of radon in radiotherapy, and has a 
` chapter by Mr. T. Anthony Green on his techniques 
for the more accurate use of radon ‘*‘seeds.” The 
second section is probably the most valuable, containing 
much information which will be very useful to those 
who work with radon purification plants. The other 
sections would be improved by removal of some repeti- 
tions and possibly by more critical selection of treatment- 
planning methods already fully discussed in a number of 
‘recent books. The space saved could be used to include 
a comparison of the efficiency of the apparatus described 
and of other designs. : z i 

It is unfortunate that radon “ seeds,” made by pumping 
the gas directly into gold capillary tubing, are dismissed 
in a footnote as not admitting of the refinements developed 
by the authors. Actually, G. E. Eddy in Australia has 
developed the gold capillary method (which has many 
advantages over glass capillary) to a higher state of 
flexibility and accuracy than is found, probably, anywhere 
else in the world. | | 


Die -Bedeutung der Seelenkunde von Klages für 
Biologie~und Medizin | | 
‘Dr. med. E. Fraucuicer, professor of comparative 


neurology, University of Berne. Berne: Huber.. 1947. 
Pp. 99. — 


ALTHOUGH Klages has been writing for nearly forty 

years, his philosophy is very little known in English- 
speaking countries, and his characterology is not applied 
in medicine or psychology, except by the few students of 
handwriting w 
, contributions to this subject. Abstruse and pessimistic 
though his views are, they contain much that is relevant 
‘to the problems of psychiatry. Professor Frauchiger, 
an enthusiastic disciple of Klages and a teacher of 
comparative neurology and psychiatry in the University 
of Berne, shows in this book how the philosopher’s con- 
ceptions illuminate personality, and especially the 
. psychopathic personality. Klages will not accept the 
common assumption that several essential kinds of 
psychopathic personality and neurosis can be classified : 
he holds that there is one psychopathy, the outcome 
of conflict between will and. instinct, which results in a 
reduced sense of reality and by its combination with 
many sorts of character gives rise to the familiar neurotic 
variants. Dr. Frauchiger touches on°the relation of 
Klages’s views to those of Monakow, his criticism of the 
typology of Jung, and his reasons for disputing the 
psychoanalytic theory. From this work no-one could 
grasp the full philosophy of Klages, but it will direct 
philosophically minded physicians to a writer who has 
struggled manfully to anatomise human character. 


Anatomy of the Eye and Orbit 
(3rd ed.) Eucenr Worrr, M.B. Lond., F.R.C.S., ophthal- 


mic surgeon, Royal Northern Hospital, London. London: 
H. K. Lewis. ~1948. Pp. 440. 45s. 


Mr. Wolff’s continued interest in the microscopic 
anatomy of the eye has led to a further enlargement of 
this book, which now contains 130 more pages than the 
last edition. The standard of production is as good as 
before, and the whole has been made more attractive 
by the addition of several coloured plates—photomicro- 
graphs and anatomical paintings. The general arrange- 


o have profited from studying his many | 


ment remains the same, but new work has been included 
on a variety of subjects. Some is work done by Mr. Wolff 
himself—including studies of the distribution of the 
lacrimal fluid, the precorneal film, and the mucocutaneous 
junction of the lid margins. He also describes Fincham’s 
“investigations on the. mechanism of accommodation, 
and those of Michaelson and Campbell on the retinal 
capillaries, and quotes extracts: from Le Gros Clark’s 
Doyne lecture on the central connexions of the visual 
apparatus. 

This is a splendid book, of equal use to student and 
surgeon, and containing all that is proved of the macro- 
and micro-scopical anatomy of the eye. As pathologist 
and surgeon to the Moorfields, Westminster, and Central 
Eye Hospitals, the author has had great experience of 
his subject, and he more than upholds the prestige 
created by his earlier books. 


Human Physiology (3rded. London: J. & A. Churchill. 
1948. Pp. 592. 25s.).—In this edition of their convenient 
textbook, Prof. F. R. Winton and Mr. L. E. Bayliss, PH.D., 


, have arranged that several sections should be written by 


colleagues expert in various fields—a policy begun in the 
second edition and now extended. The book as a whole 


has been revised, and trouble has been taken to treat. 


the whole subject:in a balanced way. The illustrations, 
always good, have been increased. ~ ‘ 


ABC of First-aid Treatment (British Red Cross Society. 
Foreword by Air Marshal Sir Harold Whittingham, F.R.C.P. 
London: B.R.C.S.. 1948. Pp. 28. I1s.).—This is a great 
improvement on the older type of first-aid manual. The 
different emergencies are listed alphabetically opposite whole 
pages of the corresponding illustrations, so that the concise 
and essential instructions are automatically associated with 
the visual image. The booklet will be invaluable at every 
first-aid point. 


Archives of Neurology and Psychiatry (Vol. 25, 1946. 
London County Council, 1947. Obtainable from Staples 
Press Ltd., 14, Great Smith Street, Victoria Street, London, 
S.W.1. 30s. 9d.).—This collection of reprints, edited by 
Prof. A. J. Lewis and Prof. S. Nevin, was ready in 1940, 
but its distribution was interrupted by the war. The papers 
come from the staffs of the L.C.C. Central Pathological 
Laboratory, the Maudsley Hospital, and the London Count# 
Hospitals for Nervous and Mental Diseases, and cover a 
wide range of subjects, many with current, and some with 
permanent, value. The volume also carries a list of war-time 
publications by the staffs of these hospitals and of the 
Central Pathological Laboratory, which serves to indicate 
the work they undertook during the years when the Archives 
were not appearing.. ot 


Some British Pioneers of Social Medicine (London: 
Oxford University Press. 1948. Pp. 118. 12s. 6d.).—Very 
suitably, the Heath Clark lectures given by Prof. Major 
Greenwood, F.R.S., in 1946, have appeared in book form at 
the centenary of Sir John Simon’s appointment as the first 
medical officer of health to the City of London. They are 
less a history of the British sanitary movement than a tribute 
to those who took the largest part in it. Half the book is 
devoted to Chadwick, Farr, and Simon, of whom Professor 
Greenwood says: “few who pass their memoria! plaques on 
the facade of the London School of Hygiene could say what 
any of these men did and of the few more would remember 
Chadwick than Farr or Simon.” His own preference is for 
Farr, with whom he has the greatest sympathy; but he 
admits that, of the three, Chadwick had much the greatest 
influence on the sanitary conscience of the people. Chadwick 
had received no scientific training; indeed, he had no science 
of his own, and what he borrowed was not always culled 
from the best sources. He was no orator, and his writings 
are forgotten; but he was a man of action. Having little 
care for himself, he ordered people about, and made many 
enemies, who eventually prevailed and drove him from office. 
Simon was intellectually far ahead of Chadwick, but he was 
more careful of himself, though he too fell from power for 
reasons which are not quite clear. Both lived to an advanced 
ago in retirement. a 4 

The book is written with Professor Greenwood’s usual 
skill and will be read with special pleasure by those who 
know him and share his interest in the Wevelopment of 
biometry. 
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LONDON: SATURDAY, JULY 24, 1948 


`. Atomic Defence 


Tue Armed Forces in the United States naturally 
like their doctors to have a working knowledge of 


the principles of atomic radiation, the protection of. 


people handling radioactive materials, the treatment 
of those exposed to radiation, and the possible methods 
of minimising the effects of this exposure. The 
essentials were lately summarised in a symposium * ; 

but when this has been assimilated there remains the 
question, present in everyone’s mind since Hiroshima : 

what can really be done if an atomic explosion does 
occur, by accident or design? Kine? essays an 
answer in his article, but it is scarcely an encouraging 
one. . He admits that there is as yet no satisfactory 
protection against the streams of particles and the 


rays that are the result of an atomic explosion, After 


such an explosion there is an innermost area containing 
a lethal concentration of radiation in which it is useless 
- waste of man-power to'attempt rescue work. Outside 
this lethal area, however, much can be done by proper 
organisation, and in this organisation doctors have’ a 
prominent part to play. 


The American commission of investigation found 
that 260 out of Hiroshima’s 300 doctors were unable 


to assist in treating the wounded ; yet KING estimates ' 


that if there was an atomic attack on an American 
city at least a thousand doctors would be needed 
for weeks to treat affected and wounded people, to 
supervise the decontamination of people and areas, 
and to advise the military and civilian officials. In 
Kina’s view this calls for decentralisation. Hospitals 
and: medical‘ centres must be well away from centres 
of industry and population. Blood-banks form an 
important part of atomic defence, since blood- 
transfusion is the only known treatment for radiation 
-sickness ; 
. —again at the periphery of areas—with enough 
equipment to give at least a pint of blood to each 
person in the area served by the centre. Trained teams 
will be needed to operate these banks and “‘ adequate 
reserve technicians ’’ should be available. Food and 
drugs in the affected area will inevitably become 
contaminated ; so stores of non-perishable foods and 
drugs must be established outside likely areas, 
preferably in underground shelters. In the Bikini 
experiment massive doses of penicillin were used, 
with good results, to prevent infection in the exposed 
animals; so Kina would have stores of “huge 
quantities ` of antibiotics,’ known and yet to be 


discovered, with equipment for their administration, ` 


all to be replaced as necessary. Another point to be 
considered is that water-supplies may be contaminated 
in reservoirs by radioactive material in rain or carried 
1. Nav. med. Bull., Wash. March-April, 1948. -Supplement on the 


paration and Measurement of Isotopes § and Some of Their 
Medical ‘Aspects. 


2. King, E. R. Ibid,’p. 185. 


tamination centres’ were a familiar 


therefore blood-banks must-be established 


- this one aspect of defence.) 


by the wind; so reserve water-supplies from deep 
wells or large distillation plants are proposed. Decon- 
part of civil 


defence in this country; and they would be all 


the more necessary with atomic ‘radiation, since 


anyone from a “ dirty ” area would need to shed all 


. clothing and all personal belongings, scrub down in- 


running “‘ clean ” water, and put. on fresh clothes. 
The disposal of the ‘dirty ” 
presents peculiar problems, and Kine suggests that 
the site of disposal should be in the contaminated 
area, itself. Something can be done to protect the 
rescue-worker with special clothing and special masks. 
Masks should be provided for everyone and Kina 
would have the population educated in their use 
beforehand. Real protection could only be obtained 
in underground shelters with at least.5 feet of concrete 
for the roof, and since people would have to stay in 
the shelters until all dust, water, and spray had 


settled they would have to be properly equipped. 


Finally there is the question of evacuation of casualties. 
and of population when a town’s services have become 
seriously disorganised. Experience suggests that 
communications in a large area would be completely 
disrupted, and in fact it would not be worth evacuating 
people from the central area since they would have 
been exposed to lethal radiation and would all die 
sooner or later even if they survived the blast. In 
most cities as now built disruption at the centre 
involves lengthy detours ; Kına regretfully admits 
that it is not practicable to “revamp the nation’s 
communication system,” but he would like to see. 
new buildings planned on`the radiating-spoke system, _ 
with ¡peripheral circular connecting ‘roads, as these 

would be ideal for atomic defence. : 


This then is the outline of an atomic-disaster plan, ’ 
and Kina naively hopes that a thorough under- 
standing of it will help in combating the “atomie 
neurosis.” We have our doubts. The plan is hardly. 
inadequate, yet it seems to involve the entire replan- 


ning and redistribution of hospital services, with all 


the waste of time and energy that travelling to and — 
from a peripheral centre would involve. Great stores 
of equipment and material must be formed: and 
sterilised—and all of. materials of which we cannot 
get enough for our peace-time needs. The very water- 
supplies and communications system must be altered. 

Houses must be built to the windward of industrial 
plants or military targets. Thousands of blood- 
donors must be listed. (KING ‘seems'to think it will 
be easy to locate them when the time comes, but 
experience in this country under attack showed how 
much organisation and effort was needed even for 
Then the population 
must be ready to abandon their friénds in:the central 
area, and’ must not go searching for relatives or- 
worrying about their personal problems ; if this were 
allowed, says Krna, there would be no-one left to 
conduct the rescue programme ! Surely such a scheme 
places impossible burdens on a population in times 
of peace, most of whom are having a hard struggle 
to maintain a decent standard of life for ordinary 
activities. It is true that even this country might 
survive the damage. caused by a. small number. of 
atomic bombs, and it is reasonable to consider what. | 
we should do if we found ourselves partially but not 


\ 


‘clothes and water _ 
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fatally injured. But that is a very different matter 
from the proposal that we (and presumably the 
people of all other countries) should henceforward 
make defence (active'or passive) the chief end and 
aim of our existence. : : 


Tuberculosis in Scotland | 


THE effect of the late war on the death-rate from 


tuberculosis is well known. An increase was one of. 


the expected evils, and it came with explosive sudden- 
ness. Nevertheless for some unexplained reason the 
peak reached in 1941 was followed by a fall, which 
in England was continuous, and by the end of 1945 
the English death-rate was the lowest on record. 
In Scotland the fall was slower, but it too was pro- 
gressive, and the tuberculosis deaths during 1945 
(3803) were 9% fewer than those of 1941 (4175) 
though they were still more than 10% above those 
of 1938 (3431). The fact that the disease is one which 
usually lasts for years makes it unwise, however, to 
base any forecast solely on recent mortality figures ; 
and despite the fall in the number of deaths there 
have been other and perturbing trends. 

The rise in the incidence of tuberculous meningitis 
which was seen both in England and Scotland during 
the early years of the war could only be interpreted 
as evidence that infection was being diffused among 
` a young population which had hitherto partly escaped. 
It was greatest in Scotland, and in its peak year 
—again 1941—it reached a figure 48% above that of 
1938. Moreover, while deaths fell, notifications in 
Scotland rose by 1943 to an annual total of 10,088, 
‘the highest singe 1929, and the respiratory portion 
of the total was the highest since 1926. Notifications 
fell during 1944, remained stationary in 1945, and 
again rose during 1946 and 1947, when they totalled 
9973. Admittedly there are fallacies in notifications, 
but it is hard to account for the great increase. Those 
who watched the rising figures awaited with misgiving 
the harvest they portended, ‘and the first evidence of 
that came in 1946, when the death-rate, after its 
_ steady slow fall, rose suddenly to that of 1942. Last 
year it was almost back to the peak figure of 1941 ; 
and Mr. Warrer Ettior, speaking on the Scottish 
health estimates in the. Scottish Grand Committee 
of the House of Commons on July 1, did well to 
draw attention to a situation which is, as he says, 
disquieting. ' | 

It is difficult: to see the facts in perspective. 
Conditions of life probably differ little in England 
and Scotland, taken as a whole ; but in both countries 
they differ greatly from district to district. There 
is little doubt that tuberculous infection has become 
more widespread in the industrial areas of Scotland ; 
and if we remember that some 40% of the Scottish 
population is congregated in the industrial belt of 
the West, where conditions of life and housing leave 
much to be desired, we may find a partial explanation 
of the big increase of notifications and the rising 


-death-rate. This increase will certainly dispel any - 


complacency based on the falling mortality figures of 
the past six years, and it should also dispe] any 
hopes of conditions righting themselves. In Scotland 
the number of infectious patients in the community 
has increased at. a time when it grows harder and 
harder to give institutional treatment to. those who 


TUBERCULOSIS IN SCOTLAND 


~ faced with the vicious circle of increased infection, 
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ought to have it. Treatment in thé home is therefore 
more and more required; but so long as houses are 
overcrowded it will remain impossible to secure the 
isolation needed if such treatment is to be safe. -In 
considering the present situation we cannot ignore, 
either, the possibility that the disease may be favoured 
by some of. the present restrictions of diet. Tubercu- 
losis has always been a problem of the adolescent 
and it is taking a disproportionately heavier toll 
of the young. Among Scottish women in 1947 the 
death-rate from tuberculosis of the lungs was 63 per 
100,000 ; but in the age-groups 15-25 and 25-35, 


the ages of adolescence and full fertility, the rates 


were 142 and 147. Quite possibly the food nowadays 
consumed by young adults does not fully meet their 
needs for protein or perhaps for fat ; and we are still 


overcrowding, and poor nutrition. At the back of it 
all are the economic effects of war, which dominate 
the national life and the life of the individual. ` 


‘Renal Tubule Dysfunction 


Most students of pathology know that at necropsy 
the kidney gives a positive prussian-blue reaction in 
pernicious anzmia, acholuric jaundice, and other 
hemolytic anzemias; that this is due to hæmo- 
siderin present in the tubule cells; and that hæmo- 


siderin is the iron-containing moiety remaining in the ~ 


cells after katabolism of hæmoglobin removed from 


the glomerular filtrate at times of hemoglobinzmia. | 


Most too are familiar with the fatty appearances of 
the kidney and fatty casts in the urine in various 
forms of nephritis and “ nephrosis,” and they will 
also recall the hyaline droplets formed in the renal 
epithelium which are likewise associated with 
increased glomerular permeability the result of 
glomerular damage. These conditions are mani- 
festations of renal athrocytosis, described by Po. 
GÉRARD! as the characteristic property of ~ the 
vertebrate nephron—the resorption of electronegative 
colloids through the apical surfaces of its cells, which 


become increasingly permeable from the proximal to 


the distal end of the striated border segment of. the 

nephron. | TEE | 
In health the human glomerular capillary membrane 

is impermeable to molecules of the size of the plasma 


proteins, and albuminuria is usually taken as evidence ` 


of glomerular damage, save perhaps occasionally 
where it follows exertion. The hæmoglobin molecule 
(molecular weight 68,000) is about the largest to pass 
through the normal glomerular filter, and RATHER? 
has used hemoglobin as a “ marker” substance in 
the study of renal athrocytosis. He gave rats intra- 
peritoneal injections of purified human hemoglobin, 
l g. twice daily. for five injections, and found that 
2 hours after the first injection (when the hemoglobin 
had been absorbed into the blood-stream and reached 
the glomerulus) there were particles of stainable 
hemoglobin in the epithelial cells of the proximal 


-convoluted tubules, and at 17 hours the cells were 


packed ; demonstrable hemosiderin was maximal at 
65 hours. While the tubule cells were becoming 


sated with hemoglobin, a more concentrated form of 


hemoglobin appeared and accumulated within the 


1. Gérard, P. J. Anat. 1935, 70, 354. are 
2. Rather, L. T. J. exp. Med. 1948, 87, 163. 
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tubule, beginning at the junction of the connecting 
tubule and the terminal part of.the distal convo- 


` Tuted tubule. At 17 hours theintraluminal hæmoglobin 


had increased and in’ cleared thick sections a few 
nephrons were thus outlined in their entirety; at 
65 hours most of the nephrons were so delineated and 
the glomerular spaces too contained hæmoglobin. 
Later (113 hours) tubule walls ruptured and hamo- 
globin escaped to the interstitial spaces, except 
distally where it “ plugged” the tortuous tubule ; 

later still (161 and 185 hours) the intraluminal hæmo- 
globin had further diminished and some reaction had 
At 329 hours _ 
almost all the proximal convoluted and other seg- ` 
ments of the tubule were lined by normal epithelium ; 

& few atrophic tubules contained dense masses of 
hæmosiderin. Some tubule dysfunction was a conse- 
quence of the high levél of hæmoglobinæmia in these 


- experiments—about l~g. per 100 ml., corresponding 


to that seen in man after hæmòlysis of about 400 ml. 
of whole blood. About 70 hours after the initial 
(and 20 hours after the final) injection the urinary 
output dropped to 15% of the previous value; and 
this oliguria seemed to be associated with slowing of 
the flow through the lumen of the nephron, a conse- 
quence of the increased viscosity of the protein-rich 
fluid, as well as with the degree of athrocytosis. 

. In rabbits, hemoglobin ‘“nephrosis” can be 
produced consistently when the animals are deprived 
of water and then given repeated injections of hæmo- 
globin. YorgE and Navss ° originally pointed out 
- that the preliminary feeding of rabbits on dry oats 
increased the severity of the hemoglobin nephrosis 
resulting from subsequent intravenous injections of 
hemoglobin, and Fink + showed that the intravenous 
injection of hemoglobin into dogs not deprived of 
water was followed by hemodilution and he suggested 
that the hemodilution aided the excretion ‘of the 
hæmoglobin in the urine. Larrcm 5 has confirmed 


“ (in rabbits) that when available fluid is first depleted 


by depriving the animal of. water, hæmoglobin 
entering the renal tubules results in the formation of 
pigment casts. He also reported. dilatation of some 
obstructed tubules and focal necrosis of other tubules 
in rabbits which developed uremia, BYWATERS and 
StTEaD,° by combining dehydration with acid diets in 
rabbits, found that compression of the leg muscles 
and the injection of human myohzmoglobin produced | 
myohexmoglobinuric nephrosis. In crush syndrome 
{myohzmoglobinuric nephrosis’) and mismatched 
transfusion (hsemoglobinuric nephrosis) the main 


renal lesion is in the ascending limb of Henle’s loop. 


and in the distal convoluted tubule, which show varying 
degrees of necrosis, desquamation, and later epithelial 
regeneration ; and pigment Casts are not uncom- 
monly found in the collecting and distal convoluted 
tubules.. From studies in these two conditions and 
from experimental work BywatTers ? concluded that 
in pigment nephrosis there is a direct physiological 
(resorption) block in the renal tubular epithelium, and 
the recent studies in renal athrocytosis support his view. 


3. ‘Yorke, W., Nauss, R. W. <Ann. trop. Med. Parasit. 1911, 5, 287. 
4. Flink, E. B. J. Lab. clin. Med. 1947, 32, 223. 
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_ Nevertheless, the occasional paucity of pigment and 
pigment casts in crush-syndrome kidney ê and in black- 
water fever °? suggested that some factor other than 
simple obstruction operates to cause failure of tubule 
function in these and allied conditions. MAEGRAITH 
and FINDLAY ® suggested that a redistribution of the 
intrarenal -blood-flow, in which the cortex was mainly 
bypassed, was partly responsible for degenerative 
changes in the highly specialised tubule cells; earlier 


`- Riapon 1° had emphasised the rôle of anoxia resulting 


from the anæmia of malarial infection, and “ renal 
anoxia ” as a functional concept was also advanced 
by Toms.” Following release of 4-5 hours of com- 


‘plete limb ischzmia in chloralosed cats KEELE and - 


SLOME 7? recorded a sharp fall in renal: blood-flow 
(to about 30% of its initial value)—more than could 
be accounted for by the fall in blood-pressure. ‘Later 
TrRuETA and his co-workers!% described their 
tourniquet experiments, designed tó simulate crush 
syndrome in man, and reported arterial vasoconstric- 
tion, apparently extending proximally from iliac to 
renal arteries, which greatly reduced the renal cortical 
blood-flow, and, by diversion, augmented and acceler- 
ated the medullary blood-flow. This mechanism has 
been said to operate in human crush syndrome; but 
these tourniquet experiments were of the “acute ” 
variety and none of the animals lived long enough to ` 
develop tubular lesions and the associated oliguria, 
anuria, and uremia. BYWATERS ” complains that 
reflex vasospasm is too freely used by various writers 
to account for crush syndrome anuria. Too little 
regard is now paid to the long-recognised autonomous 
capacity of the kidney to maintain its blood-flow in 
face of variations in the general circulation and of 
changes in bodily posture.14 Severe tubule dysfunc- 
tion and oliguria with attendant electrolyte upset and 
urzemia occur in some cases of abortion, with.moderate 
to severe blood-loss and vomiting,!5 in which, as 
after hzmatemesis and melæna,!6 there is a great 
reduction in glomerular filtration and in renal 
blood-flow. 

Similar disorders of tubule function occur in a 
variety of other conditions, including incompatible 
blood-transfusion and blackwater fever, as well as in 
crush syndrome. In reviewing the common facters 
causing renal failure in these conditions Foy et al.?7 
emphasise dehydration, with diminution of blood- 
volume, renal blood-flow, and glomerular filtration, 
rather than tubule blockage as the cause of the 
anuria. Dehydration is also a common factor in 
other conditions in which tubular lesions and acute 
renal. failure are described—excessive vomiting in 
pyloric stenosis, cholera, Weil’s disease, yellow fever, 
and concealed accidental hemorrhage. General 


depression of renal blood-flow (with autonomous renal 


adjustment) will affect most those distal tubules 


8. Bywaters, E. G. L., Dible, J. H. “J. Path. Bact. 1942, 54, 111. 
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whose oxygen requirements are greatest and whose 
function is associated with a highly concentrated 


filtrate of altered reaction. Thus it seems that the 


partial ischemic and/or anemic anoxzmic elements 
cannot be excluded in crush syndrome any more than 
in blackwater fever or mismatched transfusion. 

The recent experimental work of BADENOCH and 
Darmavy 18 showed that tubular lesions morpho- 
logically and functionally closely comparable to those 


COST OF MENTAL HEALTH 


in human crush syndrome can be produced in rabbits - 


by renal ischemia only. In unilaterally nephrec- 
tomised rabbits the artery of the remaining kidney 
was severely constricted for 60, 90, or 120 minutes. 


‘The animals of the first group showed characteristic 


lesions in the ascending limb of Henle and in the 
distal convoluted tubule, namely: degeneration and 
later repair with epithelial plications, and tubovenous 
herniations ; they exhibited varying degrees of urea 
retention and survived for between 7 and 14 days 
(20%) or longer (80%). When severe renal ischemia 


18. Badenoch, A. W., Darmady, E. M. J. Path. Bact. 1947, 59, 79. 
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was maintained for 90 and 120 minutes the tubular 
lesions were more extensive, more severe and acute, 
and the mortality-rates (not surviving beyond 
14 days) were 60% and 100% respectively. 
similar experiments,)® severe renal ischemia and 


simultaneous hemoglobinzmia resulted in an increase 


in the mortality-rates of the two shorter-period 


groups, indicating the summation of the ischzmic | 


and athrocytic effects. These factors are not mutually 
exclusive but synergistic. 


Of those who have drawn an analogy between the . 


renal lesion of crush syndrome and that found after 
incompatible blood-transfusion, in blackwater fever, 


‘and in paroxysmal heemoglobinuria and other con- 


ditions,,some emphasise the pigment and athrocytic 
aspect to exclusion of the ischemic and ansmic 
anoxzmic factors: it seems probable that all these 
factors are involved and that the part each plays 


depends on the nature of the primary or precipitating: 


condition. 
19. Pathological Society of Great Britain and Ireland, January, 


Annotations 


: COST OF MENTAL HEALTH 


JUDGING by the spate of films, radio plays, and novels 
in which the blessed word ‘‘ psychology ’’ provides the 
background of the drama, the general public are now 
ripe for a little practical teaching on mental health. 
They have assimilated with unexpected enthusiasm the 


conscious eye ; and though they are perhaps more prone 
to attribute peculiar subconscious twinges to their 
neighbours than to themselves, they have now some 
inkling that people who behave obscurely, eccentrically, 
or even plain badly are not always wholly and consciously 
to blame. This is a great step forward from the days 
when the eccentric was a walking invitation to his 
neighbours to pelt him with mud or scorn him with 
hard words. But the conception is still intellectual 
rather than emotional. It is easy enough to say ‘‘ poor 
feller ” when the amnesic hero of a film reveals his 
mental anguish in appropriately moving gestures ; much 
harder to bear at close quarters the difficult old aunt 
who hides rubbish in drawers and looks so odd to the 
people next door. Yet tt is with the difficult aunt that 
the public. need help—and with the convalescent but 
still psychotic brother returned from a mental hospital, 
the unlovable type of imbecile child, the depressed and 
weeping father, the anxious obsessional elderly spinster 
who worries her landlady, the paranoid kinsman who 
makes enemies for the whole family. These are ‘the 
mental-health problems which face us in real life, and 
they are exceedingly common. 

It is thus the more astonishing that the annual report 
of the National Association for Mental Health records 
on every other page the restrictions imposed by lack 
of funds. This association, incorporating the Central 
Association for Mental Welfare, the Child Guidance 
Council, and the National Council for Mental Hygiene, 
undertakes wide duties in aftercare, social case-work, 
problems connected with guardianship and licence, 
foster-home placement, care of epileptics, and many 
other activities, and also carries on research and provides 
homes and hostels for mental defectives and maladjusted 
children. The council of the association find there is a 

owing demand for talks and lectures on mental-health 
subjects, and that increasing numbers of candidates are 
coming forward for training in mental-health work. Group 
meetings for discussion and the study of mental-health 


- notion that more goes on in the mind than meets the - 


questions are attended well by members of local associa- 
tions. Yet “ subscriptions and donations remain small,” 
Dr. Kenneth Soddy, the medical director, reports, “ and 
there is no indication that the work will readily command 
public support.” Is this because the public in general 
have not yet been able—or perhaps have not been 
successfully encouraged—to link up their interest in 
‘“ psychology ” with the mental-health problems they 
encounter in their ordinary lives? Prof. Alexander 
Kennedy, speaking not long ago after a wireless pro- 
gramme which illustrated the life-history of a paranoid 
case, said the advantage of such broadcasts was the 
insight they: gave into mental illness. Certainly the 
broadcast in question, ‘‘ The Man Who Liked Clocks,” 
excited sympathetic interest. It should be possible, in 
some of the health programmes, to give short accounts 
of typical case-histories of patients with neuroses and 
recovered psychoses, and to explain the help the associa- 


tion can give both to patients and to'friends and * 


relatives. Once these services are widely understood 
and recognised adequate funds should be forthcoming. 


OUR HOSPITALS IN RETROSPECT. 


ONLY when very young do we fancy our generation’s 
chances of putting some human institution right. Later 
we realise that building is perpetually going on, and that 
the most any one generation can do is to contribute— 
or drop—a few bricks. The story of our hospitals} 
told in the Britain in Pictures series by Mr. A. G. L. 
Ives, secretary: of King Edward’s Hospital Fund for 
London, is an outstanding example of this human 
technique. This year the contributions made indus- 
triously and half unconsciously since the time of 
Edward VI have grown together into an integrated 


. hospital service, and we may well sit back and regard 


it with astonishment for a few moments, as coral insects 
might on finding they had made an atoll. In the hands 
of Mr. Ives the story is never. dull, for he draws on an 
extensive fund of knowledge, and like a good compére 
offers us in this review the rare and refreshing rather than 
the familiar and stale. Much that has gone before was 
better than the practice of today : thus in the sixteenth 
century, at the newly refounded St. Thomas’s, it was 
customary for one of the almoners to attend at meal- 
times to see that “rations were ample and properly 
cooked’’; Thomas Guy originally intended that his 
hospital should provide for the chronic sick and the 
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mentally i; and an engraving fram the Illustrated 
Times of 1858 shows a ward in Great Ormond Street 
which has all the loving comfort of a Victorian Nursery. 
Moreover, only a few children are shown in bed; most 
of them are up and playing on the toy-strewn floor 
or taking tea round a large family table. 

The segregation of the chronic sick in separate hospitals, 
which has proved such a bad custom, began about 1700, 
when the pressure on beds in Barts and St. Thomas’s— 
the only two hospitals caring for the sick of London— 
made it necessary to’ prefer the curable to the incurable, 
and the rule was made that: ‘no incurables are to be 
received.” © The heydey of voluntary foundations was 
in the 18th century, when most of the London teaching 
hospitals and many great hospitals in the- provinces 
sprang up. By 1825 no less than 124 hospitals and 
dispensaries had been established, 10 being in London, 
the rest in the provinces and Scotland. How fortunate 
were our sick that their hour came during the best period 
_ of classical architecture ; and how luckless the mentally 

‘ill, who came in for the Gothic revival! The illustrations, 
at first sight monotonous, prove on closer study to be 
‘one of the charms of this book: one beautiful building 
after another testifies to the taste as well as the bene- 
volent intentions of the founders of our voluntary 
hospitals. In a last chapter Mr. Ives picks out the 
best in our tradition, and shows how it is or could be 
safeguarded in the new era. We have built, as he says 
on an earlier page “ a form of organisation which offered 
freedom to the medical men who worked in the hospitals 
and enabled them to bring pressure at first hand upon 
those responsible for policy and finance. 
of so many British institutions, the secret was found 


almost: by accident. Surprisingly, the system worked...” 


-INCIDENCE OF CHRONIC DISEASE 


THe dominant factor in forecasts of the country’s 
medical needs, whether in industry, in local health 
services, or in the hospital regions, is the rising proportion 
of older folk. This ageing of the population inevitably 
brings with it an'increase in chronić disabling disease ; 
yet our ignorance of even the present extent of this is 
= abysmal. We know neither its prevalence (i.e., the 
number of people within each age-group and sex-group 
thus affected ‘at any one time), nor its incidence (i.e., 
the number of fresh cases arising yearly among people 
of these age and sex categories). The pre-war Scottish 
reports on sickness among the employed, useful though 
thus limited in scope, have not been revived. There is 
no sizeable counterpart in Britain to the National Survey 
made in the U.S.A. in 1935-36, which showed the 
prevalence-rates at various ages in a large sample of 
the American population. This survey did not, however, 
provide any estimate of the incidence of chronic disease. 


A useful approach to this aspect of the problem has - 


been made by Lawrence,’ of the U.S. Public Health 
Service. As chief of familial studies, he has resurveyed 
1822 white families included in the original Hagerstown 
study, made between 1921 and 1924. The members of 
these families surviving in 1943 were interrogated 
about the presence or absence of such chronic disabling 
diseases as mental disorders, sciatica, neuritis, rheuma- 
tism, chronic respiratory disease, peptic ulcers, hernia, 
cardiovascular renal disorders, and the results of serious 
- injury. The causes of death were recorded for those 
who had not survived the twenty-year period. From 
these ‘data Lawrence has built up a table giving the 
twenty-year rates of incidence of chronic disease, and from 
this, by a mathematical “ smoothing ” of the resultant 
curve, he has estimated the five-year incidence-rates. 
‘These estimates show that up to 25 years of age the rate 
of ,oecurrence of new cases during a five-year period 
increases slowly to 35 persons per 1000. This implies 
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that of 1000 men found fit at the age of 25 years, 35 will | 
‘probably develop 9 chronic disability before their 


thirtieth birthday. From then on, the rate gradually 
rises to about 100 cases per 1000 at age 45. After this 
the five-year incidence-rates rise steeply to nearly 250 
per 1000 at age 60, 400 at 70, 575 at 80, and 900 at 90 
years of age. In other words, the provisions for the 


. medical care of people over 65 must assume that a 


least half will have some chronic disease. . : 
These are, of course, approximations based on a 
relatively small sample of 5027 persons, but their validity 
is supported by the fact that the chronic morbidity 
prevalence-rates and the mortality experience provided 
by the same data agree remarkably well with expectations 
based on a wider national experience. Unfortunately, 
but inevitably, the original assessments of disability 
depend on the subject’s testimony and not on physical | 
Again, no breakdown by type of disease 
is practicable with such small numbers; yet what the 
consultant psychiatrist to a regional hospital board, 
for example, wants to know is not so much the total 
volume of chronic disability as the proportion of that 
total due to mental disease. For those reasons, among 
others, no direct translation of these results into an 
English context is feasible, and-we must rely on' the 
conduct over here of similar larger-scale studies to 
provide the data without- which intelligent planning in 
the new service will be impossible. ; | 


MEDICAL TREATMENT OF HYPERTHYROIDISM 

In the Addison lecture for 1948, delivered on July 9 
at Guy’s Hospital, Prof. E. B. Astwood, of Boston, 
Mass., outlined his original work on goitre which cul- 
minated in 1943 in the introduction. of the antithyroid 
substance, thiouracil, and its derivates. Since then he 
has treated 400 unselected cases of hyperthyroidism, of 
which over 300 received propyl thiouracil. He pointed 
out that the aims of therapy must always be twofold : 
to restore normal metabolism promptly, and to secure a 
permanent remission of symptoms.: The first aim can 
be achieved in the great majority of cases where iodine 
has not previously been given. It is important to space 
out the daily dose of thiouracil throughout the 24 hours, 
and Astwood stresses the unwisdom of alarming the 
patient with information about the potential dangers 
of the drug she is taking. It is sufficient, he believes, 
to ask the patient to report back only if she feels ill, 
and no restriction need be placed on her general activity. 
As a rule Astwood does not see his patients more often 
than once a month after the first three weeks of treat- 
ment. To secure a sustained remissjon of symptoms, 
he advocates over-treatment of the patient just to the 


point of subnormal thyroid function. He prefers to keep 


his patients very slightly pasty and sluggish for as long 
as six months, over which period the initial dose is . 
maintained. He does not agree with the general view 
that relapses are commoner im men than in women. 
‘The ‘over-all remission-rate in this series is as high as 
85%. He finds that menopausal cases respond particu- 
larly well, and that the fotal thyroid is not endangered 
by treatment during pregnancy provided that full 
myxcedema is avoided. Among his most difficult cases 
have been children, some of whom had already proved 
resistant to surgery ; he suspects that the same patients 
may be resistant both to surgery and to the antithyroid 
substances. j 

\ The surgical members of his large audience were 
startled when Astwood quoted the surgical follow-up 
figures of Goldman, who noted a complication of one 
kind or another in 49-9% of his carefully observed series, 
and obtained lasting relief in only 41:8% of his cases. 
He quoted another carefully studied series by Vander 


Laan and Swenson,! who. claimed wholly satisfactory 


poA n 
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results from surgery in not more than two-thirds of 
their cases. An equivalent British series is not easy to 
find ; but even if the mortality-rate for surgical treat- 
ment is taken to be at best 1%, it compares unfavourably 
with the mortality-rate with thiouracil, which has never 
exceeded 0:5%. The deaths have all been from agranulo- 
cytosis, which occurred chiefly in the early days of the 
drug, when higher doses were given. Astwood concluded 
with some remarks on radioactive iodine, of which only 
a single dose is necessary. In addition to controlling 
toxicity, radioactive iodine may cause a reduction in 
simple diffuse goitre. Serious obstacles, however, are 
the necessity for precision instruménts to calculate the 
correct dosage, which varies from case to case, and the 
liability of radioactive iodine to produce myxedema 
without fully controlling the thyrotoxicosis. 

As Sir Charles Harington remarked in thanking the 
lecturer, a medical world dazzled by the advent_ of 
sulphonamides, penicillin, and streptomycin has not 
accorded full recognition to the brilliance of the work 
which goes far, and promises to go still further, towards 
complete success in the therapy of hyperthyroidism. 


GLOUCESTERSHIRE MATERNITY SERVICE 


THE Ayrshire maternity service, described on another 
page, has its counterparts, here and there, in other parts 
of the country. A good one of the kind has been set up 
in Gloucestershire by Dr. Kenneth Cowan, the county 
medical officer of health.! Centred at the Sunnyside 
Maternity Hospital, Cheltenham, the emergency service 
deals with emergency cases within the borough and over 
the northern part of Gloucestershire, and links up with 
others operating, from Bristol and from the Radcliffe 
Infirmary, over the south and south-eastern areas of 
the county. When a call is received one of the resident 
doctors and a midwifery sister go by car, taking a 
blood-transfusion apparatus, to the patient’s home. If 
necessary an ambulance goes as well, and an obstetric 
consultant is notified. Trained midwives are scarce, 
and Dr. Cowan is arranging a part-time scheme in the 
hope that trained women will help with day work or 
night duty. Part-time schemes have a way of succeeding 
in Gloucestershire, and it will be interesting to see how 
this one goes on. 


FOOD FOR THE ATHLETE 


-THE athlete has sometimes been roughly treated 
by physicians and physiologists. According to Pliny, 
. he sometimes had his spleen removed to make him 
run faster; and the athlete were given much meat and 
little water—a regimen observed down to the present 
century. Writing at the end of the 18th century, 
Sir John Sinclair recorded that the common practice then 
was for the athlete to take an emetic, which was followed 
by purgatives, and then to eat meat and drink a small 
quantity of fluid. A century ago the Oxford system of 
training for rowing included a breakfast of meat, dry 
toast, and a very small amount of tea, and a lunch and 
supper of meat, bread, and a pint of beer; except for 
the watercress which was occasionally included, this was 
a scorbutic and dehydrating diet. Today athletes still 
aim at a dietary rich in animal protein ; but restriction 
of fluid is now recognised as harmful. 

How far traditional beliefs can be reconciled with 
proven facts was discussed by the Nutrition Society at 
a meeting in London last Saturday. All athletic per- 
formances demand codrdinated and controlled expendi- 
ture of energy. Alterations in a normal diet cannot be 
expected to affect this muscular and nervous coördina- 
tion; but changes in diet may affect the amount of 
energy, and the rate at which this can be made available, 
during performance. At the meeting Mr. P. Eggleton, 
D.SC., emphasised the enormous variation in energy 


1. Cheltenham Chronicle, May 8. ° , 


expenditure by athletes. Athletic performances’ can 


be conveniently divided into four classes: (1) single 
efforts, in field events such as the high jump and throwing 
the javelin; (2) sprints and hurdle races up to and 
including the furlong ; (3) middle-distance runs from the 
quarter-mile to the twelve miles; and (4) those taking 
more than one hour, of which the marathon is the best- 
known example.. As Mrs. D. M. Needham and Dr. 
Eggleton made clear, the muscles obtain energy from 


three main sources: (l) hydrolysis of `“ energy-rich ” 
organic phosphates, (2) conversion of glycogen to lactic 
acid by hydrolysis, and (3) oxidation of glycogen via 
pyruvic acid to carbon dioxide and water, through 
the agency of atmospheric oxygen brought to the muscle 
by the circulatory and respiratory -systems. 
speaking, each of the. first 3 classes of performance 
depends, respectively, on each of these three sources of 
muscular energy. The 4th class uses energy supplied 
by oxidation in the muscles ; but here the rate of energy 
supply is limited not by oxygen transport but by sub- 
strates for oxidation by the working muscles. 
is some evidence that stores of energy may be affected 
by variations in diet; but there is less evidence that 
rates of utilisation can be similarly affected. A high 
carbohydrate diet favours energetic efficiency and 
endurance, and certainly leads to a maximal liver- 
glycogen level, which may be important for class-4 
performers. That it leads to an enhanced musele- 
glycogen level is less certain. A high carbohydrate 
diet is perhaps also important for class-3 performances 
(those limited by oxygen supplies). The calories per 
litre of oxygen used at a respiratory quotient of 0-7 


Broadly - | 


There ` 


are 4:69, and at a respiratory quotient of 1-0 are 5-05 . ` 


—a difference of about 7:-5%. The classical investiga- 
tions of Krogh and Lindhard, and reports by later 
workers, on efliciency at various respiratory quotients, 
show that at 1:0 work is about 8% more etlicient than 


at 0-7. During oxygen-limited work, therefore, the 
effective work yield per litre of oxygen used in oxidising 
carbohydrate is about 15% greater than in oxidising fat ; 
the nutritionist must thus advise the class-3 performer 


to take.a diet that will bring his carbohydrate stores 


to the maximum. 


Recent work in Boston has confirmed Chittenden’s ` 


belief that protein needs are not increased by muscular 
activity. Possibly, the traditional insistence on meat 


.for the athlete is related to the “ animal factor ” and 


polypeptides rather than to amino-acids or vitamins. 
The implication of some vitamins in the enzyme systems 
which partly govern rates of energy supply and utilisa- 
tion in muscle has stimulated research into the effect 
of muscular work on the need for vitamins. _The main 


investigations have been made in the U.S.A., particularly 
by Keys in Minnesota and Johnson in nae There 
is no evidence that the need for vitamins A, D, and K 
is increased by muscular work, and the same is ae obably 
true of vitamin C. At the meeting Mr. Geoffrey Bourne, 
D.SC., concluded that there is no convincing evidence 
that the addition of any or all of the vitamins to a 


normal diet leads to improved muscular performance. 
He denied that the so-called ‘‘ superphysiological”’ or 
“ pharmacodynamic ° usage of vitamins is desirable 
for athletes: | 
Discussing factors other than the strictly nutritional 
which affect the suitability of a diet, Sir Adolphe 
Abrahams pointed out that even in full training the 
athlete does not do very much work. The boat-race 
from Putney to Mortlake demands only 400 calories 
per man ; and the 7300-calorie diet reported to have been 
the average daily consumption by athletes at the 1936 
Olympic Games i in Berlin he regards as fantastic. Tem- 


perament is a dominant factor in deciding nutritional, 


requirements; in general the nervous and’ excitable 
sprinter consumes more food—though he does less 
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work—than the more placid long-distance man. The 
value of glucose and alcohol is chiefly psychological. 
Alcohol in moderate amounts with meals may help to 
ward off staleness. Though the first to suggest that 
glucose should be taken immediately, before races, he 
now believes that its effect is due principally to the 
pleasant sweet taste. 

Physiological research in-the twelve years since the 
last Games has strengthened the hypothesis that in 
the production of energy carbohydrate, fat, and protein 
finally follow a common path ; it is now virtually certain 
that these three main energy foods are partly or wholly 
interconvertible. Thus it seems that the athlete in 
training will do well to follow his own likes and dis- 
likes ; in satisfying his appetite he will get the carbo- 
hydrate and proteins he requires. He need take no 
vitamin pills or. glucose tablets, and he should drink 
freely—not necessarily avoiding alcohol with meals, 
provided that the amount is moderate. 


COST OF CONVALESCENCE 


As things stand at the moment, some patients have 
to pay for convalescent treatment while others get it 
free. There are three categories of convalescent homes : 
(1) a relatively small number transferred to the National 
Health Service; (2) a few that successfully appealed 
against such transfer and were ‘disclaimed’; and 


(3) a relatively large number remaining outside the service, 


which the Ministry of Health classes as “ holiday homes.” 
Though the regional boards are required to pay for 
patients in transferred and disclaimed homes, they 
have no power to pay for patients in holiday homes; 
and the methods of supporting hospital patients in this 
last and largest group still seem to be uncertain. The 
local authorities, it is true, have powers under section 28 
of the Act to pay for aftercare, and this is sometimes 
taken to include convalescence ; but the idea is new, 
and though the authorities generally agree to it, it 
may. be some time before any payments are actually 
made. Meanwhile, King Edward’s Hospital Fund Emer- 
gency Bed Service, which has agreed to provide, on 
request, information about vacancies in convalescent 
homes, finds that a curious situation is developing. All 
homes are fully booked, but the’ transferred and dis- 
claimed homes have long waiting- -lists, while waiting- 
lists - for the holiday homes are much shorter. It is 
clearly only a matter of time before patients in holiday 
homes ask : “ Why am I paying, here, when Mrs. So-and- 
so was sent to a convalescent home for nothing ? ” 

The regional boards are trying to arrange that the 
-local authorities should meet the cost for'patients sent 
to holiday homes; but this will take a little time to 
esťablish, and will oblige patients to answer questions 
about their income. Some of the teaching hospitals are 
themselves. paying for convalescent treatment in holiday 
homes, and this lead might possibly be followed by other 
hospitals until something more satisfactory is arranged. 
The principles of prevention and reablement upheld by 
the Act are contravened if some patients are charged for 
a reasonable and necessary period of recuperation while 
others are not. 


STREPTOMYCIN SUPPLIES 


For the past year the Emergency Bed Service (E.B.8.) 
in London has acted as an admission bureau for cases 
of tuberculous meningitis and miliary tuberculosis 
requiring streptomycin. This arrangement has worked 
well, and for some months the E.B.S. was able to find 
a bed for every case found to be suitable for streptomycin 
treatment. Unfortunately, however, since the number 
- of beds set aside in the selected hospitals for the official 
trial of streptomycin was limited, and because of the 
long course of treatment necessary, in April of this year 


the cases in the hands of the E.B.S. began to accumulate | 
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—which is highly undesirable in a disease where early 
treatment is essential. In the annual report of the 
King’s Fund Sir Harold Wernher, chairman of the - 
E.B.S. committee, says that during April 45 cases were 
awaiting admission, with little chance of finding a bed 
in time for treatment to be valuable. Lately this figure 
has fallen slightly to about 35—mostly children. It was 
generally understood that lack of dollars prevented any 
more streptomycin being imported, and that home 


production was unlikely to contribute significantly to 


our needs until the autumn.: It was therefore a pleasant 
surprise when the Minister of Health, in reply to Parlia- 
mentary questions on Tuy l4, made the page 
announcement : 


Streptomycin is not in short supply because of its cost in 
dollars at all. Production on quite a large scalé over here 
has begun. Already, together with purchases still being made 
from the U.S.A., it is enough to cover all medical needs for 
which the use of the drug is so far reliably indicated—and 
shortly it should do so without any need for purchasing 
abroad. I am advised as to the purposes just mentioned by 
the Medical Research Council. There is still some limitation | 
of suitably staffed beds and therefore some waiting-lists, 


-but—now that I am in a position to do so, since 5th July— 


I am asking all regional hospital boards to arrange additional 
facilities wherever they can. 


Immediately afterwards an official announcement was 
made that any hospital needing. streptomycin -for a 
patient with tuberculous meningitis or miliary tubercu- 
losis would be able to obtain it by applying to the Supplies 
Division of the Ministry of Health. As a result the 
E.B.S. accumulation vanished overniglt; 


WORLD HEALTH ASSEM BLY ` 


In the weeks since its opening on June 24 ! the World 
Health Assembly at Geneva has made slow but generally 
satisfactory progress, most of the work being done in 
the various committees. On the motion of Sir Wilson 
Jameson, for the United Kingdom, the United States 
delegation were admitted to full membership despite the 
reservations made by Congress in ratification. A more 
serious difficulty arose on July 10 when vigorous protests 
were made against the general committee’s nominations 
of a “slate °” of 18 members for the executive board, 
—to' be accepted or rejected as a whole. The committee 
had evidently found it difficult to reconcile such factors 
as the claims of the Great Powers, the fact that only 
8 countries in the American continent have so far 
ratified (compared with 24 in Europe), and the desire 
of the Russian group to be well represented. The 
committee’s nominations, which were ultimately endorsed 
by the assembly on July 14 by 39 votes to 10, distribute 
seats as follows: United States, Mexico, Brazil ; South 
Africa ; Egypt, Iran ;. India, Ceylon ; China, Australia ; 
Norway, Netherlands, United Kingdom, France, U.S.S.R., 
Byelorussia, Poland, Yugoslavia. Despite grave doubts 
on various sides, the assembly has adopted a proposal 
that five regional offices should be established as soon 
as a majority of the countries proposed for each region 
decide that they want to have one. Thus the Alexandria 
bureau is likely to be recognised as the regional centre 
for the Near East, while the “ Middle East ” will probably 
have an office in Mysore. African and Far Eastern 
regions, and the integration of the Pan-American Sanitary 
Bureau as the regional office for the Western Hemi- 
sphere, may take more time, and the financial aspect of 
regionalisation has yet to be squarely faced. 

As already recorded, the assembly has chosen Geneva 
as the permanent seat of the World Health Organisation. 
Next year’s meeting of the assembly is to be held in 
Europe, and Dr. Melville Mackenzie last week conveyed 


a warm invitation from the British Government to make . 


London the meeting-place. 
1. Lancet, July 3, p. 17. 
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AN OBSTETRIC EMERGENCY SERVICE . 


THe Ayrshire Emergency Domiciliary Service, with 
more than ten years’ experience to its credit, is an 
example worth studying. It was founded in 1937 by 
Dr. W. I. C. Morris, then consultant obstetrician to the 
Ayrshire County Council, and operated from the Seafield 
Hospital. In a report! on the work. of the service 
published in 1939, Dr. Morris noted that some 47% 
of the cases treated were operative emergencies, while 
45 % were cases of hemorrhage. Nowadays cases needing 
operative help are fewer—presumably because they 
reach hospital earlier—while the treatment of cases of 
hemorrhage has expanded greatly with improvements 
in the blood-transfusion services. The cases mainly 
treated today are postpartum hemorrhage, retained 
placenta, and incomplete abortion. 


EQUIPMENT | 


. The original equipment consisted of an instrument 
bag, a canvas and leather holdall, two canvas containers 
for sterile drums, a flask of dextrose'in normal saline, 
and a sphygmomanometer. The holdall contained various 
packets, in which were materials for dealing with different 
emergencies—preparation of vulva, forceps delivery, 
tears, craniotomy, and abortion. | 

Dr. R. de Soldenhoff, Dr. Morris’s successor, has 
lately given a description of the service today, and of 
the equipment used.? He pays tribute to Dr. Morris’s 
ingenuity in devising the original equipment: the only 
changes made have been those arising from the change 
in the character of cases dealt with. The mode 
equipment is as follows: ie i 

1. A bag containing drugs, anæsthetics, a hand centrifuge, 
antiseptics, syringes, and a head-light. — l 

2. A sphygmomanometer. | 

3. A tripod stand with a T-bar to carry blood-transfusion 
bottles. 

4. A box containing recipient and donor sets supplied by 
the West of Scotland Blood Transfusion Service. 


5. A box containing blood, plasma, and bottles with citrate | 


for donors. | 
_ 6. Five small drums for high-pressure sterilising, con- 
taining : a cutting-down set for giving blood ; spare dressings 
and uterine packs; gloves; caps, masks, and small towels ; 
lithotomy sheet and towel clips. , 
7. A canvas bag with straps containing a 
preparation-of-vulva packet, rubber mackin- p~ 
tosh, and rubber apron ; a drip-saline packet, | 
and a litre bottle of 10% glucose saline. i 
.8. A canvas bag with straps containing one | 
packet with material for suture of perineum | 
or repair of cervix, and another packet with 
material for clearing out incomplete abortions. 


THE SERVICE IN ACTION 


Any obstetric emergency associated with 
hzmorrhage can be dealt with using this 
equipment. On receiving a call, Dr. de 
Soldenhoff or his assistant, and a house- 
surgeon, collect the equipment (which has 
already been sterilised) from the front hall 
of the hospital, pack it into the back of 
a car and go to the case. The interval 
between receiving a call and setting out is 
never more than ten minutes. No case of 
the emergency type is brought into hospital 
until the condition is sufficiently improved 
for the patient to stand the journey by 
ambulance. A blood-pressure below 90 mm. 
Hg systolic is looked upon as a bar to 
travel: when a case is to be moved the ` 
blood-pressure should be within the region 
of 100. The patients are mostly victims of 
severe hemorrhage and have undergone the 


1. Trans. Edinb. obstet. Soc. 1939, p. 77. 
2. Paper read before the Edinburgh Obstetrical . 
Society on March 10. 
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‘strain of delivery or obstetric interference ; they do not 
stand travelling well. - 
TRANSFUSION 


All incomplete abortions of the emergency type are 
dealt with in the home, as are retained placente and 
postpartum hemorrhage, great care being taken to avoid 
over-transfusing. Whenever possible, blood is used— 
plasma being given only at the start of treatment and 
until blood is ready. | 

The patients are cross-matched and tested against 
high-titre Rh-factor serum. This helps to eliminate a 
number of Rh-negative cases, and—though not -com- 
‘pletely accurate—it picks out the majority of Rh-positive 
mothers and so is of use in emergency work. After the 
case has been dealt with a firm effort is made to take a 


pint of blood or more’ from the relatives, to replace blood. 


given. This is sent the next day to the West of Scotland 
Blood Transfusion Service. ‘Last year a total of 52 pints 
of blood and 38 pints of plasma were used in the emer- 
gency service. If, after the volume of blood lost has been 
partially replaced, the blood-pressure is still very low 
—say 70/40 mm. Hg—‘ Methedrine ’ is sometimes given, 
15 mg. intravenously and a further 15 mg. intramus- 
cularly. The results have been impressive, in some 
cases, in. restoring the blood-pressure, but methedrine 
has not yet been used in enough cases to justify any 
statement as to its ultimate worth. 

The danger of over-transfusion is always being stressed ; 
the team fully realise that, on occasion, patients have 
been killed by too, energetic replacement therapy and 
the giving of intravenous fluids too quickly. Once the 
patient’s general appearance improves and the pulse is 
steady (even though the blood-pressure may not have 
reached 100 mm. Hg) she is’ given morphine and left to 
recover, since her blood-pressure will eventually reach 
normal. - 

Morphine, however, may also be . given over- 
enthusiastically. Only enough should be given (Dr. 
de Soldenhoff thinks) to dull pain and ease restlessness. 
Larger doses depress the respiratory system, and these 
patients need all the oxygenation they can. get. In 
cases complicated by severe pain intravenous morphine 
is beneficial, and has helped shocked patients drama- 
tically. Where an anesthetic is required, intravenous 
thiopentone is used in minimal doses: more than 
0-4 gramme is rarely needed and it is given very slowly. 
The patient is always brought to the best possible 
condition for any operative procedure, but time is never 
wasted where there is bleeding with a retained placenta. 
The team’s first task is to control. the hemorrhage, 


—_— —- - ne << 


- The emergency equipment: l. Bag with drugs and syringes. 2. Spohygmomanometer. 3 
Tripod stand. 4. Donor set. 5, Bottle with citrate. 6. Containers for drums. 7, Bag 
with equipment for preparation of vulva. 8. Bag of instruments. 9. Centrifuge. 
Arm splint. Ii. Blood, Rh+ O, 
19 natural size.) 


10, 
12.Plasma. 13. Wooden box for blood sets. (About 
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-and this, it is stated, usually entails manual removal of 


the placenta. 
ANSWERING A CALL 
The service is now centred in the Ayrshire Central 
Hospital at Irvine. The team of two nowadays travels 
in an 8 h.p. Morris or Ford car. This is an interesting 


- measure of our present modest standards: Dr. Morris 


used a 21 h.p. Hillman, an easily recognisable car, which 
could be stopped by a policeman with a message if a 
call came through when he was out on less urgent duties. 
In his account of the service he mentioned the need 
for combining speed and caution in getting to cases. 
He was also ‘hoping: to see the team of two expanded 
to four—perhaps five. He would have liked to add a 
senior nurse, a chauffeur, and a universal donor— 
though he agreed that the chauffeur might : combine 
this last quality with the ability to drive a car.’ Modern 
transfusion technique has made the donor unnecessary, 
and with a smaller car the chauffeur has been squeezed 
out. 
de Soldenhoff urges doctors to send early when a patient 
is bleeding. He would like to see a conference over every 
maternal death, whether it happens in or out of hospital, 
at which all interested should be present. This, he 
believes, would help to prevent future tragedies. 


Disabilities 


| 9. INFANTILE PARALYSIS | 
. I CONTRACTED infantile paralysis while serving with the 


————$£@———— 


Merchant Nav y in the Far East in 1939. In 1942 I was 


discharged from hospital with complete paralysis of the 
left leg, partial paralysis of the right leg, abdomen, and 
back, “and diplopia in the left eye. I now wear a full- 
length calliper with a corset-type spinal jacket and use 


-two sticks to walk. 


Disability is mainly in the eye of the beholder. The 
reflexion I see when passing a shop window—the lurching 
gait, the two sticks, the black eye-shield—is almost 
unbelievable. In a mirror the sticks appear to be being 
forced on to the ground: it looks tremendously hard 
work. But in fact it is not. To me, walking on the 
level is almost effortless, and I feel I am using my sticks 
only as many people swing their rolled umbrellas. 

This misconception has a moral. Sometimes I have 
been disappointed that strangers do not share my 
enthusiasm for recovery. The mirror has told me why. 

To the fit it is something of a paradox that disability, 
like war, can bring new and unexpected opportunities 
for self-development. We see different images of the 
same object. So it is not surprising that, on firstacquain - 
tance, there is & gap between a disabled person’s view 
of his own disability and other people’s view of it. The 
successful disabled person is the one who narrows that gap 
by developing unsuspected abilities. - 

There are two alternative pitfalls which await the 
permanently disabled. First, there is the obvious danger 
of passively accepting disablement and so changing one’s 
life downwards, narrowing one’s interests and perhaps 
accepting lower employment to suit one’s néw condition. 
Secondly, there is.the not so obvious danger of refusing 
to admit one’s disability. Dr. Hannan! referred to this as 
“ over compensation.” If a disability is. permanént 
there is nothing to be gained by denying facts, and indeed 
so leng as one deludes oneself that the disability is only 
temporary one is building on sand and will get no nearer 
to becoming a successful disabled person. As I see it, 
the conquest of disability is the widening of one’s 
interests and the raising of one’! 8 standare of life, despite 
the physical handicap. 


EARLY RECOVERY 


Any success I have had in overcoming my disability 
can be traced back to the fact that throughout my 
21/, years in hospital I was never allowed to become 
mentally sluggish. ‘During the first 6 months, when I . 


"1. Hannan, J. H. Lancet, 1948, i, 655. 


The need for speed remains, however, and Dr. 


was either being moved from one Asiatic hospital to 
another or being shipped: home, there was a continual 
change of surroundings which did much to prevent 
boredom. Once back in England and safely billeted in 
an E.M.S. ward there were fewer distractions. But there 
were compensations, not the least effective. of which 
was meeting cases worse than myself. - Any nodules of 
self-pity were soon dispersed by being opposite two 
cases. of ankylosing spondylitis, lying on their beds as 
stiff as pokers from neck to heels. To see them happy, 
contented, and even occupied must have been a great 
boost to anyone’s morale. It was impossible not to feel 
that if life held something for them it probably held a 
good deal for me. 

I benefited too from the change from a private room 
to an open ward. Single rooms are pleasant enough, and 
I found the solitude and opportunity for meditation 
enjoyable. Nevertheless, by oneself one is inclined to 
lose touch with reality and even get fussy. An ortho- 
pedic ward full of long-term patients from Bermondsey 
and the Borough presents: very different conditions. If 
my existence was more austere it was certainly more 
healthy psychologically. At all events I was living. 
among real people, most of whom would, for economic 
reasons, regard a life of idleness—albeit enforced idleness 
—with abhorrence. I cannot emphasise too much the 
importance of living in a community whose members 
tacitly assume that they will return to some form of 
remunerative employment.. It was, I think, because of 
this outlook that we were such a remarkably contented lot, 
and this in itself helped all of us along the road to recovery. 

In addition to the normal therapies we were influenced. 
for the better by two external considerations—the 
weather and the design of our hut. The hut was in an 
open field, with three or four double doors on each side, 
so it was comparatively easy to move the beds out on 
the grass on sunny days; and fortunately those two 
summers were particularly sunny. We thus benefited 
from the sunlight and fresh air as well as from the 
change of scene, which since the beds were not always 
placed in the same position was doubly varied. Altogether . 
life was anything but stagnant, and it wasn’t surprising 


' that in a few months I began to develop the first 


compensation to disability—a satisfied outlook. 

The next step in my mental rehabilitation came about 
quite by chance. One evening the ward sister asked 
me to lend her a ruler so that she could rule up the 
Report Book. Having nothing particular to do, I offered 
to do it for her. For the next year that, and later the 
weekly store sheets and nurses off-duty list, became my 
regular ‘Saturday night work. It was astonishing how 
hard it was at first. The laboured care with which 
I measured the width of each column was almost laugh- 
able ; I suppose a year in bed had dulled my powers of 
concentration. But it was a tonic and I think it provided 
something which occupational therapy, then in its 
infancy, lacks. even today—a feeling of responsibility. 
However simple the job may seem now, it did not seem 
so elementary then, and I felt I was being relied upon 
to, get it done. Come Saturday night, and whether I 
wanted to or not I had to get down -to it. This 
compulsory disciplining of my mind produced the second 
necessity to fight disability—a constructive outlook. 

No paragraph on recovery would be complete without 
reference to the Infantile Paralysis Fellowship, whose 
activities have persuaded many a disabled person, that he 


will get a place in the sun. 


` 


INSTRUMENTS 


Iam,ofcourse, completely dependent, for walking, on sur- 
gical appliances. The full-length calliper and spinal jacket 
are as necessary to me as trousers are in Oxford Street. 

It may come as a surprise to many people that, after 


experiment, I have abandoned the bending calliper and 


/ 
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xéturned to the straight one. The reason, in a word, 
is ‘‘ mobility.” In office life it is important to be able 
to stand up and move about without having first to 
push a calliper into its locking position. “ Only a matter 
of a few seconds,” you may say. Maybe, but one does 
not want to be a second behind other people, and when 
one is also wearing a spinal jacket straightening a 
calliper may well take two or three seconds. Similarly 
in a crowded bus or train, with several people standing 
there is not always room to straighten a calliper without 
asking them to move. 

= Originally I -had the Thomas-splint type wjth a 
complete ring at the top. This ring, in conjunction 
with my paralysed hip, knee, and ankle made it difficult 
—especially with trousers—to put the calliper on by 
myself. My present calliper has a half ring and strap, 
and is much easier to put on and off. 

Regarding footwear, at first I bought the ordinary 
mass-produced medium-priced shoes which most people 
wear, and I must admit they seemed to meet my needs. 
But two years ago, as an experiment, I went to a firm 
of shoe manufacturers and had a pair made. They were 
a great success. More than anything else they seemed 
to enable me to balance better. With them, walking 
for a few yards with one stick, and taking a single step 
stickless, is not only possible but fairly easy. _ 

Fortunately I could dispense with a wheel-chair soon 
after arriving home—but not before I had discovered that 
wheel-chairs which seem admirable in hospital are often 
not so suitable for the outer world. Their main defect 
is usually unwieldiness. The large comfortable folding 
chair is often difficult for a woman to heave on and off 
the back of a car. A friend of mine recently purchased 
from Resilco Ltd.; of Hammersmith, a new type of light- 
weight chair which folds about a vertical rather than a 
horizontal axis. The ordinary flat seat can be lifted 
out and this allows the chair to fold up into a straight 


line, as it were, with the four wheels also in a straight 


line and still on the ground. ` It is quite easy for people 
of no great strength to move this chair about and lift 
it when necessary on to the back of a car. ` 


RE-EMPLOYMENT 


For the permanently disabled, work, not time, is the 
great healer; but it must be productive work, in which 
the disabled person is interested and which—more 
important still—he does not feel to be below his ability. 
Employment for employment’s sake may come very 
near-to self-imposed slavery. If work ceases to be a 
vocation and becomes a mere task it loses much of its 
value as a mental stimulus. When I started work again 
as a £3-a-week clerk it was not a pleasant experience. 
Any joy I might have felt at being back in employment 
was more than cancelled out by the apparent narrowness 
of the future and the not infrequent comments of one’s 
acquaintances that one was “‘ lucky to get a job atzall.” 
The day-dreams of hospital were, it seemed, to remain 
just day-dreams. s 

But even though the work was depressing, it was, 
when seen in the right perspective, as necessary as any 
treatment I had received. Though I did not realise ìt 
at the time, the important thing was that I had a foot- 
hold on the ladder of employment. Fortunately for me 
there was a war on, so the labour market acted in my 
favour. Soon I changed my job and later changed 
again and then again, and each change brought me an 
improved position. Several of my friends, so far from 
hailing each move as a step forward, regarded them as 
- -a foolish and unwarranted jettisoning of security. But 
on looking back I can see that, whatever the opinions of 
others, each change upwards strengthened my confidence, 
and this in turn was the best service I could do-myself. 

When later I purchased a car this enabled me to 
widen my activities. , By the time the V1’s arrived I 
was touring A.A. gun sites in south-east Essex as a 


lecturer for the Army Education Service. For the first 
time I felt really independent. On the gun sites no-one 
appeared to be at all astonished that I walked on stieks 
or that I sometimes needed assistance up steps. I was, 
in fact, being cured of any disability complex I might 
have possessed, not so much by my own efforts as by 
the attitude of others. 

The. unusual and not always consistent forms of 
employment I have chosen have justified themselves by 
results. The Army lecturing led indirectly to broadcasting 
talks, and later to the writing of scripts; my changes 
in office life have at last resulted in my reaching the 
administrative level. I am still only 28 and it does not 
necessarily follow that I shall always be as successful ; 
nevertheless, I think there is enough evidence to convince 
other disabled people, and also those concerned with 
their welfare, that security of employment is not every- 
thing. Taken too far it may lead to a rut of pleasing 
appearance but deadening prospect. However, the 
important thing is to get a disabled person into a job 
and then encourage his ambitions. l 


TRAVEL- : 

A person’s success in overcoming his disability will, 
in the long run, depend on his ability to get about. 
Whether he does it by wheel-chair, spinal carriage, 
private car, or publio bus does not matter. But whether 
it is for employment or enjoyment, travel he must, and 
the nearer he can get to normal modes of transport 
the less unusual he will be considered by other people. 

Unfortunately the design of buses is not always 
helpful. I rarely sit down in an M. & D. bus without 
scraping the shins of my callipered leg,on the seat in 
front; and in most motor coaches its impossible to 
stick a straight leg under the seat in front—one just 
puts it in the gangway and hopes for an observant 
conductor and a rigid enforcement of the no-standing rule. 
In contrast, all the modern types of London Transport 
Executive buses allow sufficient clearance for a stiff leg to 
pass under the seat in front. In a less bothering way 
the same applies to railway carriages, where the seats 
opposite are sometimes too deep to. allow a stiff leg to 
pass underneath. A great help for boarding trains 
are the two vertical rails inside the door, as fitted on 
some of the new Southern Region coaches. 

On an average I travel on ten trains and twenty buses 
each week. The only difficult part is getting on and 
off, and practice has made this much easier. The drill 
is to hold both sticks in your right hand, grasping them 
around the neck with the thumb and forefinger, so that 
your left hand is completely free and your right hand 
almost so. One hand rail can then be grasped in each 
hand and the right (fairly good) leg can be got on the 
platform and the other leg swung up. The right leg 
acts as fulcrum with the arms and body as a lever. 
This method saves any upward strain or pull, and, by 
using the window-ledge of the open carriage door instead 
of tht second hand-rail, can be applied to trains. 

Experience has taught me that for coming down it 
is a mistake to imitate the sideways method of the 
able-bodied. The forwards position is safer, for with the 
sticks between your right thumb and forefinger, both 
hands can be used for sliding down the rails, the advantage 
of this being that if the vehicle unexpectedly picks ap 
speed one can, by gripping hard and pushing up, 
scramble back on the platform again. 

Crossing roads, which may take anything from 10 to 
30 seconds, is not a hazardous business. With little chance 
of success, there is no temptation to try a risky rush 
in the face of oncoming traffic. But once one has started 
across one should keep going—even in the face of apparent 
danger. No-one will wilfully rum you over, and to stop 
will only confuse the drivers. Make your intentions 
clear by continuing your way and it is unlikely that 
you will come to any harm. Peg 
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Walking with sticks in slippery weather is an unpleasant 
business. But if you must go out when the pavements 
are icy, I can only say, don’t put too much weight on 
one stick, don’t hurry, and above all maintain an even 
speed. Change of speed is more likely than anything 
else to make you slip. . m 2 - 

The lavatory and bathroom should be together for the 
disabled person, who can then wash before touching his 
sticks. 


RECREATION `. 


. All work and no play makes disability a dull business. 
But | consider, though others may disagree, that the 
essential factor in recreation is participation. At Lords 
or at Wembley, where everyone is watching, being a 
spectator is all very well; but at the local tennis club, 
where the play’s the thing, it is not quite so good. To 
my mind, it is far better for a disabled person to spend 


his leisure hours painting, playing darts, learning bridge, 
or even becoming the local tiddlywink champion than - 


for him to watch the local hockey club every Saturday. 
Ir the first case he will be taking an active part, not 
only in the play but also in the discussions and arguments 
which follow the game and are as much recreation as 
the game itself. At the hockey club on the other hand, 
as the sole perennial and. perhaps solitary spectator, he 
will be apart from.the actual play, and though his 


opinions will be politely listened to he cannot hope to be 


ou the same footing as the participants. Nor do I think 


- he can experience that feeling of satisfied achievement 


which is the prerogative of the player. 
From my own. experience boating has much to com- 
mend-it. Once on board I can-dispense with my sticks 
altogether, and with one hand on the gunwale or the 
thwart I can clamber about, if not with agility, at least 
with sufficient spged to take a part in sailing the boat. 
As in every form of exercise the difficulty is not so 
much with my leg as with my spinal jacket, which can 
severely restrict my movements. Usually I take it off 


in the boat and leave it off for about an hour. Moving 
is then much easier. : 
_ Iehave also become a keen gardener. Fortunately 


we are situated on light sandy soil, and I have found 
that by sitting on the ground and using a small fork 


I can dig as'deeply and nearly as- quickly as my wife... 


who uses an ordinary fork. With practice it has become 
quite easy to shuffle about on my seat, and with the 
exception of lawns and hedges I can look after most 
parts.of the garden. ‘Here again, in the interests of easy 
work, I remove my spinal jacket when sitting down. 
One of the great advantages that gardening holds for 
those with leg disabilities is that it gives you plenty 
of exercise without using your leg. When walking, the 
knee of my good leg and the palms of my hands become 
fatigued long before I feel that the whole of me has had 
sufficient exercise. 3 


MARRIAGE ° 


My marriage has been an essential ingredient in my 
recovery, and I should advise most other disabled mèn 
to take unto themselves a wife. No doubt there will be, 
as in my case, a thousand and one good logical reasons 
against such a course. But to admit them is to close 
the door forever against a really normal life. Difficulties 


. there must be; but they will be no more formidable 


than the many other difficulties experienced by fit 
people in daily life. The human soul has something 
of the resilience of a rubber ball—the greater the pressure 


the higher the bounce. To be the breadwinner for three 


people has not been an insignificant part of my recovery, 
and the ownership,of a house has, perhaps more than 
anything else, produced a feeling of independence; and 
for the disabled the equation “‘ independencé=recovery ” 
contains a profound truth. | 


. medieval strongholds. 
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grapes in the orchard. 


In England Now 
A Running Commentary by Peripatetic. Correspondents 


Tuis is the conference and convention season. Every 
Wednesday and Thursday you will find Euston and’ 
King’s Cross crowded with ophthalmologists, pathologists, 
and what have you,-each with a small bag (toothbrush, 
pyjamas, and a Penguin) and an air of pseudo-vacation. 
The surgeons, I am told, go by road. We enjoy going; 


- we see many friends ; we dine with moderate conviviality; 


and we hear some new ideas. (One learned man assured 
me that he went only to see in the flesh those whom he 


knew in print, so that he might assess their credibility 


—ipsa verba, ‘“ to make sure that they are liars.’’) 
Let me tell those who have enjoyed the dinner (7s. 6d. 
including gratuity) at the scientific meeting of the 


Society of Experimental Omphaloscopists that in the 


matter and manner of a beano they have æ lot to learn 
from the meetings of those .concerned with the public 
health. These choose for their venue not some weary 
university town but a Resort with hotels de luxe and a 
mayor who gives a handsome if rather.incoherent recep- 
tion to the convention. Social events follow one another 
in lightning succession, and you will have the opportunity 
of enjoying a tour of a chocolate factory, a concert of 
light classical music in the Winter Garden, and a visit 
to Lover’s Leap (admission 6d.) and the ruins of several 
It is true that some gentlemen 
make pronouncements connected with public health 
during the morning hours, but it is hard to finish break- 
fast by 9.30 A.M. when one has been dancing the evening. 
before. We ought to know our fellow hygienists in other 
parts of the country, and what better opportunity could 


- there be than the cocktail party given by the Aquaville 


Chamber of Trade? After all, our expenses are met by 
the ratepayers. (My own M.O.H: tells me that the 
care of his sweet-peas allows him no time for such 
gallivantings.) * * * | 


In my student days, I’ should say less than one in. 
seven budding doctors thought of specialising. But 
the other day I asked some final-year students about 
their choice of a career and 70% favoured specialism. 


There are troubles in the deep country which we as 
Londoners or near-Londoners once looked on as 
practically mythical. A hornets’ nest is one of them. 

e, I have been stung by a hornet, but that was in the 
far South and I was competing with it for a bunch of 
I can remember my noisy 
grief but not the application of any remedy, for I was but 
six, and I have a suspicion that it would be in accòrd 
with our easy-going Colonial ways to rely on the vis 
medicatrix nature. However, it appears that the 
hornet is a native inhabitant of England. Lately 
one has been. prospecting in our garage, the vicar had 
one in his bathroom, we had another in our lavatory, 
and yet another flew with a purposeful air over our 
ripening raspberries. The question immediately arose 
from my alarmed household—how were hornet stings 
to be treated ? . i 

The popular belief is that three stings will kill a man, 
and five (or seven) a horse; but information on how to 
deal with a toxin so powerful as that of the hornet is 
alleged to be is entirely missing from my books. Thirty 
years ago a correspondent in the Times ! first advocated 
using dilute acids (e.g., vinegar) for wasp-stings and 
dilute alkalis (e.g., ammonia) for bee-stings. Martindale 
gives a comprehensive list of remedies, including onion, 
but does not fit the remedy to the type of insect biting 
or stinging. Apparently both bee and wasp venoms 
are proteins, and the main troubles arise from allergic 
reactions or even anaphylactic shock if the sting gets 
into a vein.? Webster’s Dictionary defines a hornet as 
a large wasp, so that local application of vinegar seems 
reasonable ; but as the creature is said to be pugnacious, 
determined avoidance of its society seems highly desirable. 

The vicar’s treatment of his hornet seems to have been 
peculiarly British. He gave it several whiffs of ‘ Flit, 
then felt sorry for it and let it out of the window. ` 
1. Speyer, E. R. Times, Aug. 20, 1919 ; see Brown, O. H 

1941, ii, 440. 

2. Annotation, Lancet, 1941, ii; 319. À i 
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The latest development is that the rural district 
council’s rat-catcher has called, a large, fresh-faced man 
who shook his head when I asked whether the council 
would deal with a hornets’ nest, when and if found. 
As a private citizen, ‘though, he had dealt with one of 
-*his own, and he described with gusto how he did it. 
He arranged a box to stand a few inches below the nest 
—as large as the bucket my daily help, an interested 
listener, was holding. On the box he placed a rag soaked 
with ‘‘ the stuff ’’—i.e., cyanide. Next day every hornet 
was dead. Feeling sure that I should be dead too if 
I attempted these manceuvres, I said that my husband 
was in poor health and could not be asked to do such 
things, and it did not seem quite the job for me. He 
suggested kindly that I could fix the rag on the end of 
a long stick, soak it \in “ the stuff,” and hold it to the 
entrance of the nest until they were all killed. This 
seemed even more hazardous. It was an impasse and the 
rat-catcher was regretful. ‘‘ Fleas? ” he asked hope- 
fully. I repudiated fleas. ‘‘ Bugs? SBlackbeetles ? ” 


He .was lyrical over the number of blackbeetles he 


had lately killed. But I was firm that my only pests 


were hornets, and he left. 
_ [forgot to mention the adder which lives in the corner 
of the garden near the garage, and which I strongly 
suspect of having bitten the cat. My rat-catching 
friend would probably have advised me to catch it by the 
neck and nip off its head with a quick flick of my teeth. 

- k * * 

The differential diagnosis of ‘‘ numismatist’s thumb ” 
(described in this column on July 17, p. 118) is obviously 
from ‘‘miller’s thumb,” a well-known occupational 
trauma familiar to Chaucer: | 

“ The Miller was a stout carl for the nones... 
Wel coude he stelen corn and tollen thryes: 
And yet he hadde a thombe of gold, pardee.” 


The allusion is to the acquisition by the miller of a smooth, 
broad, and rounded terminal phalanx to his 'pollex 
through the constant habit of applying it to the meal- 
spout to test the meal by rubbing it between fingers and 
thumb. By seeing that his meal was properly ground the 
miller was likely to make more-profit—hence a ‘‘ golden ” 
thumb. | š P: å 


Writing a book is difficult enough but procuring the 
photographs with which to illustrate it presents frustra- 
tions and disappointments which are hard to bear. 
The infinite trouble and the large element of chance 
required to gather the patient, the photographer, and 
the lesions to be recorded together at any one time 
almost make one regret the old days when a drawing 
had to suffice, for this could be attempted unaided and 
the indifferent results handed at one’s leisure to a proper 
artist for improvement. : 

Tonight a colleague excitedly brought me a specimen 
glass with its contents still warm to demonstrate a large 
object like a herring-roe vertically suspended in a hazy 
urine. It is many years since I last saw a complete 
vesicular cast, so putting the precious object in a place 
of safety, dropping my pen, and even leaving my pipe 
behind, I rushed off to find the photographer. Being 
at that twilight time when those engaged in more respec- 
_ table occupations are buying their evening papers and 
making for home, I realised that this might be a difficult 
task. However, after many false hopes he was run to 
earth in the animal house, and all was tied up and 
arrangements completed for the picture to be made 
within the hour. 

I spent a few minutes in admiring some golden hamsters 
of which the photographer was particularly proud— 
entertaining little fellows with large cheek pouches in 
which their recent meal could easily be palpated. Then, 
returning to the clinic, I was horrified to find that the 
precious cast could not even be classified as a thread. 
but had melted away to leave just one more “ urine : hazy 
in the first glass.” Re i i 


The recent headline, ‘‘ A Meeting of Child Psychiatrists,” 
conjures up in my mind a picture of a group of infant 
prodigies, their bulging brows wrinkled as they dogmatise 
over Freud. And talking about misleading titles, as a 
student my: college boasted a Small Bore Club—I hate 
to think what its members have become by now. 


BEDS FOR TUBERCULOSIS 


really early date. 
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CARS FOR DOCTORS 


S1r,—In his letter last week Dr. Boucher raises the 
question of doctors having absolute priority for car 
delivery. The reasons why this has not been granted 
are as follows : “ 

1. If the whole medical profession had new cars, this 
would absorb very nearly the whole of the home quota for 
new cars for one year. 

2. Human nature ‘being what it is, and the second-hand 
prices of one-year-old cars being what they are, the tempta- 
tion would be for every doctor to claim absolute priority 
and renew his car every year. This would mean that there 
would be practically no cars for other essential users. 


With regard to cases of genuine need, where the 
doctor really has not got a serviceable car, then the 
retail trade is doing its best to advance delivery to a 
In such cases a high degree of 
preference is given. A difference of opinion often arises 
as to what is a serviceable car. In some instances which 
I have come across, the dealer claims with justice that 
the car regarded by the doctor as unserviceable can, 
with a little attention, easily run perhaps tens of thousands 
more miles. We leave these cases to be settled between 
the local dealer and the doctor concerned. 

R. GRESHAM COOKE 


Director, Society of Motar 
Manufacturers and Traders Ltd. 


BEDS FOR TUBERCULOSIS 


Stmr,—In his article of May 8, Dr. Bentley, inspired 
by visits to Swiss sanatoria, advocates the adoption of 
a less rigid régime of bed rest in: British institutions. 
He hopes in this way to alleviate the gloomy-outlook for 
thousands of patients waiting in vain for admission to 
sanatoria, where wards have been closed because of the 
shortage of nurses. | | . 

Having been trained in very strict ‘principles of bed 
rest and ample and efficient nursing while working in 
a municipal institution in England during the late war, 
I had to face quite a different situation when I returned 
to my native country and took up work in a municipal 
institution here. 

For 300 patients there were 28 nurses (most of them not 
fully trained), including theatre staff and others not working 
in the wards. There was no matron, no assistant matron, 
no senior sister, and no night superintendent or night sister ; 
and I found the régime very lax. I admit to a long fit of 
despondency over this appalling state of affairs. I decided 
that I should have either to lower my own standards very 
considerably, or to try to make the best of existing conditions. 
I decided on the latter course, and after a few months’ struggle 
(aided by 3 or 4, mostly very junior, medical officers) we 
managed to introduce and maintain a régime which included 
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a fair amount of collapse therapy and major thoracic surgery, 
falling not very far short of that practised in most similar 
institutions in Britain. Needless to say, the disease in many 
of our patients was far advanced ; and these had to be kept 


on very strict bed rest. 
course, far from ideal. 


After two years in -this environment I found myself 
placed in charge of a sanatorium in the country with 
14 nurses (only 2 fully trained) for 310 patients. 

The patients were very much of the same type as those in 
the hospital, but the proportion of really advanced cases was 
somewhat lower. Again there was no matron or senior 
sister, and no night supervising staff (the night staff consists 
of 5 nurses). The total of 14 nurses includes 4 serving in the 
operating-theatres, &c. Fortunately, there was an enthusiastic 
team of 3 experienced doctors, later increased to 5, including 
2 with excellent war-time experience in Britain. 

While not claiming to have a model_establishment, we 
succeeded in introducing a fairly strict régime of graded 
bed rest and exercise, including modest attempts at rehabilita- 
tion by graded work. The nursing staff are not overworked; 
in fact about a quarter of them are ex-patients. Again, the 
standard of nursing is not ideal, for there is precious little 
blanket-bathing, treatment of pressure-points, or similar 
items of good classical nursing; but the bedridden patients 


The standard of nursing was, of 


‘are fairly well looked after, and the nursing in the thoracic- 
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surgery unit (12 beds) is good, although done by only: 1 sister 


‘with 1 other to help in the mornings. 


‘About a quarter to a‘third of the patients are on a 
modified régime of more or less strict bed rest (stages 1-3) ; 
the remainder (stages 4—6) are on bed rest for 6, 41/,, and 
3 hours, respectively, in the daytime. There is one 
stage—3A—which incorporates patients 


the lavatory, wash in the bathroom, and take their 
meals in the common dining-room. Stage 1 is ‘“‘ absolute 
rest,” but with the existing staff we can afford to enforce 
this in only a few special cases. All patients from 
stage 4 upwards make their own.beds, except for turning 
the mattresses, and are on graded exercise. Some 


patients in stages 5 and 6 help to serve meals to their 


bedridden fellow patients, since domestic staff is also 


_very short: others help with the work in the vegetable 


garden, workshops, offices, and laboratory. Quite a 
few members of the administrative and maintenance 
staff are ex-patients. o 
‘After induction of artificial pneumothorax patients are kept 
on strict bed rest for 3 days, and then on modified bed rest 
(stages 3 and 4) for a variable time ; we are trying to keep all 
our patients under institutional control for as long as feasible. 
After thoracoplasty patients are kept on almost absolute 
bed rest for about 5 days ;* then they are allowed to get up 
to the lavatory but continue to wash and feed in bed for 2-3 
weeks ; after that they are kept on modified bed rest (stages 3 
and 3A) for about 2-3 months, and on stage 4 for at least 
another 3 months, when they are put on graded exercise ; 
we aim to keep them in the sanatorium for about one year 


` after operation. They are doing well on this routine, and 


we have had remarkably few postoperative complications. 


‘The usual operation is extrafascial thoracoplasty with apico- 


lysis; and, although*we can afford very |ittle in the way of 
physiotherapy, the cosmetic and functional results are 
satisfactory. , ~ | 


! We have become much more liberal than formerly 
in the number of patients who, while otherwise on bed 


rest, are allowed to get up to the lavatory and the bath- 


room. They are none the worse for this ; and, as usually 
happens, morale has risen when the use of these amenities 
has been permitted. Temperatures are taken and 
recorded by the patients themselves, except for those of 


. patients on very strict bed rest; while admitting this 


is not an ideal practice, we find that it is a workable 
compromise. 

I certainly do not advocate the abolition of such 
well-tried lines of treatment as are practised in most 
British institutions; nor would I suggest the almost 
ambulatory treatment which is adopted at some places 
on the Continent; but, with Dr. Bentley, I venture to 
suggest that to meet the present difficult situation it 
might be worth considering some relaxation of the very 
strict sanatorium routine, while maintaining the essential 


features of bed rest, even if somewhat: modified. I - 


myself look’forward to the time when I shall work with 
as ‘‘ few ” nurses as my more fortunate British colleagues 
have at present. 

A. EISER 


‘Sanatorium U.S.N.P., Proseénice nad 
- Sázavou, Czechoslovakia. Medical Director. 


POSTCRICOID PHARYNGO-ŒSOPHAGEAL 
PERFORATION 


 §m,—Mr. Goligher is to be congratulated on, his 
valuable article m your issue of June 26, and on the 
happy result in his 2nd case which was treated’ by 
immediate suture. l 

- ' The second type of injury, which is probably less 
uncommon, deserves emphasis because the pathological 
processes which are set up will often kill the patient 
just as surely unless active measures are taken.. This 
type of injury is illustrated by the following case. - 

A man, aged 58, was admitted to Hammersmith Hospital 
in May, 1941, with a long history of peptic ulceration. In 
the course of investigation, gastroscopy was carried out by 
an expert, with local anesthesia. The examination was made 
without difficulty and the patient made no complaint ‘at 
the time, although subsequently he said that his throat 
had never been quite comfortable after the examination, 
and swallowing was painful. ae % 
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On the 4th day after the gastroscopy I saw’ the patient 
who was then complaining of. tenderness in the lower part 
of the neck and a sore throat. On examination there was 


positive. Retropharyngeal cellulitis with possible abscess 
was diagnosed and the chemotherapy then available was 
administered. His evening temperature was 101°F. On the 
5th day the symptoms were rather worse. “X-ray examination 
showed that the trachea was displaced forwards with posterior 


fulness at the lower part- of the neck, and. Pilcher’s sign was - 


deformity ; and translucent areas were present, indicating — 


a collection of gas. A barium swallow showed partial obstruc- 
tion. I came to the conclusion that the patient was suffering 
from a retro-cesophageal abscess, which should be drained. 

Under general anesthesia I made a transverse incision 


just above the ‘clavicle, dividing the anterior part of the: ` 


sternomastoid. The incision was deepened by blunt dissection, 
and in the retro-cesophageal cellular tissue an abscess was 


found, which contained gas and about 1 oz. of thin, foul- - 


smelling pus. Sulphathiazole was dusted into the cavity, 
which was drained. A temporary gastrostomy was carried 
out. Culture of the pus showed Streptococcus viridans and 
diphtheroids. . . . 

Recovery was rapid ; 9 days later the patient was swallowing 
normally, and 3 weeks after the drainage of the abscess 
I was able to carry out a partial gastrectomy. Convalescence 


was uninterrupted: and the patient has remained well. An. 


account of this case has been given by Grey Turner. naa 
- The site of injury in this case was the same as in 
those described by Mr. Goligher; it may be, however, 
that in this type the harm is done not during the 
introduction of the instrument but through pressure 
during the subsequent examination. This danger is 
likely to arise if the examination is unduly prolonged 
in order to let several onlapkers look down the instrument. 
R. H. FRANKLIN. 


Postgraduate Medical School of London, . ` 
Hammersmith Hospital.. 


AN INTERNATIONAL STANDARD FOR 
STRETCHERS 


Sm,—In the early days of the ‘‘ Geneva Committee 


for Aid to the Wounded,” the historic forerunner of the 


International Red Cross Committee, its founders empha- 
sised the importance of the exchange of ideas, and of 
coöperation with the medical services of the various 
Powers. Henri Dunant, in particular, was much con- 
cerned about improvement in the means of transport of 
the wounded, the ‘ universal”? adoption of approved 


methods of treatment, and the institution ofa ‘ veritable 


museum ” of military equipment. 


a 


A definite proposal for the general use of a stretcher. 


,of standard dimensions .was made by Colonel van 


Baumberghen at the International Congress of Hygiene 
held in Berlin in 1907; but this proposal does not seem 
to have been followed by any immediate action. During 
the-war of 1914-18 the diversity of types of stretcher in 
use by the various Powers came into distressing promi- 
nence. The measureménts of French, British, American, 
and German stretchers differed so much that each 
stretcher was suited for transport only in an ambulance 
of corresponding national origin. Thus the wounded had 
at times to be transferred from one stretcher to another 
—a process inevitably painful, often dangerous, and 
always involving loss of time. >: As the French General 


Marotte remarked, ‘‘ Never have the differences in the ~ 


standard of equipment been so conspicuous and so 
prejudicial to the interests of the wounded.” Even during 
hostilities conferences were held, including représenta- 
tives .of both sides, to try to reach some degree of 
uniformity in means of transport for the wounded, but 
with no success. . 
In 1921 at the 10th International Red Cross Confer- 
ence, the first to be held after the war, Senator Ciraolo 


(Italy), president of the International Relief Union, 


pleaded for the adoption of a uniform standard of equip- 
ment by the different national red-cross societies, to 
facilitate collaboration in relief operations in the case of 
civil disasters. At the 12th International Red Cross 
Conference, held in Geneva in 1925, the president, 
Dr. Reverdin, said: ‘‘ It is of the utmost importance for 
the wounded that the dimensions of all stretchers should 


1. Turan G. G. Injuries and Diseases of the Œsophagus. London, 
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permit of their adaptation to every type of carrying 
fitment and vice versa.” <A standard-of dimensions, 
recommended by the commission, was adopted by the 
Red Cross Conference held at the Hague in 1928, subse- 
quently modified by the Brussels Conference in 1930, and 
finally approved by the Tokio Conference of 1934. This 
model, however, did not win the approval of the various 
national medical services, and the outbreak of the war of 
1939-45 found us still without an international standard 
of stretchers. 

Civil defence against air-raids even added to the number 
of different types of stretcher. In England passive defence 
was undertaken by the specially created Air Raid 
Precaytions Department of the Home Office, which used 
a rigid stretcher with the poles consisting of cast-iron 
tubing and the beds of iron-wire mesh. The all-over 
dimensions of the British Army stretcher were adopted, 
-but the feet, consisting simply of downward. salients on 
the poles, were too wide for the grooves in Army 
ambulances. Of the three main types of stretcher in use 
in England—British, American, and A.R.P.—none were 
interchangeable. Ultimately a simple adaptation of the 
width of the A.R.P. stretcher-racks permitted the carriage 
of both American and British Army stretchers in A.R.P. 
ambulances. An awkward feature of all three types was 
the length of the rigid poles, which prevented their 
introduction into most hospital lifts. 
` It is obvious that a stretcher of standard dimensions 
could meet most, if not all, occasions, both civil and 
military’; indeed the argument in favour of a universal 
type applies not only to armies but also to civil institu- 
tions and voluntary organisations. The outbreak of the 
second world war called a halt to the activities of the 
standardisation commission of the International Red 
Cross ; but it is hoped that, in’view of the first post-war 
International Red. Cross Conference due to be held in 
Stockholm next autumn, the commission will be given 
a new lease of life and will this time attain success. 

Geneva. R. T. WELLS. 
CHARMS 


Sir,— Reading again the history of medicine the other 
day, I came across the following cure for mental illness, 
popularly , prescribed by doctors in the Dark ‘Ages: 
“ Take clove wort and wreathe it with a red thread about 
the man’s neck when the moon is on the wane in April 
or October; soon he will be healed.” In view of Dr. 
Inman’s successes with the burial of a sliced potato in 
the backyard by the light of the full moon, reported in 
your issue of July 10, I am wondering whether a revival 
of the older remedies is not indicated ! The opinions 
of other psychiatrigts are solicited. 


Park Prewett Hospital, 


I. ATKIN 
Basingstoke. Physician Superintendent. 


Sır, —Dr. Inman’s wart stories (July 10) provide good 
dramatic reading. That is why they continue to be 
interesting at each of their periodical revivals. Heaven 
knows how often one has read similar descriptions. 

But Dr. Inman seems to go out of his way to invest 
his particular ritualistic form of treatment with an 
atmosphere of mystery and superstition. Mystery there 
is, in the sense of an unsolved problem as to the psycho- 
dynamics of warts and their disappearance under 
different modes of suggestion. If, however, Dr. Inman 
means that his treatment is a method of suggestion, 
why does he not make this evident? Is ‘‘ charming ”’ 
a wart a clearer 6r more instructive phrase ?% Allowing 
for the indefiniteness of the conception of suggestion, 
the use of the word does at least leave the problem a 
psychological one. He surely cannot mean more}; since 
his knowledge (as distinct from speculation, which may, 
admittedly, be true) of the pathogenics and pathoplastics 
of the cases described remained exactly the same after 
he had “ cured ” them as before. In other words he knew 
as little about them after his successful treatment as 
he did before. Or does he, in fact, mean more? Is he 
implying that by his ritual he called in (or out) white 
and friendly spirits to help him ? He may have forgotten 
that when Glendower declared he could call spirits from the 
vasty deep, Hotspur replied : ‘‘ Why,socan I, or so can any 
man; but will they come when you do call for them ?”’ 

I should* be interested, furthermore, to learn if 
Dr. Inman considers he has done the small boy of 8 any 


° 


CHARMS—TROTTER’S TREATMENT OF EPISTAXIS 


t 
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psychological harm when he told him to steal the potato 
and, after touching the warts with it, to bury it in 
the backyard ‘(with superstitioys solemnity) by the light 
of the full moon—the whole hocus-pocus to be carried 
out with the greatest secrecy ? And how did a small 
boy of 8 manage,to do all this without his mother 
becoming aware of it ? Was he told to get up out of bed 
in the dead of night and creep into the backyard ? 

If Dr. Inman believes that it is desirable that workers 
in the subject should help to get psychology on toa 


proper scientific plane, I suggest that his approach is | 


the wrong one. If he feels he must use potatoes and 
saliva (perhaps he has delicately refrained from men- 
tioning other organic reagents), he might at least work 
out a technique that does not encourage a belief in 
superstition and animism. a = 
London, W.1. / FREDERICK DILLON. 


TROTTER’S TREATMENT OF EPISTAXIS 


Sm,—An anonymous past pupil of mine has recently 
thanked me in the Guy’s Hospital Gazette for teaching 
him Trotter’s method of treating nose-bleed and adds 
“I have never heard of it elsewhere. Probably it is 
well-known.”’ This last statement is, I believe, incorrect ; 
for I have never met one of my colleagues who has used 
it, nor a student of any of them to whom it has been 
taught. 

I tumbled on Trotter’s treatment of enistaxi is in the 
sitting-room of ah East-End doctor where I was w vaiting 
while he attended to one or two patients before going to 
a consultation with him. I picked up the current number 
of the Medical World (Oct. 6, 1933) and started to read 
an address on Emergency by Trotter that the editor had 
wisely reprinted from the University College Hospital 
Magazine. In it was incorporated his treatment of 
epistaxis, which impressed me at once. This address 
has been given first place in the collection of Trotter’s 
papers by his son (Oxford University Press, 1941). Here 
is the passage : 

“Prop the patient well up with a comfortable inclination 
to one side, arrange a large pad of wool for him to dribble 
into, put a dental prop between the teeth, forbid him to 
breathe through the nose or to swallow, and give a substantial 
dose of morphia.” 


My first case was a doctor’s elderly brother. I had 
no dental prop ; but there was a wine-cork in the house. 
I have used a wine-cork—or one from a large medicine 
bottle—ever since. You cannot swallow without shutting 
the mouth, but blood or mucus coming into the pharynx 
from the nose sets up the reflex when it touches the 
upper surface of the soft palate. If the patient is in 
the right position with the nares lower than the choanz 
this does not happen. The blood runs into the “ large 
pad of wool.” 

I have never known this treatment of severe epistaxis 
to fail except in the hands of house-surgeons who liked 
‘“ doing things.” Trotter says “ supposing you wish to 
make a serious attempt in such a.case to avoid the 
recognised but odious alternative of plugging the nose’ 
but there are some persons who really enjoy perfor ming 
this “ odious’ alternative,” with the result that they 
do not pay enough attention to the position of the head, 
to the adjustment of the cork, and, above all, to the 
‘‘comfortable inclination ’’; then the treatment fails 
and they have an excuse to plug. 

My greatest triumph was at St. James Hospital, Balham. The 
late’ Dr. W. L. MacCormac came to me, just as I was leaving, 
about a man who had been thrice transfuséd. He-suggested 
that I should perform an operation described by someone 
in which the antrum was opened and then a counter-opening 
made in its posterolateral wall through which the termination 
of the internal maxillary artery was ligatured. I could not 
imagine myself doing such a thing; and to gain time. asked 
whether they had tried Trotter’s treatment. He did not know 
it. By that time we had reached the man. He looked ill. 
I told Dr. MacCormac that I was busy that afternoon but 


could return at 5.30. In the, meantime I thought it worth 


trying Trotter’s treatment; so we set about instituting it; 
and I went away leaving a telephone number in case the man 


got worse. Actually I had nothing to do that day. I sat in 
my consulting-room working at my intome-tax. return till 
4.30 when I rang up the hospital. The bleeding had stopped. 
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So I gave another telephone number and went and sat in my 
club, ringing up again before going home. The bleeding 


never recurred. ee 

Shortly after reading that address I met Mr. Trotter 
and spoke to him about it. He went as near to registering 
excitement as I have ever seen him do. He told me 
he had tried it on himself when his nose bled in-an 


attack of influenza. Fortunately, he said, his wife was out 


so he could do what he wanted instead of having to send” 


for a colleague. He had thought the treatment out some 
time before, and so he went to the closet and stood over 
the pan in the desired position and the bleeding stopped 
at once.. 7 i i i 
He went on to tell me the rationale of the treatment. 
It depends on the adhesion of the clot to the vessel wall. 
The veins of the nose (the bleeding is usually, if not 
. always, venous) all stream back to pass through the 
sphenopalatine foramen; and as they do so they are 
lodged in grooves on the medial aspect of the turbinal 
bones, with the result that if there is any tug on them 
this is exerted on the free side of the vessel which is not 
displaced from its bony bed. Therefore such a tug pulls 
the vessel wall from the underlying clot while this is in 
process of becoming adherent. The clot becomes detached 
and the bleeding recurs. The sphenopalatine foramen 
lies just above and behind the hinder end of the middle 
turbinal. It is therefore at the junction of the nose and 
nasopharynx. Every time the soft palate goes up there 
is an initial negative pressure before it descends again, 
and this produces the tug on the veins as they converge on 
the sphenopalatine foramen. Inhibit movements of the 
palate and you stop this tug. Thus the clot can become 
adherent and the bleeding ceases. 
This is hard to put into writing, but it was as clear as 
_ daylight when Trotter spoke it. | 
' London, W.1. J l T. B. LAYTON. 


THE ROYAL COLLEGE OF SURGEONS 


Sir,—Lord Webb-Johnson’s reply in your issue of 
July 3 ignores the essential point in our previous letter— 
- namely, his suppression from the medical profession of 
the resolutions passed at the fellows’ meeting on April 28. 

hat suppression is maintained in Lord Webb-Johnson’s 
letter, in which, while mentioning the second and third 
resolutions, he does not disclose their nature. 
A. Roy DINGLEY ` REGINALD L. MURLEY 
CHARLES HAMBLEN-THOMAS REGINALD T. PAYNE 
JOHN HOsSFORD ALEX. E. ROCHE 
NORMAN A. JORY - W. ETHERINGTON WILSON. 


VENEREAL DISEASE ' 


eS1Rr,—In his letter in your last issue, Lord Horder is less 
up to date than usual. He refers to the appreciable 
increase in syphilis and gonorrhca reported for the 
year 1945, but his purpose would have been better served 
had he’ referred to later figures; for demobilisation 

-and the Army of Occupation between them were to 
cause a further rise in 1946. Latest figures, however, 
show a decline, particularly in syphilis. 

- For many years (both by private instruction at clinics 
and ‘from the public platform) I have advocated personal 
disinfection as one of the means whereby the incidence 

-of V.D. could be reduced ; and other medical men have 
done the same. During the late war I had the privilege 
of helping some of our Allies to improve methods of 
chemical disinfection. The National Society for the 
Prevention of Venereal Diseases might, therefore, I think, 
claim me as an ally; but I part company with them 
when they pretend that the spread of knowledge on 
disinfection will bring about the elimination of V.D. | 

Lord Horder talks of ‘‘a great campaign to set the 
people free from ‘V.D..”’ ,saying that ‘‘ the scope and 
magnitude of this great attack depends upon the support 
we receive from the profession and from the general 
public.” And what is his great campaign ? To tell the 
world the virtpes of urination after coitus, soap and water, 
potassium permanganate solution, and calomel cream ! 
He speaks of a scientific fact known for 40 years, but we 
are living now in a penicillin. era in which it is claimed 
that a single injection, taking less than one minute to 
administer, can cure 90% of cases of gonorrhea. 


eo 


Gonorrhoea, has largely been robbed of its terrors for 


man, woman, and infant. . . 

‘A quarter of a century ago, the Trevethin Committee, 
gave its blessing to “ properly and promptly applied 
disinfection,’’ but no-one who understands the significance 
of the operative words ‘‘ properly and promptly ” will 
suggest that the average man, however well instructed, 
will, after venery, efficiently disinfect himself; and 
Lord Horder knows that the relatively successful disin- 
fection in the Fighting Services during the war was 
carried out largely under -skilled supervision, which he 
does not propose for the civil community. 

The Trevethin Committee recommended also the trial 
for a period in a limited area, of powers to compel 


defaulters and suspected sources of infection to undergo Ž 


treatment. Far more is to be expected from tracing 
and treating contacts than from teaching disinfection, 
although both are required. By all means tell the public 
about calomel and Condy’s fluid, but tell them also. 
that in England today there is no law to assist the 
v.D. officer and the medical officer of health to bring 
under treatment men and women known to be spreading 
gonorrhcea and syphilis, the contacts of fresh infectious 
cases, the man who has infected his wife, the wife who 
has infected her husband, the parents of infected children, 
or the brothers and sisters of young congenital syphilitics. 


ROBERT FORGAN. — 


PAIN ; 


Sir,—Dr. Keele’s (July 3) method of recording pain 
is certainly appropriate for testing the efficiency of 


Brentwood. 


analgesics. But he omits consideration of sensitivity. 


If in one individual sensitivity to pain were always 
the same, we might ignore it altogether; we co 


compare the effects of, say, morphine and distilled . 


water on this particular individual, as Dr. Keele has done. 
But if we assume that sensitivity even in the course of 
the same illness is different at different times; if we 
assume, for instance, that sensitivity is greater during 
the first minutes or hour after a pertod of freedom from 
pain, or that sensitivity to pain wears off the longer it 
lasts (and these are quite feasible assumptions)—then 
the conclusions about.the effect of an analgesic appear 
in a very different light. . 


For example in chart 5, distilled water was ineffective 
when the pain had lasted only 2 hours, but pethidine was 
effective when it had lasted 4 hours. May not this difference 
be explained, partly at least, by the time factor and a 
reduction in sensitivity due to this lapse of time ? In chart 6, 


- pethidine was ineffective when the pain had lasted. 1 hour, 


but distilled water was effective when it had lasted 5 hours. 
Does, this observation prove, as Dr. Keele thinks, that the 
pain in this case was psychogenic, or was it ‘partly due to 
the fact that-after 5 hours the pain was felt less keenly and 
was therefore more responsive to medication ? 


~ 


I think that the factor of sensitivity cannot be left — 


out of consideration; but this recording of pain may 
help-in determining how sensitivity is correlated to the 
time factor. Perhaps a record of untreated pain would 
be useful, though it might be difficult to achieve this 


humanely. | 
Alverstoke. W. J. PINOFF. 


ABNORMAL PERIODS OF GESTATION 


SiR, —In my early years as a surgeon I often had to 
deal with obstetric abnormalities, and I still have notes 
of some unusual cases. In the light of last week’s article, 
the following case-report may interest some of our 
legal friends. 

In May, 1929, a farmer's wife, aged 37, pregnant for the 
second time, was sent into hospital, and gave a history that 
her first child was born 9 years previously, after an 8 months’ 
pregnancy. Since then her menstrual periods had been 
somewhat irregular, the intervals varying from 3 to 6 weeks. 
Her last period began on June 10, 1928. She made a note 
in her diary of coitus on June 30. Medical induction of 
labour was attempted on May13. The child, weighing 8 lb., 
was born on May 18, after a gestation period of 342 days. 


This is the story, for what it is worth. I had no 
reason to doubt the accuracy of the patient’s statements. 


Northampton. C. C. HOLMAN. 
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Public Health . 


HEALTH AND DISEASE IN 1946 
MINISTRY’S REPORT 


THE year 1946 was one of transition from the activities 
of war to those of peace. This is reflected very clearly 
in the report for that year of the Ministry of Health’s 
chief medical officer,! Sir Wilson Jameson. He alludes, 
for example, to the general downscaling of the Emergency 
Medical Service’s work ; and to the return of Servicemen 
from overseas, which accounted for a rise in the birth- 
rate (though the peak was not to be reached until 1947) 
and also for a rise in the number of reported new cases 
of syphilis. For the Ministry this year of redistribution 
had its special problems, one of which proved to be the 
risk of smallpox dissemination by Servicemen returning 
by air from the Far East. In general, however, this, 
like its war-time forerunners, was a year of- good health. 


STATISTICS 


As a result of the rapid demobilisation after mid-1945 
the mean population of civilians in England and Wales 
increased to 40,745,000, compared with 38,157,000 ‘in 
1945. The birth-rate, which had declined in 1945, 
_ rose to 19:1, while the civilian death-rate fell to 12-0— 


` a level around which the crude death-rate fluctuated | 
The causes which continued 


: between the two wars. 
to account for increasing numbers of deaths were cerebral 
hemorrhage, cardiovascular disease, and cancer; these 
groups, together with senility, accounted for 63% of 
non-violent deaths. Infant mortality fell sharply, after 
a slight setback in 1945, bringing the rate to a new low 
level of 42:9; and deaths in each year of age up to 5 
also declined to new low records. 


INFECTIOUS DISEASES 


Smallpox.—There were 56 cases, of which 14 proved 
fatal. All the cases, which made the largest total 
since 1934, arose during the first six months! of the year 
and in circumstances suggesting that the infection 
originated in India. It was repeatedly observed that 
when smallpox of the major Asiatic variety attacked 
vaccinated patients, whose immunity had presumably 
begun to wane, it assumed a clinically mild form, with 
a modified and sparse eruption. Such cases sometimes 
went completely unrecognised, but they were neverthe- 
less highly infectious. The report suggests that successful 
control of imported smallpox depends on: (1) prompt 
-Tecognition and isolation, aided by laboratories able to 
carry out serological tests and the culture of variola 
virus; and (2) identification, inspection, and prompt 
vaccination of all probable contacts, using at least two 
insertions, followed by daily surveillance for at least 
16 days from the last exposure. Each of the 3 cases of 
postvaccinal encephalitis was in a patient who under- 
went primary vaccination at school age or later. 


Diphtheria.—The corrected number of notified cases 
was 11,986, and of deaths 472. For 1945 the comparable 
figures were 18,596 and 722; and for 1944, 23,199 and 
934. It is noteworthy that of the “ protected ” children 
with a known history who died of diphtheria in 1945, 
none had received a boosting dose of prophylactic ; 
the period between the date of protection and of death 
varied from a few weeks to ten years, the majority 
having been protected more than four years previously. 
The report records, as an object-lesson, an outbreak 
traced to two domestic servants, of whom both had 
septic skin lesions and one otorrhwa; Corynebacterium 
1. ene of the Ministry of Health for the Year ended March 31, 

. 1947, including the Report of the Chief Medical Officer on the 


State of the Public Health for the Year ended Dec. 31, 1946. 
H.M. Stationery Office. Pp. 204. 3s. Gd. 


_ tinued high prevalence is, however, disturbing ; 
prevention the first aim ‘should be to lower the c arrier- 


diphtheria was isolated from the skin lesions and the 
ear discharge buf not from the nasopharynx. 


Scarlet fever—The regression in numbers continued ; 
there were 56,730 cases and 43 deaths. The report adds: 

“ Where possible, pafients suffering from streptococcal sore 
throats, whether of scarlet fever type or not, are best nursed 
at home, rather than in a multiple bed ward of an isolation 
hospital with its multiplicity of types, each capable of causing 
cross infection. In an outbreak of so called scarlet fever 
it is essential to deal with all cases of streptococcal infection.” 


. Measles.—This was in the minor phase of its biennial 
epidemicity. There were 160,402 cases and 204 deaths. 
Of recent years the virulence of the virus has diminished ; 
the true hemorrhagic form has disappeared, “ and such 


an ill-omened complication as cancrum oris is a thing. 


of the past.” Since most deaths take place in the youngest 
- age-groups, the best hope of reducing mortality lies in 
postponing the age of attack. 

Rubella.—Accounts of congenital defects in children 
born of mothers who had rubella in pregnancy prompted 
the Ministry to initiate an investigation in conjunction 
with some of the larger welfare authorities. The sug- 
gestion that rubella should become notifiable is rejected. 


Common cold.—By the end of the year the unit 
established at Salisbury by the Ministry and the Medical 
Research Council had established that filtered material 
stored at —70°C for 41/, months retains its cold-indueing 


properties, which are, however, lost after 3 days’ storage 


at 4°C. 

Cerebrospinal fever, —Since the aighi fold rise in 
notifications between 1939 (1500 cases) and 1940 (12,771) 
numbers have declined, but the 1946 total (2673) is still 
above the level of 1141 cases per year between 1936 and 
1938. Fortunately the case-mortality,.which was 94-29% 
in 1930, has fallen and in 1946 was 25-33%. The con- 
and in 


rate. 


“ Paramount among the general measures is the avoidance 
of overcrowding. . . . chemoprophylaxis now offers a more 
specific protection. The general administration of small 
doses of sulphadiazine, one gram a day for three days, is 
reported to have brought down high carrier rates of 40 to 


50 per cent. in military units to a very low level and to have 
terminated outbreaks of meningitis immediately.” 

Enteric fever—The Public Health Laboratory Service 
has undertaken to place its resources at the disposal of 


medical officers of health ; and it should be possible to 
compile a national register of carriers of particular 
Vi-phage types of typhoid and paratyphoid bacilli, 
leading to the avoidance by these carriers òf food- 
handling and other potentially dangerous occupations. 
“ Had- it been possible to apply such control a few 
years ago the Aberyeinyih outbreak might have been 
averted. ae 


Jaundice.—In the area where jaundice was notifiable, 
the rate per 1000 of the population was 0-7, the highest 


figures appearing in April and May. Throughout the 


country the aggregate of deaths from acute yellow 
atrophy, hepatitis, jaundice, and catarrhal jaundice 
exceeds 500 a year. ‘‘If half of these deaths be due to 
infection . . . communicable jaundice has of late been 
killing more than scarlet fever, the dysenteries, and 
enteric fever.” i 


Malaria.—The report recotds the case of a young 
woman to whom the infection was conveyed by blood- 
transfusion shortly before delivery. Subsequently, she 
developed malaria, and quartan parasites were found in 


her blood ; but the child escaped infection. The donor 
was found to be a carrier of quartan parasites. 
2. See Bevan, G., Sudds, M. V., N., Evans, R., Parker, M. T., Pugh, 


J., Sladden, "A. F. S. Lance, 1947, i, 545. 
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Venereal disease.—The number of new cases of syphilis 
attending treatment centres rose from 5214 men- and 
5527 women in 1945 to 10,705 men and 6970 women in 
1946. The increase was caused largely through 
demobilisation; but there was also evidence that 
infection was imported from the European mainland. 
However, infantile congenital infections rose only slightly 

—from 326 to 363. That the promiscuous woman is 
the’ main reservoir of infection not only for syphilis 
but also for gonorrhea is indicated by the clinic figures 
for this disease. In 1945, 21,280 men and 11,603 women 
attended for treatment. In 1946 the male cases .rose 
to 36,912, whereas the female cases fell to 10,431.. As 
. to- .penieillin : ` 


2 6 


` 


resistant strains of gonococci are in circulation, and the great 
majority of relapses are cured by re-treatment with penicillin.” 
In the treatment of syphilis, ‘‘ the discovery that commercial 
penicillin hag been liable to contain an undefined proportion 
of the-less efficacious penicillin IV(K) has justified the 
Ministry’s deci ision not yet to recommend its exclusive use.” 


Tuberculosis in .the war years deaths averaged 
i 26, 000 and the rate 6}9 per million. In 1946 a new 
low record for both respiratory and other forms was 
established, total déaths numbering 22,847 and the rate 
being 533. 


“ There is, however, no room for complacency in face of a 
disease which still ‘causes nearly one-third of all deaths at 
‘ages 15:to 39.. Mortality from respiratory tuberculosis in 
this country is highest among young women and men of 
middle age. The rate for men over 65 has shown a sub- 
stantial increase since the war, due, it may be presumed, to 

reactivisations of lesions which might have remained dormant 
but for the strains and stresses of war.” per 


' Despite an increase, in 1945 and 1946, of 2440 in the 
“number of beds provided, the battle of the waiting-list 
was being: lost. The main (88%) reason for non-avail- 
ability of empty beds was shortage nb nursing and 
domestic staffs. ~ 


Up to the end of 1946, 1,369,011 people had een examined 
by mass radiography. Of those examined 95% were found 
to have no abnormal chest condition. Previously unsus- 
pected active tuberculosis was found in 4 per 1000; and 
inactive tuberculosis, excluding calcified primary lesions, 
in 2%. Of other conditions, acquired cardiovascular lesions 
were. detected in the same proportion as was active tuber- 
culosis ; bronchiectasis was found in 1 per 1000 of males and 
0-5 per "1000 of females ; intrathoracic malignant disease was 
detected in altogether | some 170 cases; and _ retrosternal 
thyroid in some 80 cases. Of those recalled for further 
examination over 97% responded. 


MATERNAL DEATHS 


The Ministry received confidential reports on 7 69 
maternal deaths ; and in 284 of these, investigators found 


an assessable avoidable factor. 
` No. of 


Investigators’ conclusions maternal 
eae: deaths 
Lack or inadequacy of antenatal care ss ze 86 
Lack of coöperation by patient or her friends- .. 70 
` Lack or inadequacy of obstetric facilities .. - 59 
Lack or inadequacy of hospita or ppecieiee treat- 

. ment .. 46 
Poor genera) health or ‘malnutrition | 18 
Risk of pregnancy should not have been undertaken 3 
CORRIE EOIOTT, home conditions .. ‘ ay 2 

l 284 


TOOD AND NUTRITION 


` The introduction of bread rationing in the second half 
of the year meant the abolition of the main reserve from 
which requirements above the average could be satisfied. 
The extraction-rate of flour was again raised to 85%. 


The body-weight surveys of the Ministry of Food revealed 
a decline of about */, lb. in the average weights of adults aged 
25 to 54 years since the middle of 1945, compared with a 


\ 


Up : to’ the present, there is no certain evidence that | 


ridicule and contempt. 


fairly steady ‘increase, of 2—4 lb., from 1943 to 1945. On the 
other hand, data for heights and weights of school-children l 
(available only up to mid-1946) show that improvements in 
height and weight of the later war yoan were on the whole 
being well maintained.. 


-. HOSPITALS 


At many hospitals priority in building was given to ` 
the provision of improved amenities for staff. In one 
representative region nearly a third of all the projects 
approved, and about half of the estimated expenditure, 
was in respect of nurses’ homes. The adaptation of 
emergency hospital huts to a variety of general and special. 
uses was put in hand. High. priority was given: to 
maternity buildings.. ` S 


| MONTHLY SURVEY OF SICKNESS 


The chief features brought to light by the Social 
Survey’ s monthly rewew from 1944. onwards were a 
pronounced fall in minor complaints during the spring 
and summer of 1945 (perhaps connected with the ending 
of the war), high levels for such ailments at the end of. 
1946, and an apparent increase in more serious illness 
amongst elderly women throughout 1946. i 

Among those under 65, varicose veins accounted for about 
11/, days lost per 109% people each month, and cardiovascular 
disease for 2'/, days lost. From all kinds of iliness and 
injury the average of days lost each, month per ‘100 i 
was 114 for men and 86 for women. 


In his introduction to the report Sir Wilson J ameson 
acknowledges the medical profession’s work in these 
words: ‘‘ Posterity, remembering the straitened' means 
at their command, will, I think, wonder at their 


‘achievement. in this’ troubled post-war year.” 


` -= Parliament 


‘‘ Medical Black Market” 


In the House of Commons on July 20 Miss A. M. 
Bacon spoke of a black market being- created by a 
minority of doctors who were refusing to accept on their 
lists patients whom they believed capable of paying 
high fees or those who needed extra attention,’ such as 
old people, children, and the chronic sick. Another 
type of doctor ‘‘more subtle, but no less sinister,” 
agreed to accept patients but told them that they would 
not get the same attention, or the same drugs, as when 
they paid fees. ‘‘ Doctors are losing many friends,” 
said Miss Bacon. ‘“ Many people who opposed the 
health scheme would now be in favour of a full-salaried 
service. These practices are bringing the scheme’ into 
They are a travesty of the 
humane spirit in which the Act was conceived.” 

‘ Mr. ANEURIN BEVAN, Minister of Health, said that. 
the practices described were carried on by a very small 
proportion of doctors : the vast majority of the profession 
regarded such conduct as quite intolerable. For a 
practitioner to accept some members of a family as 
his patients, while refusing one or more of the others 
cut right across. the conception of a family doctor. 
The scales of remuneration for the profession were 
drawn up on the assumption thatthe whole population 


might be in the scheme, and the standard of remuneration 


for practitioners was higher than that of 99% of other 
people. Where doctors were saying to potential patients 
that they could afford to pay, they were in most cases 
saying it to people whose income was lower than | 
their own; and there was no justification’ on financial 
grounds for this discrimination. Mr. Bevan went on to 
suggest that an area where a doctor or doctors accepted 
patients only in return for fees might be regarded as 
under-doctored.. This would be a matter for the Medical 
Practices Committee. The practitioner was expected to 
provide adéquate facilities for his patients, and it would 
not be considered proper for a practitioner to provide 
superior facilities for his private patients as against his © 
public patients. He was asking local executive councils 
to look into this matter immediately. ° 


nutrition. 


and other currency sources. 
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Food-supplies and Nutrition 


In the House of Commons on July 12 Mr. J. S. C. 
REID said that a year ago some people still argued that 
ours was a well-fed nation and that there was no need 
to worry about the future of our food-supplies. But the 
Economic Survey for 1948 set out the precise respects in 
which there had been a fall in the consumption of a 
number of commodities, and stated that it would be 
wholly misleading to infer that the real standard of life 
had remained, and would remain the same. The figures 
showed that the food available during the year had, 
on the average, diminished by 200 calories per head per 
day. Mr. Reid did not attach primary importance to 
that figure: it would be of primary importance only 
if there were equality of sharing of the food available. 
This, of course, was not the case: a great many quite 
properly got more than the average through canteens, 
school meals, and extra rations, and a great many people 
therefore got less. It was time that the Minister 
re-examined the method of his department in deciding 
who was to get extra allocations of food. Applications 
were never refused because the applicant did not need 
the extra food, but always for some administrative reason. 
Mr. Reid appealed for an end of the “sorry business ”’ 
of bread rationing, and for’ a lowering of the extraction- 
rate for flour. 


Mr. JoHN STRACHEY, Minister of Food, hoped and 
trusted that the time would not be long delayed when 
bread rationing could be ended. Obviously, too, the 
Government would like to lower the extraction-rate 
further, and he agreed that if it could not be lowered by: 
5% -it would be well worth the while to lower it by 
21/,%. If he were in a position to do that he would 
certainly do so, but he would give the ending of bread 
rationing priority. l l 


It was perfectly true, he said, that last autumn the. 


nutritional prospect for the first six months of 1948 


was a dark one indeed, and his nutritional and scientific . 


advisers had looked forward to that period with the 
greatest apprehensions. But as a matter of fact the 
calorie level remained almost exactly 2800, and did not 
fall below 270Q as they had feared. This was done by 
switching from dollar sources of foodstuffs to sterling 
Even 2800 calories; how- 
ever, was a low figure, and only just sufficient. There- 
fore it was essential to have the fairest possible distribu- 
tion. If food subsidies were abolished, fair sharing 
would be impossible: the steep rise in prices which 
would immediately take place would sharply cut down 
working-class consumption. If people asked what value 
they were -getting for these subsidies—which were now 
running at something like £470 million a year—he 
asked them to look first of all at our children. After 
examining children.in our schools Prof. Henri Bonnet, 
of the French Academy of Medicine, said:/ ‘‘In 10 


years, England will have a generation of young men, 


and women superior, physically and mentally, to those 
of any other European country. I am convinced that 
the excellent physical condition of these children is due 
to their feeding. Their diet is perfectly balanced, and 
the system of milk in schools, school feeding and extra 
vitamin nourishment provided by clinics has had obvious 


results.” The percentage of school-children receiving 
rs in schools was now 52, compared with 4 before 
e war. | 


Dealing with the world food situation, Mr. Strachey 
said he did not think there was any necessary conflict 
between his views and those of Sir John Boyd Orr. 
Sir John was assuming that the vast populations of 
China, India, and the like must be brought up for the 
first time in human history to a satisfactory level of 
That was something which everyone would 
pray for and wish to advance, but it was something 
altogether outside the scope of anyone speaking for the 
British Government. It could only be handled by these 
people themselves. He(Mr. Strachey) spoke only ofthe world 
food situation at the current level of effective demand. 
If that level was raised, as it easily could be if everyone 
in China and India secured adequate food, then the world 
would be desperately short of food for a very long time. 
But at the current level of effective demand it appeared 
to him that in the basic foodstuffs of rice and cereals 


director of the Food and Agriculture 


we ought to see an improvement in availability during 
the coming year. The chief lesson for us of the very 
critical nine. months we had been through between the 
convertibility crisis of the European Recovery Pro- 
gramme was that the great food-producing countries 
had as much need of us as we had of them. Therefpre, 
he believed that, as long as we had an industrious and 
ingenious population producing manufactures in this 
country, we could be assured of feeding ourselves. 

Dr. EDITH SUMMERSKILL, parliamentary secretary 
to the Ministry of Food, replying to the debate, paid a 
tribute to the work of Sir John Boyd Orr, M.D., F.R.S.,; as 
Organisation. 
At two conferences of the F.A.O. she had watched 
delegates from every part of the world listen to Sir John 
with respect, admiration, and affection. He was not 
only a great scientist and a great humanitarian but had 
been one of our finest ambassadors. [If it was true that 


posterity remembered those who benefited posterity, 


Sir John Boyd Orr could never be forgotten. 

The population of the world, said Dr. Summerskill, 
was increasing by 25 million a year. The great Dominions 
of Pakistan and India intended to eliminate illiteracy, 
and when that was done it would inevitably mean their 
peoples would demand a standard of living comparable 
to those enjoyed in the west. Not only would the 
population increase, but their expectation of life would 
also increase. Malthusian doctrine, which was discredited 


in the 19th century, would perhaps be vindicated at 


the end of the 20th. 

Mr. Emrys HUGHES suggested that Sir John Boyd Orr 
should be sent on a special mission to Moscow to see 
whether Russia could be persuaded to come back to 
the F.A.O. and coéperate in a world food plan. 


Housing Progress 


Replying on July 14 to a debate on housing policy, 
Mr.‘ JoHN EDWARDS, parliamentary secretary to the 
Ministry of Health, said that in May, 1947, 216,000 
out of a, total labour force of 480,000 in England and 
Wales were employed on housing work. The comparable 
figure for May, 1948, was 220,000 out of a total force 
of 481,000. In the summer of last year it was apparent 
that the desired $pread of housing had been obtained, 
and that in order to secure the completion of houses 
already in the programme it ought not to be overloaded 
with additional contracts. The decision to restrict or 
retard the number of new contracts was not a decision 
to cut down the housing programme, but simply a 


necessary step to secure the more rapid completion of 
houses for which contracts had already been let. The 
result was a much better balanced programme. The 


number of houses completed in relation to those under 
construction had increased from 1 to 18 in May, 1947, 
to 1 to 10 in May, 1948. The Government's present aim 
was to keep the volume of building construction in 
England and Wales at approximately 180,00 houses. 

Speaking later, Mr. EVAN, Minister of Health, 
announced that permanent new houses were being 
completed at the rate of 20,000 a month. There 
were good reasons, he said, why waiting-lists for houses 
were no longer an expression of. housing needs. At 
the end of the year he was going to ask local authorities 
to “vet” them. : 

A motion by Mr. WALTER ELLIOT to reduce the 
Ministry of Health vote was negatived by 303 votes to 131. 


Proprietary Medicines 


On July 12 Mr. A. M. SKEFFINGTON said that it seemed 
a little ludicrous and illogical that, when the country 
was spending possibly £160,000,000 a year on health 
services, the advertising of proprietary medicines should 
encourage self-medication, with its obvious dangers. 

Sir IAN FRASER pointed out that proprictary medicines 
were subject to 33!/,% purchase-tax, which naturally 
raised their cost. Not everyone could see a doctor ; 
there was a shortage of doctors, and many of these 
preparations were identical with those recommended 
by the medical profession. 

Mr. EDWARDS, parliamentary secretary to the Ministry 
of Health, said that voluntary efforts had been made by 
some of those most directly concerned to keep extrava- 
gant advertising of proprietary medicines in check. 


s 


‘ ' because of the 
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Now that, under the National Health Service, everyone 
could have the medicines prescribed by their doctor 


‘ag necessary, there was less reason for people to buy 


medicines for which misleading claims were made. 


Supply of Artificial Limbs 


In the House of Lords on July 14, in reply to Lord 
MANCROFT, Lord Morrison stated that under -the 


National Health Service an artificial limb, where required, - 


_ would be supplied free. Normally the limb. would be of 
the same type as the limb now supplied to disabled 
~ex-Servicemen by the Ministry of Pensions through 
their own contractors. But it would be possible for 


x 


~ 


anyone to elect to be fitted with another make of limb - 


approved by the Ministry, provided that he accepted 
responsibility for any increased cost. 
apply to all patients, including disabled ex-Servicemen. 

` Lord WEBB-JOHNSON, P.R.C.S. (who had that day been 
introduced and taken his seat) expressed satisfaction 
at the Government’s answer. This question, he said 
had been a source of great anxiety to, practising surgeons, 
not only on account of patients at the moment, but also 


development. 


e 


The Death Penalty 


. The House of, Commons on July 15 considered the 
Oriminal Justice Bill. 

- Sir HARTLEY ‘SHAwcRoss, Attorney-General, moved 
that the House should disagree with the Lords’ amend- 
` ment to delete clause 1 (suspension of the death penalty 
for murder). He urged the merits of the Government's 
proposal to recognise two categories of murder—the 
capital and non-capital. He thought that juries would 
have no difficulty in deciding whether a murder came 
into one of the five classes for which capital punishment 
was reserved: (1) those committed in connexion with 
robbery, burglary, or house breaking (gangster offences) ; 
wounding by three or more persons acting together ; 
offences committed with explosives or destructive sub- 
stances ; rape, indecent assault, and sodomy ; (2) murder 
of a police officer, or a civilian who was assisting a police 
officer in the execution of the law ; (3) poisoning when 
the poison had been systematically administered ; 
(4) the murder of a prison officer ; and (5) second murders. 


This option would © 


possible effect in preventing future — 


free choice of doctors or be attended by their divisional 
surgeons as up to the present.—Mr. C. EDE replied : Members of 
the Metropolitan Police Force, like other police officers, are 
now compulsorily insured under the National Insurance Act 
and the Industrial Injuries Act. In view of the establishment 
of the National Health Service, Police Regulation 88, er 
which police authorities were required to provide free medical 
PRE for police officers, has: been revoked, and police 
officers, like other citizens, have free choice of doctor, I 
understand that the majority of the divisional surgeons in 
the Metropolitan Police District have joined the National 
Health Service. 
continue to receive attention from their doctor will be able 
to do so. ' 


- 


Obituary  - 


GORDON . WILKINSON GOODHART 
M.A., M.D. Camb., F.R.C.P. | 


_ Dr. Goodhart died at his home in London on July 16. 

He retired last year from his post as pathologist to the 
London County Council group laboratory at St. Mary > 
Abbots Hospital, and would have been 66 on July 24 


of this year. The younger son of Sir James Goodhart, 


- writes : 


Mr. WINSTON CHURCHILL said that the new clause ' 


had been put together with the object, not of making 
a ‘better and more humane system. of criminal justice, 
but of getting around an awkward Cabinet or Parlia- 
mentary difficulty. The Government’s clause would 
weaken the jury’s sense of responsibility, and introduce 
distinctions that would puzzle and baffle them, while its 
inconsistencies and absurdities would tend to bring the 
law into disrepute. The most frequent types of murder, 
such as wounding, stabbing, and drowning, and the 
most wicked murders, would not carry the death penalty. 

Sir JOHN ANDERSON thought the new Clause unsatis- 
factory because it sought. to substitute a rigid and 
elaborate statutory code for the existing flexible, well- 
tried system. He thought that the words ‘ express 
malice ” would give rise to serious difficulty. The only 
possible and sensible course for those who believed that 
the capital sentence was an unavoidable evil, and would 
. like to see it got rid of to the fullest possible extent 
and as speedily as possible, was to proceed by the 
exercise of tthe Royal prerogative. Mr. CHUTER EDE, 
Home Secretary, on the other hand, believed that the 
wider use of the Royal prerogative would involve the 
Home Secretary in considerable difficulties. The Govern- 
ment had put ‘before the House a method by which 
steady amelioration of the law could be carried forward 
in a way that would not violently offend public opinion. 


After a series of divisions, the Government’s com- 


promise clause was carried by 307 votes to 209. 


QUESTION TIME 
Metropolitan Police Officers and the Health Service 


Sir E. GRAHAM-LITTLE asked the Home Secretary what 
medical arrangements had been provided for the Metropolitan 
Police under the new Health Insurance Act and, in particular, 
whether they were insurable under the Act and would have 


TNL Us 


_ St. Mary Abbots, he moved there. 


of Guy’s Hospital, and heir presumptive to the baronetcy, 
he was educated at Westminster School; Trinity College, 
Cambridge, and Guy’s, where he became successively 
house-physician, Gull research student, demonstrator 
of pathology, and senior assistant bacteriologist. Later, 
at Freiburg, he worked for a time with Aschoff, before 
becoming .clinical pathologist at University College 
Hospital. During the 1914-18 war he served in France 
in the R.A.M.C., and was pathologist to the 2nd London 
General Hospital. Of his next few years, W. G. B. 


I first met Goodhart in October, 1923, when he was clinical | 
pathologist to University College Hospital. His laboratories, 
at the top of that building were extremely well run and he 
was freely consulted by all the clinicians there. It was a 
distinguished staff—Sir John Rose Bradford, Martin, Batty 
Shaw, and Poynton, with Bolton, Elliott, and Sir Thomas 
Lewis as junior physicians. A visitor to Goodhart’s labora- 
tories would immediately be struck by the general atmosphere 
of friendliness, and at the same time by the high standard 
of accuracy and the spirit of investigation which spread 
through the laboratory from Goodhart to all his assistants 


_and technicians. 


At this time he was actively engaged in research with 
Bolton on gastric secretion and the neutralisation of stomach 
contents, and with Price-Jones in investigations of the blood. 
A. E. Boycott, who was professor of pathology, had worked 
at Guy’s and had brought Price-Jones with him ; so Boycott, 
Price-Jones, and Goodhart were all well known to each other 
before their collaboration at University College Hospital. 

Goodhart was interested in all aspects of pathology, and 


his contributions to them were mostly in the teaching of his 


students and the training of \his assistants, most of whom 
have since achieved distinction. His work with Bolton 
was outstanding, and as a hematologist he was greatly 
distinguished. As a man he was extremely friendly. He 
was a great story-teller and could give long and interesting 
accounts of the many people with whom he had come into 
contact since his boyhood. Although these tales might take 
long in the telling, they never bored; they were always 
suffused with kindness, and were generally highly entertaining. 
He was extremely happy in his family life and enjoyed to the 
full his very large circlé of friends, by whom he will be greatly 
missed. ` 


In 1931 Goodhart left U.C.H. and played a great part 
in the establishment of the highly successful patho- 
logical services run for and by the London County 
Council. He worked first at the Archway group labora- 
tory, and later, when a new laboratory was opened at 
He was, at various — 
times, president of the section of pathology of the Royal 


Society of Medicine,-~of the Medical Society of London, 


and of the Association of Clinical Pathologists. 
In 1914 he married Alice Stransham La Touche 
and they had two daughters and a son. 


Accordingly police officers who wish to 


e 
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|| WILLIAM AUSTIN ROBB 
M.D. LOND., F.R.C.P. 


Dr. W. A. Robb, pathologist to the Royal Devon and 
Exeter Hospital, died at his home on July 12, at the age 
of BS. = Born at Burnt Fen, near Ely, he came of Suffolk 
yeoman stock and in youth hoped to become a veterinary 
surgeon. His passion for the country and for animals 
never left him ; but by pure chance he took up pharmacy, 
and in this he showed such aptitude that he had taken 
the major pharmaceutical diploma by the age of 21. 
On the outbreak of the 1914-18 war he enlisted at once 
in the R.A.M.C., and in France he was sergeant-dispenser 


in the 36th Field Ambulance, in which his name became 


a byword for efficiency. The Pharmaceutical Journal of 
July 26, 1919, contained the following comment which 
‘bears this out: ‘‘I would like to compliment the man 
in charge of the dispensary of the 36th F.A. Had you 
seen his pharmacy under indescribable conditions you 
would have wondered how he did it. His officers used 
to marvel at him and were never tired of singing his 
praises.”’ | . | 
' In the German break-through of 1916 Robb was 
seridusly wounded -and taken prisoner while superin- 
tending the evacuation of casualties. On recovering 
in a ‘German hospital, his work and care of patients of 
all‘ kinds (German and otherwise) became so valuable 
that his captors pressed him to stay instead of going 
to a prisoner-of-war camp. Robb refused, in order to 
throw in his lot with his fellows, to whose service he 
devoted himself wholeheartedly. His war experience 
caused him to take up medicine, and in 1919, directly 
on demobilisation, he went to Barts from which he 
qualified in 1924, taking both the M.R.c.P. and M.D. 
in 1926. He, became devoted to Langdon-Brown, to 
whom he was house-physician and chief assistant—a 
post he held until he could resist no longer the call of 
the country. He thus was led to Exeter in 1931, where’ 
he remained as pathologist until his premature death. 
With his pharmaceutical background, it was natural 
that his experience was used, first as a teacher of practical 
pharmacology at Barts and later as a member of the 
‘revision committee of the British Pharmacopeial Codex. 
During the late war he added to his many appointments 
that of regional resuscitation officer in the E.M.S. | 
Such are the bare facts in the life of a character of 
great friendliness who will be sadly missed in the South- 
West. Austin Robb was of an all too rare type ;. 
thoroughly consistent to the root traditions in which he 
was bred. He was passionately fond of the country, 
and there were few parts of Devon of which he did not 
have an intimate knowledge gained from prodigious 
journeys on foot; he was able to surprise many medical 
colleagues by his knowledge of where their patients 
lived. His fondness for animals even led him to allow 
his chickens to wander through the flower garden 
“ because it pleased them ”! He was a loyal son of 
Barts and his home was a constant place of pilgrimage 
for his older and contemporary colleagues. He was a 
man of deep religious feelings without making it obvious ; 
as a student these were coloured by his experience of life 
of a grimmer sort, and were more real than the adolescent 
gropings of the younger men who were his fellows. In 
later life he was a constant supporter of his church, 


and at the same time enjoyed life to the full. He lived | 


well, he read prodigiously, he was a connoisseur of 
art, and he had a wonderful sense of humour. 

In medicine his greatest achievement was of the 
unspectacular type, as a clinical pathologist. He was 
no pure laboratory man, though he established a first- 
rate pathological service. Technically he strove hard 
for perfection ; he would not compromise with inefficiency 
or humbug. He made pathology what it should be—the 
basis of good clinical practice. In his ‘office medical 
men came to discuss their pathological problems and 
went away enriched not only with the light of technical 
investigation but with a wealth of clinical sense ; indeed 
with the illumination of a great physician. 

As one who knew him as a friend and colleague, 
I would like to add one further note from the patient’s 
viewpoint. Illness to Austin Robb was a personal 


problem not confined to physical signs and laboratory _ 
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- J. B. G. S. who served with him in the late war. 
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tests. As a patient one felt the whole impact of 
his character: it was a chastening and invigorating 
experience. oan. 

He leaves a wife and two children. 


THE. LATE CAPTAIN WATSON 


A tribute to Captain Edward Clifford Watson, 
R.N. retd., who died last August, reaches us from 
Before 
taking up medicine Watson had already had a dis- 
tinguished career in the Royal Navy: in the first world 
war he was an Admiralty consultant in radio problems. 


N. ©. 


— After twenty years’ service he retired with the rank of 


commander, and he was later promoted captain on the 
retired list. In 1930 he qualified as M.R.c.s. from 
St. Mary’s Hospital, London, where he held the post of 
resident obstetrical officer before going into practice at 
Twickenham. On the outbreak of the late war. he 
returned to the sea, and he served afloat throughout the 
war, mostly in command of minelayers. ‘* Although 
so long out of touch with-Naval affairs, he had forgotten 
none of his seamanship and navigation: and he. was 


awarded the D.S.O. for services in minelaying while in - 


command of H.M.S. Twistbank. As medical officer in 
Twistbank for two years, I had reason to be grateful for 
his helpfulness. He was a man of strong personality, 
good judgment, and considerable charm; his wide 
knowledge of general affairs was supported by deep 
reading, and when we were in harbour he taught himself- 
foreign languages. His last days were spent as health 
adviser to the government of Trinidad.”’ 


Medicine and the Law — 


Similar Containers Again 


AT a Birmingham inquest earlier this month the 
house-surgeon of a maternity hospital admitted that 
the death of a month-old infant was due to his mistake 
in taking fluid from the wrong container for washing out a 
vein after a transfusion. He had used methylated 
ether instead of a saline solution. The deputy coroner 
recalled that a similar fatal mistake had been made in 
the same city at another hospital two years ago. The 
press had reported this previous incident in 1946 and 
local hospital managers must have discussed it; yet 
the lesson of the tragic error had not been applied. He 
hoped that hospitals would take all possible steps to 
prevent a further repetition. In particular he mentioned 
the recommendation put forward by one witness in 1946 
that containers of different colour should be used. This 
suggestion, he thought, would not only avert these 
tragedies but would also ease the surgeon’s task by 
giving him less to concentrate upon in the course of the 
actual operation. 


Appointments 


BODOANO, AGNES, M.B. Manc.: pathologist, Keighley and District 
Victoria Hospital, Yorks. | | 

DAVIDSON, W., M.B., D.M.R.D.: asst. radiologist, Royal Halifax 
Infirmary. f 

JOHNSTON, E. A., M.A., M.B. Aberd., D.P.H. : chief M.O.H., Inverness- 
S Q. 

McW ILLIAMS, L. F., M.C., M.B. Belf., D.P.H. : asst. M.O. and M.O.H, 
Hucknall, Notts. i 

PHILPS, A. S., F.R.C.S. : surgeon i.c. eye department, St. Bartholo- 
mew’s Hospital, London. | 

WALKER, J. V., M.D. Birm., M.R.C.P., D.P.H. : M.O.H., Darlington. 


. Hospital for Sick Children, Great Ormond St.: 


COLE. PAULINE, M.B. Lond. : house-surgeon. , ; 
DUDGEON, J. A., M.C., M.A., M.D. Camb. : asst. pathologist (virus). 
GORDON, W., M.B.: house-surgeon. 


JOLLY, H. R,, M.A., M.B. Camb. : house-physician. 

MacLean, W. E., M.D. St. And., M.R.C.P., D.C.H. : receiving-room 
physician. 

WALTHER, D. P., M-R.C.8., L.D.S. R.C.S.: orthodontic registrar. 

WESTHEAD, PAMELA, M.B. Brist. : resident anmsthctics registrar. 

WETTENHALL, H. N. B., M.D., M.R.A.C.P., M.R.C.P. ouse- 


physician. l | 
Royal Isle of Wight County Hospital, Ryde: 
Cray, R. D., B.sc., M.B. Lond. : morbid histologist. 
HARKNESS, JOHN, B.SC., M.B. Glasg.: biochemist. 
SWINSTEAD, P. D., M.B. Lond. : asst. pathologist. 
Colonial Service: . 
FARQUHARSON, A. D. J., M.R.C.8.: M.O., Nigeria, 
Sworn, J. M., M.B. Glasg.: M.o., Nyasaland. 
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- Notes and News pa 


‘WINDOW ON THE WALL 


AT Orsett Hospital, Essex, the wards are gaily and subtly 
coloured, while a changing exhibition of lively pictures on the 
walls has hitherto gladdened the eye’ Such unusual cheers 
fulmess derives from the taste and imagination of Dr. L. 
Cosin, the supermtendent, who has recently had a fresh idea 
for entertaining the old people who occupy his beds. The 
walls have now been decorated with two series of murals, 
painted by students of the South-East Essex Technical 
College and School of Art, under the supervision of Mr. `F. A. 
; Taylor, director of the department of arts of the college.: The 
themes were chosen by Dr. Cosin to remind elderly patients 
of their youth, and have been executed in tempera. One 
_ of the two series shows active scenes in 19th-century life, 
the other scenes on the Thames from its source in the Cots- 
wolds down to the estuary at Tilbury. 5 


Mr. Adrian Hill, the author of Art versus Illness, and pioneer 


of art as a form of occupational therapy, opened an exhibition 
of thesè mural decorations at the hospital on July 9. He 
spoke of the drab or boring surroundings in which most 
long-term -patients have to spend their days, and wished 
- that more doctors were obliged to try the experience. Most 
patients long for a window by their bed, though this is not 
always possible. But what after all, he asked, is a good 
picture but a window ? A double window, he might have said, 
showing something of the thing seen and more of the artist 
who saw it.. 

Dr. Cosin has found that not only the patients but the 
staff are brightened by pleasant colours and good pictures on 
the walls. Now, when it is specially necessary to make the 
best of old buildings, he advocates the general use of colour ; 
and the first hospitals to be reborn in paint should be those 
for the aged and chronic sick, for these patients may see no 
other surroundings for the rest of their days. : 


AUSTRALIAN NATIONAL UNIVERSITY 


Prof. Douglas Copland, D.sc., has been appointed vice- 
chancellor of the proposed National University of, Australia, 
at Canberra. The Medical Journal of Australia (July 10) 
reports Professor Copland as having expressed the hope that 
research in medicine and physics would be organised there 
“ under the guidance: of” Sir Howard ee F.R.S., and 
Prof. M. L. E. Oliphant, F.R.s. : 


FOR POSTGRADUATE VISITORS 


THe .Empire Medical Advisory Bureau established in 
London by the British Medical Association was opened 
on July 13 by Lord Addison. Besides providing information 
about postgraduate instruction, the bureau will offer a 
personal advisory service; an accommodation register is to 
be kept, and private hospitality will be arranged. The 
director is Dr. H. A. Sandiford. 


EPSOM COLLEGE a 


Tris term 511 boys, about 150 of them day-boys, have 
attended the college. The previous highest total was 480 
‘in 1938. In its report, the council of the Royal Medical 
Foundation records a loss of about £7000 in 1947; and next 
term the fees are to be raised to £215 per annum for a boarder 
and £90 for a day-boy, with a reduction of £10 for the son of 
a doctor and £5 for the son of a dental surgeon. Fewer 

than 20 boys have been withdrawn as‘a result of this increase. 
The report was unanimously approved at the annual meeting 
on July 9 whén Lord Leverhulme, who presided, said that 
in view of the agreement, arising from the Fleming report, 
to take five boys a year from primary schools, it had become 
necessary for the school to be inspected by the Ministry of 
Education. 

PECKHAM 


Queen Mary, with the Prime Minister and other members 
of the Cabinet, was present last week at the premiere in this 
country at the Odeon Theatre, Peckham, of a film, The Centre, 
describing the work of the Peckham Health Centre. Originally 
announced to take 45 minutes, it actually occupied less than 
half an hour, which gave the impression that it had been 
cut, especially as the salient information about the promotion 
of the health of the people was not evident. The film presents 
a good picture of the social life of the centre, which was 


1. Allen & Unwin, 1946 ; see Lancet 1946, ii, 439. 


members. 
The point made by Dr. Scott Williamson in his op pening 


‘emphasised by all the performers being drawn ‘from: the | 


remarks, that the: object of the work. is to find what is right 


and healthy in life and not what is wrong and diseased, 


was not embodied in the film. Nor did it really show the 
contribution of the centre to family life; indeed: the quarrel 
between Jones and his wife rather suggested that joining 
the health centre might cause domestic disharmony. 

The film was made at the request of the Foreign Office 
and was shown at Lake Success to the World Health Organi- 
sation. Before it journeys further afield, Mr. Paul Rotha 
should introduce more evidence of the work which has been 
done at the centre and which is the basis of the establishment 
of the National Health Trust for researc 


CARD-INDEX GUIDE TO THERAPY 


` 


A CARD-INDEX has one outstanding advantage over a — 


textbook—that it can readily be kept up to date by replacing 
the cards. This form is therefore particularly suitable for, a 
reference work on modern treatment, which is constantly 
changing. The Practitioner's Card-Index Guide to Treatment, 
published by Devereaux (Medical) Publications Ltd., of 36, 
Maiden Lane, W.C.2, contains the essentials of therapeutics 
arranged alphabetically on cards in a convenient plastic 


cabinet. The information is revised quarterly and the price 


of 5 guineas covers the first year’s replacement cards. 


. DOCTORS’ DISPENSERS 
‘THE Ministry of Health announces that, under the Control 


/ 


~ 


of Engagements Order, doctors’ dispensers whose employ- 


ment has terminated following the introduction of the National 
Health Service will generally register for employment with the 
Ministry of Labour and National Service. Some of these 
dispensers have passed the examination of the Society of 


 Apothecaries for assistants in dispensing ; some have been 


trained in the R.A.M.C. or Royal Navy as sergeant compounder 
or sick-berth petty officer ; and some have had long experience 
with doctors in retail pharmacy. They may be regarded, 

says the Ministry, as capable of dispensing | medicines in both 
retail and hospital practice under the supervision of 
pharmacists; and those needing experienced assistants are 
advised to notify the local office of the Ministry of Papoun: 


University of Cambridge 


A university health service is being mntrodúced, and health 
service officers have been appointed. Arrangements are being 
made for a voluntary medical examination, including radio- 
graphic examination of the chest, of new students next term. 


University of Manchester 


The following have been successful in recent Svatninationa: : 
D.P. v: (part 2).—C. L. Casimir, N. P. Chamarette, Alexander 


Clark, N. A. Conon, Barbara M. Dick, J. H. Kahn, R. W.. Lennon, 
M. M. MAGA. W. V. Wadsworth. i 


- University of Edinburgh 


‘The following degrees and” diplomas. were conferred on 
July 16: 


M.D.—A. H. Banton *t Agnes A. Brash,* Edward Christianson, 


Gilr 


igher 

Ph.D.—(Un thé foculty of medice: ,N. K. Chowhury, C. C. 
James,* G; F. A. Rahim. 

M.B., Ch.B.—D. W. Atkinson, Alison M. S. Bell, J. D. Bell, 
Jean Bowden, G. R. Brackenbridge, N. M. Bremner, A. À. Brown, 
Patricia M. M. Brown Constance Bruce, J. G. Bulman, Helen L. 
Burns, Anne Cairns, W. C. Campbell, A. B. Carmichael, Kathleen M. 
Carmichacl, A. B. Cassie, Maureen D Connolly, Charlotte W. 
Cordin, J. K. Davidson, L. A. Davidson, Rosemary H. M. Davie,t 
William Davison, D. A. L. Dick, S. M. Drancz, James Drummo nd, 
R. B. Duthie, Bridget A. Evans, Mary C. Ewing. habeus W. 
Ferguson, Sir James Frasi, D. L. Gardner, W. A. Gentle, A. H.C. 
Gieben, A. J. Gillies, J. F. Gould, W. D. Graham, G. A. Gray, 
J. D. Haldane, Joseph Hampson, J. W. Harkess, C. P. Hay, 
G. W. Hickish, ‘Joan S. Hiscock, Tione g Hoot. rises C. Horwill, 
J. F. Houston, Elizabeth M. Ingles, R Š B. Johnston, T. F. Kean, 
John Keenan, Jean H. Kenda Gilbert Kennedy, A. W. S. Kerr, 
D. A. Lamont, Norman Laurie ’Smith, J. Lenman, S. J. A. 
Luckas, James Lugton, J. L. J. res 'E, I. Lunn, Anne P. 
McCaul, Janet N. McCulloch, I. K. McIntosh, Blanche M. MacIver, 
Mary L. Mackay, Hamish MacLean, T. W. M 
Malloch, J. H. Marks, E. J. Meisels, M. W. Mills, J. H. Mitchell, 
Alastair Morrison, I. A. Morrison, Irene R. B. Muir, G. F. Murnaghan, 
J. G. M. Murray, Marjorie K. Murray, Isabella R. Napier, Bae ee 
M. H. Neill, Elizabeth C. Nelson, T, B. M. Norman, I. M. Ogilvie, 
John Oliver, R. a ‘Ottley, Dorothy M. Pargeter, Lorraine M. 
Paterson, A. S. Peden, Lillias E. Penman, Ruth Porter, J. L. 
Potter, R. P. Powell. J. K. M. Quartey, H. A. J. Reay, J. L. Rennie, 
Jobn Richmond, J. À. Riedel, D. H. H. Robertson, I. D. Robertson, 


A. S. Crawford, J. C. oy,*t I. G. MacKenzie, t D. J. MacRae, 


Pd 
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Joan E. Réwlands, I. J. B. Russell, A. M. Ruxton, Joycelyn H. W. 
Sandison,. D. B. Scott, C. J. Sikkel, F. F. Silk, Esme J. Simpson, 
Beryl E. Sinclair, Evelyn A. C. Skinner,t J. B. Smith, Margaret C. 
Smith, Elizabeth L. T. Stoddart, J. F. Stone, Geoffrey Stout, 
Jean M. Thoburn, A. W. H. Thomson, Ethel M. Wallis, A. T. 
Watson, I. H. Watson, A. A. Wild, Jean A. R. Wilkie, M. B. Wong, 
Elizabeth J. A. Yool. : l 

The Ettles scholarship and Leslie medal for the most distinguished 
graduate of the year were awarded to Rosemary H. M. Davie. 

D.P.H.—wW. J. Bell, J. D. Crombie, J. A. Eadie, William Edgar, * 
H. J. Gibson, George Graham-Cumming, Minnie K. Herring, D. J. 
M. Mackenzie,* H. B. Martin, George Masterton,* G. O. Mayne, 
H. C. Milligan, E. H. Murcott,* S. . Musgrave, 
Prabhakar,* S. N. P. Stobie, Agnes W. C. Storrar,* W. F. 
Thom, J. E. Tinne, Elizabeth Whalley. 

D.T.M. & H.—Emmanuel Evans-Anfom, E. A. Frayworth, 
P. K. Mathur, Jagat Ram, Jean A. Robertson,* A. C. B. Singleton, 
T. B. M. Sloan, G. P. Stilley,* H. C. W. Stringer. 

D.M.R.D.—William Cockburn, Jack Cowen, C. P. M. Feltham, 
J. D. Recordon. 

D.I.H.——H. O. Engel,* H. A. Forrester,* A. B. Guild,* A. S. 

D. Pavicre,* D. G. 


Waddel,* H. D. Wilson.” 


McLean, R. C. Mahanty, K. K. Mathur, H. 

M.B., Ch.B. of the Polish School of Medicine.— Albert Adamczyk,* 
Petronela L. Buckiewicz, Maria A. Chrzaszcz, Jerzy Cyrkowicz, 
H. W. Hamerski,* Mieczyslaw Kawa,* Zenon Kocay, Jaroslaw 
Kolcan,* Danuta Manitius, Stanislaw Monka,* Wladyslaw Olesinski, * 
Oskar Slowik, Zbigniew Sobol,* Herbert Staniszewski, Zbigniew 
Szarnagiel, Jadwiga Szlaskowska, Maria Szyndler, Irena Waga, 
Zofia Wesierska.* . 


* In absentia. t Commended. { With honours. 


University of ‘Glasgow 
Dr. A. Stewart Henderson has been appointed medical 
officer in charge of the university student health scheme. 


A-lectureship has been created in tribute to the memory 
of the late Dr. Noah Morris, professor of materia medica. 


Royal College of Surgeons of England 

Lister medal.—This medal, which is awarded in recognition 
of distinguished contributions to surgical science, has been 
granted this year to Mr. Geoffrey Jefferson, F.R.S., professor 
of neurosurgery in the University of Manchester, in recogni- 
tion of his contributions to “ knowledge of the functions 
and structure of the nervous system, made as a philosophical 
biologist, practising neurosurgery.” Professor Jefferson will 
deliver the Lister memorial lecture in London next June, 
under the auspices of the college. | 

This is the ninth occasion of the award, which is made by a 
committee representative of the Royal Society, the Royal College 


of Surgeons of England, the Royal College of Surgeons in Ireland, 
the University of Edinburgh, and the University of Glasgow. 


Royal College of Physicians of Edinburgh 
A Kirk Duncanson fellowship for medical research has 


been awarded to Dr. R. M. Marquis, who will investigate 


congenital malformations of the heart. 


Royal College of Physicians of Ireland 


On July 9 T. S. W. Buss was admitted a member of the 
college. É 


Charing Cross Hospital | 


Dr. Doyne Bell will give a lecture entitled Points from the 
Swedish Pediatric Congress, 1948, in the clinical lecture 
theatre of this hospital on Wednesday July 28, at 5 P.M. 


International Union Against’ Venereal Diseases 


The general assembly of this organisation is to be held 
this year in Copenhagen from Sept. 6 to 10. 


United Cambridge Hospitals 


Under an order issued by the Minister of Health, Chesterton 
Hospital, Cambridge, formerly a poor-law institution, has 
been transferred from the control of the East Anglian regional 
hospital board to the board of governors of the teaching 
hospital. . 


Medical Society of the L.C.C. Service 


At a meeting on July 7 it was decided to change the name 
of this society to the London County Medical Society. It is 
intended that ‘the society shall continue to hold monthly 
meetings, most of which will be clinical; and membership 
wil in future be open to any doctor who wishes to join. 
Further particulars may be obtained from the secretary, 
Mr. I. Matheson, F.Rr.c.s., St. Giles Hospital, 8.1.5. 


Sir Max Page has been appointed officer of the Legion of 
Honour of France. 


Prof. Alan Moncrieff, director of the Institute of Child 
Health at the Hospital for Sick Children, Great Ormond 
Street, has been elected’ an honorary fellow of the American 
Academy of Pediatrics. = 


BIRTHS, MARRIAGES AND DEATHS 


| [ronz 24, 1948 
Diary of the Week . 


JULY 25 To 31 
Monday, 26th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5 P.M. Prof. H. A. Harris: Clinical Anatomy of Thorax. 
¢ 6.15 P.M. Mr. A. Bulleid: Bacteriology of the Mouth. 


Tuesday, 27th 


ROYAL COLLEGE OF SURGEONS 7 ; 
5 P.M. Prof. D. T. Harris: Autonomic Nervous System. 
6.15 P.M. Dr. A. C. Counsell: Etiology of Cysts of the Mouth. 


EDINBURGH POST-GRADUATE BOARD FOR MEDIOERNVE 


3.30 P.M. (Anatomy lecture theatre, University of Edinburgh.) 
Prof. J. H. Gaddum, F.R.S.: Adrenaline and Allied 
Substances. 

Wednesday, 28th 


ROYAL COLLEGE OF SURGEONS 
-5 P.M. Mr. M. W. Carr, D.D.S. (New York): 
of the Face and Neck of Dental Origin. 
í lecture.) 
INSTITUTE OF LARYNGOLOGY, 330, Gray’s Inn Road, W.C.1 
4.30 P.M. Mr. V. E. Negus: Organic Nervous Affections of the 
Larynx. 


Thursday, 29th 


ROYAL COLLEGE OF SURGEONS ° ys AI 
5 P.M. Prof. Shafik Shalaby (Cairo): Ameebic Liver Abscess. 
(Hunterian lecture.) - 
5 P.M. Dr. W. A. M. Smart: Circulation. hts ; 
6.15 P.M. Prof. G. P. Wright: Repair of Connective Tissues. 


Friday, 30th è 


ROYAL COLLEGE OF SURGEONS l 
5 P.M. Dr. C. Reid: Respiration and Anoxæmia. 
6.15 P.M. Prof. R. Hare: Source and Transmission of Wound 
` Infection. HRe 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
3.30 P.M. Mr. R.C 


Acute Infections 
(Charles Tomes 


. C. Brock : Segmental Anatomy of the Lungs. 
Births, Marriages, and Deaths 


BIRTHS 


APPLEBY.—On July 13, at Sheffield, the wife of Captain T. A. 
Appleby, R.A.M.c.—a son. 3 
CoLVER.—On July 15, at Sheffield, the wife of Dr. Thomas Colver 


CROCKETT.—On July 9, in London, the wife of Dr. Gerard Crockett 
—a son. 

D’ABREU.—On July 10, in Birmingham, the wife of Mr. A. L. 
d’Abreu, 0.B.E., F.R.C.S.—a daughter. 

FORSTER.—On July 16, at Barnstaple, the wife of Dr. W. M. Forster 


_—a son. , 

IMRIE.—On July 12, at Guildford, the wife of Dr. D. A, Imrie, V.R.D., 
M.D.—a daughter. ` 

LE CLERCQ.—On July 13, the wife of Surgeon Lieutenant L. G. 
le Clercq, R.N.—a daughter. 

LOVELOCK. —On July 12, in New York, the wife of Dr. J..E. Love- 
lock—a daughter. ee = 

ae Bees > uly 16, in Edinburgh, the wife of Dr. R. M. Marquis 
—a daughter. : 

SMITH.—On July 16, in London, the wife of Dr. W., H. R. Smith— 
a son. 

STANLEY.—On July 15, in London, the wife of Mr. B. E. Crawford 
Stanley, F.R.c.s.—a daughter. , 

THOMSON.—On July 11, at Falmouth, the wife of Dr. Colin 
Thomson, M.c.—a daughter. 
TooHEY—On July 12, in London, the wife of Dr. M. I. Toohey— 

a daughter. 
Tyson.—On July 13, at Singapore, the wife of Dr. W. J. Tyson— 


& son. l 

VLAsro.—On July 10, at Weymouth, the wife of Dr. Philip Vlasto 
—a son. 

WALForp.—On July 10, the wife of Dr. P. A. Walford—a daughter. 

WHITF.—On July 10, at Berkhamsted, the wife of Dr. Denis White— 


a son . 
MARRIAGES 


ENZER—DEAcox.—On July 8, in London, John Enzer, M.R.C.S., 
to Margaret Deacon. 

KELSEY—SHACKLETON.—On July 12, at Askrigg, Francis Derek 
Kelscy, B.M., to Rachel Fell Shackleton, B.M. 

RosE—RANKIN.—On July 10, at Perth, Ian Falconer Rose, M.B.E., 
F.R.C.S., to Christian Rankin. 

VOWLES—KNOWLES.—,On July 17, at Bideford, Keith Douglas 
John Vowles, M.B., to Mary Knowles, M.B. 


DEATHS 


FRYER.—On July 14, at Pinner, James Fryer, M.B. Glasg., D.P.H. 

GOODHART.—On July 16, in London, Gordon Wilkinson Goodhart. 
M.A., M.D. Camb., F.R.c.P., aged 65. 

HIcKMAN.—On July 8, at Flax Bourton, Somersct, Henry Richard 
Belcher Hickman, M.A., B.M. Oxfd, aged 82. 

LOUGHNANE.—On July 14, in London, Farquhar 
Loughnane, F.R.C.S. 

Low.—On July 10, at Tring, Alfred Lees Low, M.B. Edin. 

McCay.—On July 13, at Woking, David McCay, M.D. Belf., M.R.c.P., 
lieut.-colonel, 1.M.S. retd., aged 75. 

O’ConNOR.—On July 12, in Johannesburg, John O'Connor, F.R.c.8. 

SNELLING.—On July 17, at Luton, Trevor Richard Snelling, M{.R.c.s., 


aged 58. ; 
SYKEs.—-On July 14, at Bath, John Lewis Sykes, M.R,.C.S. 
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LATENT TETANY CAUSED BY BAL 
2:3 DIMERCAPTOPROPAN OL 


Brian RUSSELL 
M.D. Lond., M.R.C.P., D.P.H. 
ASSISTANT PHYSICIAN 


L. G. R. WAND 
M.A., M.B. Camb. 
HOUSE PHYSICIAN, 


SKIN DEPARTMENT, ST. BARTHOLOMEW’S HOSPITAL, 
LONDON - 


Tue Baxr Conference of the Medical Research Council 
(1947) said that Bax is efficacious as an antidote to 
arsenicals, forming relatively stable ring compounds 
with arsenoxides, and thus promoting increased urinary 
excretion of arsenic. ‘It has been used successfully against 
intoxication by mercury (Longcope and Luetscher 
1946) and gold (Ragan and Boots 1947), and is said to 
destroy the complexes formed between these metals and 
‘body proteins: In animal experiments it has been found 
. to abstract nickel, cadmium, chromium, bismuth, and 
antimony, and it may be capable of withdrawing other 


BERNARD GREEN 
M.R.C.S. 
CHIEF ASSISTANT, 


metals, including lead. In a patient with chronic lead 


poisoning Telfer (1947) noted a rise of over 100% in 
urinary lead excretion after twelve injections in three 
days of 1-9 mg. of Bat per kg. of body-weight. These 
facts make it likely that Bat can also withdraw certain 
essential kations from the serum and tissues, for it would 
be strange if all body metals were immune from its 
influence, 

The occurrence of cramp-like pains in the limbs, and 


spasms of the fingers, in a patient undergoing treatment © 


with BAL suggested to us that a state of latent tetany 


might be present, and the detection of Chvostek’s sign . 


on both sides confirmed this suspicion. The absence of 
alkalosis made it probable that the tetany was of low- 
calcium or low-magnesium type; so we studied the 
potassium, sodium, calcium, magnesium, and inorganic- 
phosphate levels in the serum in this and other patients and 
volunteer students after intramuscular injections of- Bat. 


A nials TOXICITY OF BAL 


Durlacher et al. (1946) state that the ink aieea 
following BAL are not due to hypoglycemia. Toxic 
doses produce a metabolic acidosis, shown by a diminished 
pH and CO, content and increased amounts of serum- 
lactic acid and amino nitrogen. The blood-sugar level 
rises initially but falls to hypoglycemic levels before 
death. : The glycogen content of the liver is reduced, and 
the potassium content of the liver is decreased with 
increase of the sodium and chloride contents. 

Modell, Chenoweth, and Krop (1946) give evidence 
indicating that the high blood lactic-acid level does not 
cause the symptoms, and that the eye signs and salivation 
are produced by Bat in the circulation and not by that 
in the expired air or in the tears. The signs of salivation 
and lacrimation also depend on an intact parasympa- 
thetic innervation. A dose of about 1/; L.D.50 had no 
effect on the prothrombin-time. Post ‘mortem the only 
unequivocal effects noted were cdema and petechial 
hzemorrhages in the lungs. 

Chenoweth. (1946) noted a rise in blood-pressure after 
small doses of BAL but a fall in systemic and pulmonary 
arterial pressures after larger doses, with a fall in venous 
pressure except the portal pressure, which was raised. 
He concludes that BAL has a primary constricting 
action, but that capillary damage from larger doses 
leads to increased permeability and signs of peripheral 
vascular failure. A pronounced increase was noted in the 
rate of lymph-flow from the thoracic and cervical ducts. 

Krop (1946) found a considerable accumulation of 
lactate in the liquid surrounding a stimulated frog’s 

6518 
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toe to very severe abdominal 
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sartorius muscle, in the presence of Bat. The initial heat 
and ‘twitch tension” were at first increased and later 
reduced, without significant change in “ efficiency.” 


Man 

Sulzberger et al. (1946) studied the toxic effects 
of Bar injected intramuscularly into 34 healthy young 
adult males without arsenical or other intoxications. 
Symptoms were noted 10-30 minutes after the injection 
of doses equivalent to 3-5—5-5 mg. of BAL per kg. of body- 
weight daily. No- -cumulative effects were observed with 
four doses of about 5 mg. per kg. of body-weight at 
four-hour intervals, but they were noted when there was 
only a two-hour interval between the first two injections. 

In 11 of the volunteers reducing substances were 
found in the urine, but other urinary findings were normal. 


There was no evidence of reduction of the CO,-combining. 
Icteric indices were all normal. ' 


Respiration-rates increased slightly in 15-20 minutes 
up to a maximum of 26 per minute.. There were signi- 
ficant elevations of the blood-pressure in 30-40 minutes 
in 14 of 17 volunteers. 

In this country the therapeutic dose used has been 
only about 1-5 mg. per kg. of body-weight (BAL 
Conference of M.R.C., 1947). 

Modell, Gold, and Cattell (1946) ` studied the effects 
of BAL on 8 women and 1 man, aged 18-49 years, with 
secondary or tertiary syphilis. The minimum dose 
which produced toxic effects was 3-5 mg. per kg. of 
body-weight. After a single dose of 8 mg. per kg. the 
symptoms were most severe 5-30 minutes after the 
injection, increasing gradually in intensity until a level 
was reached which lasted about 40 minutes, and then 
subsiding gradually but persisting for between 15 minutes 
and 2 hours. The blood-pressure and other changes were 
reversible. 

The symptoms of intoxication from Bat as described 


‘by these authors, in their exact terms, are compared 


with the symptoms of latent tetany as described by 
Strimpell and Seyfarth (1931), with additions from 
Poulton et al. (1930) as follows : 


Constricted feelings and pains in | Carpopedal spasm 
the han ` 


, and muscle Snan of 
_ the leg 


Conjunctivitis, “tearing,” blepha- | Recurring conjunctivitis 
rospasm, and burning sensa- |. . , 
tions of the eyes 
Rhinorrhea and burning or ting- ; 
ling of the nose ` 


Salivation and pains in the jaws | Salivation’ 


Pareesthesise and pains 
. limbs, burnin 


ve extremities and of the 8 
burning sensation of penis 


Swaating of aproneed> hands, &e., 


Hypersecretion of sweat 
and sense of warmth 


Painful spasms of diaphragm- 
atic or other muscles of the 
abdomen, chest, or back 


pain 


Tremor, general agitation, unrest | Tremors, 


convulsions in 
Q N 
Muscular weakness 
Occasional hallucinations 


Pulse increased 


Weakness, fatigue 

Uncontrollable laughter 

Heart-rate moderately accelerated 

Significant rise of systolic and 
diastolic blood-pressure '/,; hour 


after injection, 
15-90 minutes 


Increased cardiac activity and 
vascular spasm 
persisting for 


-w 


Toxic symptoms from BAL Symptoms of teta ny 
Nausea, vomiting Hypersecretion of gastric juice 
Headache l 
sensations of the lips, | Hyperexcitability of the audi- 
mouth, and throat ~ tory and gustatory nerves 
Constricted feelings and pains in | Contractions of the diaphragm 
the chest i ‘ 
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These symptoms and signs, in both conditions, may 
be summarised as manifestations of increased excita- 
bility of motor, sensory, and secretory nerves, the 
vegetative nervous system, and the higher centres. 


CAUSES OF TETANY 


- The maintenance in the pericellular fluid of equilibrium 
between calcium, magnesium, and hydrogen ions on the 

one hand, and 
sodium, potas- 
sium, and hy- 
droxyl ions on 
the other, is 
vital for the 
health of the 
cells controlling 
the heart-beat, 
the contract- 
ility of plain 
and striped 
muscle, and the 
transference of 


BAL IM. 
2-41 mg. per kg. 
of body-weight 


BAL IM. 
2-41 mg.per kg. 
of bady-weight 


MILK I pt. 
CaiciFerol 
50,000 units 


_ SYSTOLIC 


DIASTOLIC 


E 


$ Š 80 impulses at the 
d $70 neuro- muscular 
=~ on junctions and 
tu through syn- 
= $20} apses. Tetany 
È S io is produced 
yS by increased 


3 nervous irrita- 
bility resulting 


O h% i 1% 2 2% 
HOURS . 


Fig. |—Blood-pressure and respiration-rate after from a fall in 


injection of BAL. 


calcium, mag- 


‘“nesium, or 


hydrogen-ion concentration or a rise in that of sodium, 
potassium, or hydroxyl. ' Reverse changes lessen nervous 
irritability and alleviate tetany. 
The more common known causes of tetany are 
(1) alkalosis, particularly from vomiting, excessive alkali 
ingestion, or hyperventilation, and (2) states of calcium 
insufficiency. In cattle, a deficiency of magnesium may 
also produce tetany (‘‘ grass tetany ”’), and Miller (1944) 
described a boy aged 31/, years with osteochondritis 
who had had tetany since the age of 7 months but whose 


serum-calcium level was repeatedly within normal limits. 


The serum-magnesium content was 1-7 mg. per 100 ml., 
the low limit of normal. Magnesium sulphate grains 5 
t.d.s. by mouth relieved the tetany, but there was a relapse 
on its withdrawal, with Chvostek’s and Trousseau’s 
signs present and a serum-magnesium level of 0-6 mg. 
per 100 ml. 


ACTION OF BAL ON MAGNESIUM 


In the extensive literature on Bat no reports have 
been found of any effect op calcium, but Webb and van 
Heyningen (1947), trying to explain its toxicity, noted 
its action on many enzymes in vitro and concluded that 
Bau probably acts as an antagonist of metal activation 
of enzymes, even interfering with the activation of 
enzymes activated by Mg++ enzymes—e.g., hexo- 
kinase. This effect was immediately reversed by the 
addition of excess Mg++. They thought it an open 
question whether the toxicity of Bat is due to this 
inhibition of metal-containing enzymes, and noted 
further that, though Bat forms stable insoluble com- 
pounds with copper and iron, none are formed with 
Zn++ or Mg++ at neutral pH. l 

Barron et al. (1947) state that BaL combines with 
magnesium to form colourless soluble compounds, 
which may explain the inhibitory effect of magnesium 
chloride on the rate of oxidation of ‘ Dithiol,’ noted to be 
44% with 0-01 M MgCl,. 

Calcium also forms no insoluble compounds with BAL 
in vitro. 


DR. RUSSELL AND OTHERS : LATENT TETANY CAUSED BY BAL 
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CASE-RECORD 


Our patient was a man aged 57, who had had 
rheumatoid arthritis for twenty months. 


He had received nine injections of ‘Myocrysin’ at weekly 


intervals, starting about May 1, 1947. The clefts of his 
fingers began to itch after the seventh injection, and a wide- 
spread rash developed about a week after the last injection. 
In mid-July he had received eight injections of sodium 
thiosulphate on alternate days, with some relief of the itching, 


and of the rash, but these soon relapsed more extensively 
than before. 

Early in August he had been given a course of Bar 400 mg. 
in the first twenty-four hours in four doses of 100 mg. each, 
200 mg. on each of the second, third, and fourth days in two 
doses a day, and 100 mg. a day for two more days in a single 
daily dose. While undergoing this treatment he had had 
cramps in the shoulders and legs, with fixation of the knees 


in flexion, lasting twenty-four hours. His-left hand and fore- . 


arm had become stiff and cramped on about four occasions 
for a minute or two, the index and middle fingers becommg 
“stuck together” and having to be forced apart with the 
other hand. His hands had tingled, there had been profuse 
sweating and shivering, and he had vomited once. The rash 
almost cleared but recurred about a fortnight later, and he 
was admitted to St. Bartholomew’s Hospital on Oct. 29, 
1947, with a polymorphic urticarial, erythematous, and 


. exfoliative eruption. 


He was given Bat for four days, 200 mg. daily, in doses of 
100 mg. His weight was 9 st. 11 lb., which means a daily 
dosage of 3-21 mg. per kg. of body-weight. He also received 
four daily injections of 2 ml. of ‘ Anahzemin.’ 

On Nov. 5, three days after the last injection, he had a 
positive Chvostek’s sign on both sides, but Trousseau’s sign 
was absent. Next day the serum-calcium level was 9-5 mg. 
per 100 ml., and the alkali reserve was 62-4 ml. of CO, per 
100 ml. of serum. Six days later the serum-calcium level'was 
10 mg. per 100 ml., and the serum inorganic phosphorus 
level 3-8 mg. per 100 ml. The urine revealed no abnormality 
on routine examination, anda histamine test-meal gave 
a hyperchlorhydric response. | 

Blood-count: red cells 4,570,000 per c.mm., Hb 84% 
(11-6 g. per 100 ml.), colour-index 0-9, white cells 9000 per 
c.mm. (polymorphs 80%, lymphocytes 15%, monocytes 1%, 
eosinophils 3°%, basophils 1%). 

Serum. Tests——Serum-bilirubin (van den Bergh) direct 
negative, indirect 0-3 mg. per 100 ml. of serum. Takata-Ara 
negative. Serum-proteins: total 6 mg. per 100 ml., albumin 
3-8 mg. per 100 ml., globulin 2-2 mg. per 100 ml. Serum- 
alkaline phosphatase 3-8 units. 


CLINICAL 
STUDY 


Fifteen days 
after the last 
injection of 
Baw this 
patient attend- 
ed again for 
serum -calcium 
and other 
studies before 
and after injec- 
tions of BAL. 


The test 
began at 2 P.M.’ 
and was pre- 
ceded by a 
normal lun- 
cheon of meat 
and vegetables, 
boiled celery, 
stewed apples, 
and macaroni. o 2 1 h 2 2% #3 
This was HOURS 
considere d Fig. 2—Nervous signs after injection of BAL: 
unlike ly to l, positive unilateral; 2, positive bilateral ; 


3, strongly positive on one side, positive on 
have any the other; 4, strongly positive bilateral. 


BAL i.M. 
2-41 mg. per kg. 
oF body-weight 


BAL I.M. 
2-41 mg. per kg. 
of bady-weight 


MILK ipt. 
CalciFerol 
50,000 units 


CHVOSTEKS SIGN 
O = N GA 


TROUSSEAU'S SIGN NEGATIVE THROUGHOUT 


Anode closing contraction 
E Normal ACC. 
— Normal KCC. 


Kathode closing contraction ` 


ERB'S SIGN (mA) 
O- NGA DH J @ © 


| 
| 
| 


THE LANCET] ` 


: DR. RUSSELL AND OTHERS : LATENT TETANY CAUSED BY BAL 


/ 


vy P 


[JULY 31, 1948 171 


significant effect on the serum-calcium level, since man 
derives calcium principally from milk, cheese, butter, 
eggs, green vegetables, and nuts (Hunter 1931). 
Calcium salts, whether soluble or insoluble, given by 


mouth, appear to be absorbed only with difficulty, and — 


the calcium in food is probably entirely converted by 
digestion into the inorganic form and absorbed as 
calcium salts, partly or completely ionised. | 

Fig. 1 shows that the. systolic blood-pressure rose 
by -19 mm. Hg and the diastolic blood-pressure by 
24 mm. Hg after two injections of Bax each of 150. mg. 
at 11/, hours’ interval. Three blood-pressure readings were 
taken on each occasion and the mean recorded. In the 
3rd hour of study increasing difficulty was found in the 
determination of the diastolic pressure after the first of 
the three readings, unless an interval was allowed before 
trying to record another reading. . This difficulty was 
thought to be due to arterial spasm, particularly since 
spasm was also noted in voluntary muscle from 


BAL I.M. i ane ely eects 
2:41 mg. per kg. -4i mg. per kg. cifero 
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Fig. 3—Serum-calcium level and Chvostek’s sign after injection of 
s BAL : same notation for Chvostek’s sign as in fig. 2. 


galvanism at 3 hours. Variations in pulse-rate- and- 


respiratiou-rate were not significant. — 
Chvostek’s sign (fig. 2) became positive half an hour 
after the first injection and remained positive throughout 


the remainder of the test. Trousseau’s sign was negative 


throughout. l , , 

With galvanism, the kathode closing contraction and 
the anode closing contraction were within normal limits 
for 1°/, hours, but at 2 hours (half an hour after the second 


injection) rose sharply to a maximum of 6 mA and 9 mA . 


respectively, and afterwards tended to fall slowly but 
were still 5 mA and 8 mA respectively at the end of the 
period .of study, with spasm reported in the anode 
closing contraction at 3 hours. These changes are the 
opposites of those to be expected with tetany, but they 
give evidence of a profound disturbance in kationic 
‘equilibrium, and may be related to the accumulation 
of lactic acid in the muscles, noted in animal studies by 
Krop (1946): | 2 oo ea 
In a study of this kind a single estimation of the 
serum-calcium and serum-magnesium levels is of rela- 
tively little value, and only indirect evidence of fluctua- 
tions in the tissue calcium and magnesium content 
can be obtained by a series of serum estimations at suit- 
able intervals. 
depends on the ionic state of the tissues, which probably 
moves in parallel with that of the serum and is there- 
fore effectively indicated by serum estimations. In the 
abnormal conditions created by an injettion of Bat, 
calcium ions, if withdrawn from the tissues, must pass 
into the serum, leading to the paradox of tetany in the 
presence of a high serum-calcium level. ae 
The serum-calcium level (fig. 3) showed a preliminary 
rise of 0-9 mg. per 100 ml. in the first half-hour after the 
‘injection, followed by a steady slow fall and a smaller 
rise after the second injection, with a further tendency 
to fall apparent in the last reading. - Chvostek’s sign, 
recorded beneath the curve in column form, became 


It must be emphasised that tetany 


‘maximal 1-11), hours after the injection. An analysis 


of the findings of Bennett et al. (1932) concerning physical 
signs and average serum-calcium . estimations in 15 


‘patients with idiopathic steatorrhwa suggests that latent 


tetany causing small depressions of the tissue calcium 
is more likely to give a positive Chvostek’s sign than is 
overt tetany causing large depressions, whereas. with 
Trousseau’s sign the opposite applies : 


History of acute No htstory of acute 
tetan tetany 
(10 cases) (5 cases) 


Serum-calcium .. (5-1-9-0 mg. per (8-0-10-:1 mg. per | 
100 ml.) . 100 ml.) 


Average scrum-.. 7:66 mg.per100 ml. 9-12 mg. per 100 ml. 
calcium : 
Chvostek’s sign.. 5 positive; 5negative 4 positive ; 1 negative 


Trousseau’s sign.. 6 positive; 4 negative None positive ; 5 


l 7 negative 

The rise in serum-calcium level in the present case, 
in the absence of a high-calcium diet, suggests a with- 
drawal of calcium from the tissues into the blood at a 


rate faster than its excretion. The period of study of this 


patient was insufficient to reveal the later effects of Bar. 
In view of the sharp depression of nervous irritability 
towards the end of the test it was thought possible that 
sodium was depleted at this time, but only insignificant 
changes in serum-sodium were detected (table 11). 


FURTHER STUDIES OF TOXICITY. 


The toxicity of Bau has been studied’ in 13 persons - 
receiving doses between 0-75 and 6:11 mg. per kg. of — 
body-weight, and the results are recorded in table 1. 

There were no symptoms in case 5 (untreated gold 
dermatitis). “ All the other persons injected had toxic 
manifestations ; but, in relation to dosage, these were — 
minimal in case 11 (untreated arsenical dermatitis) 
when given 6:11 mg. per kg. of body-weight. These 
observations suggest that, if there is an affinity between 
BAL and magnesium or calcium it is weaker than that 
between Bat and gold or arsenic. l 

Difficulty was often experienced in the withdrawal 
of samples of venous blood 2-6 hours after the injection, 
and in inserting the needlé into the vein, and this was 
thought to be due to venous spasm. This difficulty 
was not noted in obtaining blood samples from controls 
previously injected with 10% benzyl benzoate in arachis 
oil. 

Serial serum chemical studies were made in 11 persons | 
(table 11). We have not found in the literature information 
about the hour-by-hour variations throughout the day 
in calcium, magnesium, and phosphate levels in normal 
persons, and it is possible that the calcium figures 
recorded here represent fluctuations within normal 
limits. This seems less probable, however, for the rela- 
tively greater changes in serum-magnesium. The calcium 
figures were somewhat equivocal but sometimes (cases 
6, 7, and 9) suggested that calcium had been withdrawn 
from the tissues to the serum. On the other hand, case 10, 
who received 5:71 mg. of BAL per kg. of body-weight, 
showed minimal serum-calcium changes though he had 
severe pains, cramps, and paresthesis and developed 
Chvostek’s and Trousseau’s signs. Unfortunately his 
serum -magnesium was not studied. The maximum change 
in serum-calcium level was about 10%. Since the controls 
showed changes of up to 7°5%, though often in the 
opposite direction, this variation probably cannot be 
regarded as significant. 

In. 4 cases magnesium studies revealed changes of 
65%, 50%, 24%, and 11% in the serum -magnesium 
level. Magnesium studies in two controls showed changes 
of 18% and 11%. | 
‘In 2 patients the serum-inorganic phosphorus was 
estimated and was found to vary by 26% and 21%. 
The changes in serum-potassium (3%) and serum-sodium - 
(2%) were considered insignificant. 
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Control studies have not béen made on potassium, 
sodium, and inorganic phosphorus. Potassium, being 
mainly intracellular, would be least likely to be affected. 

If Bax has an affinity for calcium or magnesium it is 
likely to attract : serum-calcium or serum-magnesium ions, 
and serum-calcium or serum-magnesium loosely attached 
to plasma-protein, and to render these forms unavailable 
to the organism though still present in the blood. It 
is also likely to deplete the pericellular spaces of calcium 
or magnesium ions, and calcium or magnesium attached 
to protein; or the calcium and magnesium jin this 
situation may only be rendered unavailable and not 
withdrawn, leading to steady serum-calcium and 
serum-mapnesium levels. | 

On the hypothesis that Bat causes withdrawal of 
available calcium or magnesium from the blood and the 
tissues various possibilities may be considered. Where 
calcium is mentioned, similar possibilities for magnesium 
are to be inferred. 


(1) If the withdrawal of calcium from the tissues is faster - 


than the excretion of Ba with the calci attached to 
it, there will be a rise in serum-calcium. the rate of 
withdrawal is equal to the rate of excretion, there will be 
no apparent change in serum-calcium. If the excretion is 
more rapid than the withdrawal from the tissues, there will 
be a fall in serum-calcium. 

(2) Whatever the primary change in serum-calcium, if the 
displaced tissue calcium and Bat-attached serum-calcium 
continue to be excreted, there must next follow a fall 
in serum-calcium, because it may be assumed that the 
flow from tissues to serum drops off before the excretion 

' of the accumulated serum calcium is complete. 

(3) The effect of Bax on the calcium in the bones must also 
be considered. - It seems unlikely that it will cause a direct 
withdrawal of calcium from the bones ; but, if the tissues 


are depleted of calcium, there must be a rapid withdrawal 
of calcium from the bones and teeth to replenish this 
vital ‘kation deficiency. 


In 6 cases the serum-calcium was higher (up to 0-7 
mg. per 100 ml.) 24 hours after the injection than before, 
but in the 2 persons receiving the highest doses this was 
not so. If, in fact, this secondary rise is due to withdrawal 
of the calcium from the bones, it might be expected 
that there would be a parallel rise in the serum-inorganic 
phosphate. 

Kruse et al. (1933) state that magnesium deficiency 
is without apparent effect on the inorganic phosphorus 
content of the blood. Since magnesium ions are said 
to activate bone phosphatase (which is inhibited by 
inorganic phosphate), it seems essential for the well-being 
of the organism that this element should not be with- 
drawn from the hones. Changes in the serum-magnesium 
in 2 patients studied were, however, associated with 
changes considered significant in serum-inorganic phos- 
phate. It follows that the rise in level of inorganic 
phosphate may be related to changes in the tissue calcium. 

According to Shohl (1939) 99-69% of the calcium 
but only 57:9% of the magnesium in the body is 
in the bones, whereas the total muscle content is 
magnesium 6 g. and calcium 2 g. The rise in serum- 
magnesium (up to 65%) after the injection is consistent 
with the relatively higher muscle-magnesium content 
as compared with calcium. 

The urinary calcium excretion in one patient (case 5) 
showed hardly any change after a single dose of 200 mg. 
of BaL: 0170 g. of calcium was excreted in the urine 
in the 24 hours before the injection, and 0:188 g. in the 
24 hours after it. A calcium-balance test is necessary to 
demonstrate whether the calcium excretion from the 


TABLE I—EFFECTS OF INTRAMUSCULAR BAL ON NERVOUS SYSTEM 


(1, positive unilateral ; 
Z bilateral; 3, positive on one side, 


Chvostek’s sign 
2, positive 


e strongly positive on the other; 4, | 
Dose of BAL : ? Trous- 
Case Subject (yona) (mg. per kg. of | Strongly positive bilateral) sead'a. Cramps Other 
nO: ver body-weight) sign symptoms 
Sox After BAL (hours) 
Before 
Bau | an | 17. | 3 | 5-6 | 24 
1 | Student 23 M 0-75 0 o | 1{of41 !/] 0 0 + 0 
2 | Psoriasis 32 M 1:31 0 0 0 0 | 0 0 0 + , 0 
3 | Student 21M 1:43 0 ojojoj ojo 0 + 0 
4 | Student 21M 1-89 0 0 0 1 0 0 0 0 0 
5 bee a gold derma- | 54 F 2-07 0 0 0 0 0 0 0 0 0 
titis 
6 Student 22M 2-30 0 2 3 1 0 2 0 + 0 
7 Treated gold dermatitis | 57 M 2-41 0 1 4 1 0 0 0 
8 | Morphea ~ 63 F 2-83 0 2 2 . | 0 | 0 0 0 0 
9 | Student 21M 3°34 o | o0}]o0f{0 4] 0, 0 + | Vomited at i/y 
. OUT 
10 Volunteer 58 M 3:93 0 0 0 0 0 0 a Vomited at ‘/, 
our 
11 Seborrhoic dermatitis | 15 M 4-80 0 4 4 2 2 0 + ome at "J, 
' s 10u0T 
12 Seborrheic dermatitis | 25 M 5-71 0 1 4 0 0 + ++ Pains in eyes 
l at '/, hour ears, chest, and 
l abdomen, con- 
l , striction in 
Sa l throat i 
-13 | Untreated arsenical | 30 F 6-11 0 0 0 0 0 0 0 -+ Abdominal pain 
5 dermatitis 5 with muscular 
spasm 
CONTROIS , 
2a | Psoriasis | 32 M 1:31” , 0 0 0 0 0. 0 
. 14 | Student 22 M 1-99° 0 0 0 0 0 0 9 
15 Hypostatic ulcers | 55 M 2:86* 0 0 2+) 14| 124] 14 0 0 0 
16 Student 21M .2°89* 0 0 0 0 0 0 0 
17. | Hypostatic eczema 39M 4-62* 0 0 0 0 0 0 


= | 


* Dose of 10% benzyl benzoate in arachis oil equa) to that used to give BAL mg. per kg. 
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TABLE II——SERUM ESTIMATIONS IN PERSONS TREATED WITH BAL 


Dose of sa 
g. per kg. o 


Constituent of (m 
mg. por at) 


serum no 


Before 
injection 


. erum -calcium 0-75 10-5 
1:31 9-9 
7 1-43 10-6 
i 1-89 11-4 
2:07 10-1 
2-30 10-7 
2-41 9-9 
2°83 10-1 
3°34 11-1 
5-71 11-45 
6-11 + 105 
Equivalent dose 
1°31 . 10-8 
11-2 
- 10:5 


Serum -magnesium 


6:11 l 
Equivalent dose 
2-86 
4-62 
Dose of BAL 
2-83 
6-11 


BORD Boeno mt 
ao ODN 


Serum -inorganic 
‘phosphorus 


ees 
> Or 


Dose of BAL — 
Serum -potassium 2-83 


oO Dose of BAL 
Serum-sodium 2-41 


bowel is affected by the use of Bar, but this has not been 
carried out. 

Electrocardiographic studies of this patient and 
case 8 (table 1) revealed no appreciable difference after 
the injection of Bat. The changes said to develop in 
hypoparathyroidism—a lengthening of systole and an 
increase of the Q-T interval from the normal of 0:3 to 
0-6 sec. (Rosé 1943) with a low R and relatively high T 
wave (Zondek 1935 citing Schiff 1923)—were not 
_ observed. 

Fantl and Nance (1947 ), using Quick's (1938) technique, 
report inhibition of coagulation from prothrombin 
inactivation by Bax in vitro, not confirmed in vivo, no 
change being found in whole-blood coagulation-time or 
prothrombin activity at 1 and 2'/, hours after the injec- 
tion. Further, no change was noted in the coagulation- 
time when clotting was caused by the addition of 
- thrombin, This difference of in-vitro and in-vivo findings 
might be explained by BAr’s removal of part of the added 
‘calcium chloride from availability before it can react 

with prothrombin and thromboplastin to form thrombin. 
The coagulation-time was studied by the method of 
Dale and Laidlaw in case 2, a psoriatic volunteer, both 


after an injection of 4 ml. of 10% benzyl benzoate in - 


arachis oil and after 4 ml. of BAL representing 2-62 mg. 
per kg. of body-weight. The oe were Peeies as 
too slight to be significant. 

5 hr. 


Befor . 
test Mehr. 1hr. 


l 2hr. Shr.” 4hr, 6'/, hr. 
Control 2-15 — 1-40 2-14 1:20 1-45 1:52 1°36 
BaL 112 1:32 1:22 1-59 1-42 1:55 2:07 2-06 


l (Time in minutes and seconds) 


In an attempt to demonstrate skeletal changes radio- 
graphically two guineapigs were given injections of BAL 
averaging 29 and 16 mg. per kg. of body-weight daily 
for six weeks, a guineapig of similar age and size being 
used as control. No change in the bones was detected. 


DISCUSSION 


Clinically the symptoms and signs of Baz intoxication 
are identical with those of latent tetany. Experiments 
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on ‘animals have shown that some of the ymp 
depend on parasympathetic - innervation (Modell, 
Chenoweth, and Krop 1946) while increased “ twitch ten- 
sion” and the accumulation of lactate give evidence 
of increased muscular activity (Krop 1946). í 
That the tetany is not due to alkalosis is shown by 
our patient’s normal alkali reserve and by the finding 
of metabolic acidosis in experiments on animals 
(Durlacher et al. 1946). Tetany might, however, 
arise from disturbance in pericellular ionic equilibrium 
between calcium and magnesium on the one hand, 
and sodium and potassium on the other. The changes 
in serum-magnesium in the 4 cases studied are relatively 
greater than those in serum-calcium found in any of the 


11 persons. Nevertheless the changes in serum-inorganic 


phosphorus are by no means insignificant and may be 
related to some disturbance in calcium. 

This incomplete study suggests that Bat has a selective 
influence on gold and arsenic far greater than on mag- 
nesium, and probably much greater on magnesium than 
on calcium. In the absence of metallic intoxications 
it may interfere with magnesium, and perhaps also 
calcium, metabolism. Attempts are being made to > 
confirm or refute this theory of the cause of the latent 
tetany by intravenous injections of calcium gluconate or 
magnesium sulphate, in the presence of toxic symptoms. 
Patients receiving BaL might be included with those 
suffering from other conditions qualifying for extra milk. 

The daily dose of 3 mg. per kg. recommended in this 
country appears unlikely to give trouble over short 
periods of treatment. On the other hand we have recently 
seen a patient who, while under treatment with Bat for 


' arsenical dermatitis, developed somewhat rapidly symp- 
. toms of general paralysis of the insane. 


Since BAL not 
only removes arsenic but also seems to have an exciting 
influence on nervous tissue, it may. perhaps provoke 
latent neurosyphilis into activity. 

The increased risk of tetany in pregnancy is apparent, 
since Bogert and Plass (1923) found that the average 
calcium was 9-14 mg. per 100 ml. for 23 women at the 
time of labour, and 10- 2 mg. for 12 normal nom pregnant 


' women. 
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SUMMARY 


A case is reported in which latent tetany developed 
during intramuscular administration of BAL. 

Studies of 13 patients and volunteers receiving doses 
of Bax between 0-75 and 6-11 mg. per kg. of body-weight 
revealed, besides toxic symptoms, a positive Chvostek’s 
sign in 7, of whom 1 also had a positive Trousseau’s 
sign. Of the remainder, 5 had cramps and other toxic 
symptoms, and 1 was free from symptoms. 


Serum studies suggest that the tetany may be of low- 


magnesium and possibly also of low-calcium type, 
either from these kations being rendered unavailable 
to the cells or being removed attached to Bat. 

All the symptoms of toxicity from BAL are capable 
of explanation as latent tetany. ` Calcium-balance and 
magnesium-balance studies are necessary to explain the 
metabolic disturbances. 

In doses of 3:14 mg. per kg. of body-weight daily for 
four days Bat gives great relief to sufferers from arsenic, 
gold, and mercury intoxications, and the danger of a 
temporary unavailability of _pericellular calcium and 
magnesium can be ignored if the patient is provided with 
a high-calcium diet, magnesium sulphate, and vitamin D. 

The serum-sodium and serum-potassium levels were 
not appreciably affected by the injection of Bau. 

In 5 controls injected with 10% benzyl benzoate in 
arachis oil in volumes equivalent to those used in giving 
between 1-31 and 4-62 mg. of Bat per kg. of body-weight, 
no symptoms of latent tetany developed, but 1 had a 
doubtfully positive Chvostek’s sign 1'/, hours after the 
injection. 

Acknowledgments are due to colleagues in the pathological, 
physiotherapeutic, cardiographic, and X-ray departments for 
their help, and in particular to Mr. Ralph Hudson for his blood 
estimations, and to the student volunteers. 


REFERENCES 
Bau Conference of the Medical Research Council (1947) Brit. med. J. 


“fi, 520. 
Barron, A S. G., Miller, Z. B., Kalnitsky, G. (1947) Biochem. J. 
Bennett, An I., Hunter D., Vaughan, J. M. (1932) Quart. J. Med. 


Bogert, L. J., Plass, E. D. (1923) J. biol. Chem. 56, 297. 

Chenoweth, M. B. (1946) J. Pharmacol. 87, 41. 

Durlacher, S. H., apun ting, H., Harrison, H. E., Ordway, N K., 
Albrink, W. A ery Ibid, p. 28. 

Fanti, P. Nance, M. H. (1 947) Nature, Lond. 159, 777. 

Quart. J. Med. 24, 393. 


100, 603. 
Longcope, W. T., es J. A. jun. (1946) J. clin. Invest. 


Miller, J i F. (1944) Amer. J. Die Chiid. oz 117. g 
Modo W., Chenoweth, M. » Krop, S . (1946) J. Pharmacol. 


— Gold, 2:9 Cattell, M. (1946) J. clin. Invest. 25, 480. 
Poulton, E. P., Symonds, ©. P., Barber, H. 

P0 Taylor 8 b Practice of Medicine. 
Quick, A. J. (1938) J. Amer. med. Ass. 110, 1658. w 
Ragan, C., Boots, R. H. a hteee 133, 752. 
, Rose. Th, (1943) Clinics, 1 , 1179. 
Schiff, D S Acta pædiatr., Stockh. 3, 57. 

Shohi, A . T. (1939) Minera Metabolism. New Yor 

Strimpell, A., , Seyfarth, C. (1931) A Practice of ‘Medicine. London; 


Sulzberger, M. B., Baer, R. L., Kanof, A. (1946) J. clin. Inrest. 


i Telfer, J. G. (1947) J. Amer. nied. Ass. 135, 835. 
‘Webb, van Heyningen, R. (1947) Biochem. J. 41, 74. 
Zondek, H. 1935) The Diseases of the Endocrine Glands. London; : 


(X) 


. Security with regard to avoidance of war cannot be 
assured by purchase of military equipment or any amount of 
research in applications of physical and biological science to 
military technology. . . . The entire documented history of 
man stresses the danger and folly'of such reliance. The only 
way to security in international relations lies in a devotion 
to study of the social problems confronting mankind as a 
whole. This calls for an undreamed of development of all 
the social sciences and their application to social problems in 
a spirit of high responsibility. It calls for an approach to 
such problems which is not limited by traditional thinking in 
terms of group rivalries of any kind. It will not be easy, just 
as it is not easy to develop supersonic jet planes and guided 
missiles.” —E. U. Conpon, director, National Bureau of 
Standards, Washington, Science, June 25, p. 665. 
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TREATMENT OF TUBERCULOSIS WITH 
SULPHETRONE 


D. G. MADIGAN 
B.A., M.B. N.U.I. 
SENIOR TUBERCULOSIS OFFICER, KENT 


From the Tuberculosis Chemotherapy Unit, County Hospital, 
Farnborough, Kent 


‘ SULPHETRONE ’ was shown by Brownlee et al. (1948) 
to be antituberculotic, and subsequently Brownlee and 
Kennedy (1948a) demonstrated its efficiency in protecting 
animals against experimental tuberculous infection. The 
pharmacological evidence pointed to low toxicity and 
suggested its suitability for administration to man over 
long periods at blood-levels likely to prove bacteriostatic 
to tubercle bacilli. 

In 1943 a clinical trial of sulphetrone was organised 
and developed in this hospital. The choice of clinical 
material was dictated solely by its presentation within 
the hospital ; thus it represents a statistically unselected 
population drawn on for five years. Pulmonary cases 
predominated, but all kinds of tuberculosis were included. 
It was impracticable to devise a controlled experiment 
in the sense of a side-by-side comparison, chiefly because 
of the impossibility of predicting the course of tuberculosis 
in apparently similar cases, but also because the patient 
must unquestionably be granted the advantages of 
orthodox active therapy. In the present series of 70 
cases, when due regard has been paid to all available 
conservative and mechanical aids, assessment depends 
on experienced clinical judgment. 


ae MANAGEMENT 


Since an effective level of sulphetrone has to be 
maintained in blood and other tissues for a very long 
time, management assumes major importance. The 
comprehensive pharmacological study by Brownlee et al. 
(1948) going forward simultaneously enabled many 
difficulties to be anticipated or recognised at an early 
stage. Some, such as the development of the blood-level 


and variations in absorption and excretion, first arose as 


clinical problems. Attention was also drawn to the 
patient’s nutrition, the blood-picture proving of particular 
value in this connexion. Where nutritional imbalance 
was detected, the necessary correctives were applied. 
From the solution of these early difficulties the following 
scheme of management evolved. 


Preliminary Nutrition 

Routine investigations shéwed tuberculous ` patients 
in general to be poorly nourished, a fact widely recognised 
(Braverman 1938, 1942). A frequent manifestation was 
secondary anemia, which may assume major importance 
in view of the capacity of sulphetrone to interfere with 


`. biosynthesis in the gut (Brownlee et al. 1948). Subclinical . 


liver dysfunction may be uncovered by drug therapy ; 
it may be anticipated and tested for by repeated bilirubin 
estimates, which in my experience constitute the most 
suitable liver-function test for this purpose. After initial 
blood analyses and differential white-cell counts a course 
of ferrous sulphate gr. 3 by mouth three times daily, 
together with fresh brewers’ yeast 2 drachms daily, is 
given for a fortnight before and throughout sulphetrone 
therapy. It is important that the yeast should be brewers’ . 
yeast and, to obtain full value from it, the cells should 
be ruptured by heating the yeast in milk nearly to 
boiling-point, and giving it as soon as it is cool 
enough to drink. This regimen makes good the h 
chromic anemia and the nutritional anemia caused by 
sulphetrone. 

A third form of anzemia, hemolytic anemia, develops 
and continues throughout the administration of sulphe- 
trone ; it is responsible for a reduction in hemoglobin 
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to a level as low as 60% (Haldane). Should the hemo- 
globin level fall below this figure, sulphetrone should be 
withdrawn. This hemolytic anzemia is rarely seen when 
iron and yeast are given; its presence indicates a 
significant nutritional deficiency. Yeast also prevents the 
onset of a peripheral neuritis, otherwise occasionally seen. 

With continued pyrexia the patient may be in negative 
nitrogen balance; usually there is a ready response to 
enzymic animal-protein hydrolysate, combined ‘with 
carbohydrate, of each 1 g. per kg. of body-weight daily. 


Bed Rest 

Since the immediate effect. of exhibiting sulphetrone 
is the imposition of an additional load on the patient, 
strict bed rest in the case of acute or subacute lesions is 
necessary. Less severe discipline is needed with chronic 
lesions, and outpatient therapy may be practised in the 
absence of constitutional disturbance. 


Dosage -and Blood-level 

Brownlee and Kennedy (1948a and b) showed that 
guineapigs could be protected against tuberculosis by 
maintaining blood-sulphetrone levels of 5-6 mg. per 
100 ml. It seemed logical to raise this level in man 
towards the highest limits of tolerance, and concentra- 
tions of 7-5-10 mg. per 100 ml. were aimed at. Clinical 
experience showed that massive initial doses were not 
well tolerated; so a schedule of gradually increasing 
doses was adopted. A suitable initial dose for adults 
is 1-5 g. daily (0-5 g. eight-hourly) for the first week, and 
3 g. daily (0-5 g. four-hourly) for the second. Thereafter 
the daily dose is increased by 1-2 g. each week until 
therapeutic blood-sulphetrone levels are reached, usually 
with a dose of 6-10 g. daily. To ensure undisturbed rest 
at night two four-hourly doses are omitted and the last 
evening and the first morning doses are doubled. For 
children up to the age of 3 years an initial dose of 0-5 g. 
daily, followed by, 1 g. in the second week, is recom- 
mended ; in children aged 4-10 years the initial dose is 
1g.. and thereafter the dose is increased as for adults ; ; 
children aged 11-15 may receive full adult dosage. 

When it is desirable to administer sulphetrone intra- 
muscularly combined with streptomycin for miliary 
tuberculosis or for. tuberculous meningitis, 0-05 g. per 
kg. of body-weight every four to six hours for the first 
twenty-four hours is suitable. This dosage should be 
raised, after the blood-sulphetrone level has been 


estimated, to 0-1 g. per kg. of body-weight during the: 


second twenty-four hours. “There is some evidence that, 
when the meninges are involved, blood-sulphetrone levels 
above 5 mg. per 100 ml. may cause vomiting. 

Besides a weekly check of red cellis and hæmoglobin 
there should be a weekly estimate of blood-sulphetrone. 
Suitable methods ħave been described by Brownlee et al. 
(1948). Renal clearance of sulphetrone is rapid, and total 
daily fluids should be restricted to three pints to maintain 
an adequate level of sulphetrone in the tissues, since the 
less the fluid intake the greater the saturation with 
sulphetrone. Conversely, clearance of sulphetrone is 
accelerated by raising fluid intake. Climatic conditions 
affect the sulphetrone level in the tissues for the same 
reason. The blood-level should not exceed 12-5 mg. 
per 100 ml. ; this level allows little margin of safety, 
and sulphetrone must be temporarily discontinued if 
it is exceeded. If, on withdrawal of sulphetrone, levels 
above this figure are still found, fluids should be pushed 
by all routes, and enemas given. No major catastrophe 
is to be expected unless levels above 12-5 mg. per 100 ml. 
persist for several days. 


Toxicity 

The first three weeks of sulphetrone therapy are a 
period of physiọlogical readjustment. Minor symptoms 
are slight headache, difficulty in reading and in concen- 
tration, temporary depression, and nausea. Blueness of 
the skin and mucosez is often observed at this initial 
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stage during a period of low dosage. These manifesta- 
tions call for no treatment other than reassurance. 
Adjustment is quicker in young people and children, 
and slower in the older age-groups and in those with 
diminished vital capacity. The biueness is believed to be 
associated with disturbance of the alkali reserve. The 
symptoms are alleviated by sodium bicarbonate and less 
effectively by other alkalis. 


Moderate or severe continuous headache, loss of 
appetite, nausea and vomiting, gastro-intestinal dis- 
comfort, dizziness, and mental confusion are danger 
signals. These conditions are associated with high blood- | 
sulphetrone levels ; therefore measures should be initiated 
to hasten elimination of sulphetrone. It should be 
remembered that there is always a substantial reservoir 
of unabsorbed sulphetrone in the gut (Brownlee et al. | 
1948). Stasis is therefore always to be guarded against. 
Another risk, exemplified in the present series, is tuber- 
culous ulceration of the gut, leading to immediate 
increased absorption of sulphetrone. 
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TABLE I— SUMMARISED RESULTS OF SULPHETRONE THERAPY 
IN TUBERCULOSIS 


Group| Form of tuberculosis 


I Meningitis : 
(a) Presenting with 
s meningitis ee ee ee ante: és 3 +f 
(b) Presenting with 
miliary disease of 
tangen, later men- 


ngitis -e a ot s ee ee 1 
(©) e with ; 4 
chronic miliary l 5 
disease of lungs . 1 sa Taal are eeta Cie 


I Primary pulmonary : 
(a) Mediastinal 
glands with lobar 
w T e col- 


(b) rear type with 
primary cavitation 1 ee if eet ee] ee ae 1 


w 
i) 


m | Strictly exudative 
lesions (uniat orat or 
bilateral) ..'‘ .. 5 |1] 2f..l.. 8 


Iv | Chronic bilateral pul- 

P monary bæmato- 
genous (onin up- a 
per zones) . ea Daim eee E E 4 


v Essentially productive 
pulmonary.. inaite- 
tion. s e ae ee 3 1 oe ee 4 
VIA | Acute pulmonary fibro- 
caseous disease : 
(a) Bilateral.. ee ee 1 ee Pa ee . 
(b) Unilateral os 2 |1} 1 4.2.41 
(c) Unilateral, with 
contralateral 
exudation 1 3 ps eres ene l.. tae Se 
(d) Bilateral, compli- 
cated by spread- 
ing tuberculous 
bronchopnoumonia 1 1 I |as lét 


Chronic pulmonary fibro- 


mth 
xudation za oo foo} 1 fc. {aa | >22 
(d) Bilateral, Gmn i 
cated by spread- 


ing tubercujous 
bronchopneumonia| .. 


— fa 
e 
p . 
n 
(S) 


vo | Bronchopneumonic .. os 


Serous pleural and , 
peritoneal effusion.. 1 wea E E ower E 1 


Ix Urogenital 


(a) Uncomplicated’: ate Bel ee. Aste boa 
(b) Associated - with sae il 2 
bilateral pulmon- j 
ary tuberculosis. . ee os 1 sa lesk See 
x Skeletal ee ee e e 1 eeo ee ee eo 1 
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It has been convenient to summarise the systematic 
management of sulphetrone patients in the form of a 
special chemotherapy chart devised by Anderson and 
Strachan (1948), which, besides the temperature, pulse, 
respiration, and weight, shows the intake of sulphetrone 
and the blood-sulphetrone level, fluid intake and output, 
blood-picture, hæmoglobin concentration, erythrocyte- 
sedimentation rate (E.S.R.), and the bacteriological 
findings. l 

MATERIAL 


Sulphetrone therapy was investigated in the following 
groups: (1) early, purely exudative, limited pulmonary 
lesions, where collapse therapy was not considered 
essential ; (2) chronic bilateral hematogenous pulmonary 
lesions ; (3) unilateral fibrocaseous disease, to prevent 
local or contralateral exudative spread and render 
surgical intervention less hazardous; (4) extensive 
bilateral disease, to make the patient fit for surgery ; 
‘and (5) outpatients whose condition had not materially 
improved after~one or more periods of sanatorium 
treatment. Ofthe outpatients, 8 had progressive bilateral 
fibrocaseous disease of an extent which contra-indicated 
surgical intervention, 2 had chronic bilateral hemato- 
genous pulmonary foci, 3 had productive infiltration, and 
3 had essentially exudative pulmonary lesions. No 


tuberculous meningitis. 


special restrictions were imposed on these outpatients, 
so that, should improvement result the analysis would 
not be complicated by ancillary therapy. 


RESULTS 


Table 1 summarises -the results in 70 cases. For con- 
venience the grouping is based on a descriptive rather 
than a pathological classification.. The therapeutic 
assessment of sulphetrone is based on changes in weight, 
E.S.R., and bacteriology of sputum; clinical and radio- 
logical improvement ; and achievement of the specific 
target, a point on which particular emphasis is laid. 
Table 11 gives additional details showing typical response 
to sulphetrone in 25 cases. l 


Group I: Meningitis.—In 3 cases of proved tuberculous 
meningitis in a late stage no benefit was derived from sulphe- 
trone; 1 case of miliary tuberculosis of lungs progressed to 
The fifth patient presented with 
chronic miliary tuberculosis. The miliary pattern resolved 
after thirteen weeks of streptomycin therapy, but four weeks 
later there was a vicious flare-up in the left hilar glands, with 
much constitutional disturbance and a rise in E.S.R. from 
18 to 52 mm. (Westergren). This acute exacerbation caused 
anxiety in view of our experience of the establishment of 
streptomycin-resistant strains in other cases (Madigan et al. 
1947), sulphetrone was exhibited in adequate dosage, and 
two months later the hilar glandular enlargement had subsided 


: TABLE II—TYPICAL CASE SUMMARIES 


22 
a Bowe £ 
a | Sex Total| » | S585 aa tee 
BS | age Clinical history dose | 3 |“.2s—|Weight | in lst) 2 
E'S \yr.) (8) | A |e Ses n 
t5 e | ‘ : <j om = » 
J eta ae ee ee ee Ng a Ne i 
I (a)| M | Comatose on admission (April 12, 1943).} 30] 5] 5-8 $ 3 +/+] Adequate levels in blood and c.8.F. Died 
19 Meningitis stage, bacteriologically (2-6- per i.m. inj. of 1 g. 4-hourly. No 
proved. Coarse miliary mottling of lungs 4-4in response 
on radiogram C.8.F.) 
1(c)| M | Contact. Lt. hilar adenitis and coarse miliary {1169 |168| 4-8 Gain | 52/3 | Nil*| Streptomycin modified course of dis- | Much 
6/3 tuberculosis. Mantoux + 17/, st.| (W) ease ; E.S.R. 22-18 (W) with miliary | improved 
` pattern resolved after 13 weeks’ 
pr promyoin. Vicious flare-up 4 
weeks later in lt. hilar glands; 
E.S.R. 18-52 (W). Sulphetrone gave 
focal quiescence. Discharged well at 
; 5 mos. 
i M | Contact. Mantoux +. Radiogram'showed |1163 |201| 4-9 Gain 25/4 | —/—| Rt. middle lobe collapsed 1 yr. before | Improved 
9 rt. hilar adenitis, collapsed rt. middle lobe, 7 ìb. sulphetrone.\ 3 mos. later it partially f 
foci rt. upper lobe opened up. &.S.R., raised for many 
months, dropped quickly 
ur | F | Bad family history. Admitted Sept. 12, 1946. | 542 |139| 6 Gain | 4/3(C)|+/—| General improvement. _ Radiogram | Improved 
20 Radiogram showed exudative infiltration 10 1 (March 22, 1947) showed infiltration 
medial part of lt. apical segment; round: reduced, evidence of calcification. 
focus 2nd It. interspace. Constitutional Tomogram (Dec. 18, 1947) showed 
disturbance l no cavity, calcification left apex 
a | F | Very bad family history. San. and 2 yr. obs. | 826 |149 5 Gain {9/7 (C) |+/-— sare atv (Sept. 14, 1945) showed | Improved 
| 19 | ‘before sulphetrone. Lesions unstable. 11 Ib. much less infiltration, replacement 
Radiggram (Feb. 1, 1945) showed patchy . by linear scars. Calcification 
exudative infiltration upper and middle appeared earlier than usual 
zones both lungs 
í ; 
ni | M | Radiogram (Dec. 16, 1942) showed exudative |2340 1390 6 Gain 25/3 |+/—| Radiogram (Sept. 2, 1943) showed | Much 
47 infiltration upper ?/s on groundwork of 1 st. exudation much reduced; fibrotic | improved 
coarse strands ; small cavity rt. upper lobe. strands; much focal calcification. 
` 181 days on sulphetrone in san., remainder Tomogram showed no cavitation. 
as O.P. 4 ' pow in excellent health. At work 
yr. 
rv | F | Four yr. after pleural eftusion, radiogram | 213 | 98| 3-6 Gain 14/3 |—/—| Fading and loss of definition in lesions | Improved 
~. | 22 showed chronic bilateral hsematogenous foci 4 Ib ` on radiogram (Feb. 5, 1946). Satis- i 
_ lt. upper 37/, and rt. upper 2/,; foci rt. | : factory result of treatment as O.P. 
lowcr 3/3. Treated as O.P. : 
Iv | F | Mass radiog. (Jan. 26, 1946) showed chronic | 750 is 3-6 | Gain | 12/3 |—/—| Radiogram (Sept. 4, 1946) showed | Improved 
20 hematogenous lesions in It. upper ?/:, rt. 7 Ib. regression and fading of hæmato- 
apex, Ist and 2nd interspaces. Treated as genous foci 
O.P. 2 mos. apd as inpatient 4 mos. i 
v M | Mass radiog. (May 28, 1945) showed bilateral | 484 |140] 4-7 Loss | 45/17 | +/—] Definite regression and fading of the | Improved 
45 productive infiltration rt. upper ?/, It. (W) infiltration scen on radiogram (Feb., 
- upper 2/,. San. 6 mos.; improved pro tem. 1948). Continued work 
Disease unstable. Recrudescence July, : 
1947. Sulphetrone therapy begun Nov. 23, 
1947, as O.P. while continuing work 
VIA | M | Ex-P.0.w. Japan. Radiogram (June 5, 1946) | 880 |216] 2-7 Gain | 30/4 |+/—| Hectic fever modified '12 days after | Improved 
39 showed acute fibrocaseous disease rt. upper sulphetrone therapy begun, Com- 


lobe with cavitation ; infiltration rt. lower 
lobe. Severo constitutional disturbance 


11 Ib. (C) 
bined with streptomycin 20 days 
later. -Disease rapidly converted 
from acute to chronic form; cavity 
closed. Relapse 4 mos. later 
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TABLE —continued 


2t| | | De 

SA Sex| D | , | alg EG E.8.R. | g f o, - 
a2 | ond! ESO ~ . |Total| S 18820 (mm. | È : En 
32 | oe Clinical history ` dose | 3 |“ 232! Weight | | ae ae | | Summary - Results 
Ag | age : í (g.) Alert in 1st a, | 

oOo r.) i a i ‘8. FEEF] av.) | a ; 


p a fe O P 


VIA| F | Acute bilateral fibrocaseous disease upper |2590 |370| 8-10 Gain 60/22 | +/+| Prognosis very grave, but infiltration | Much 


18 | lobes. Tuberculous bronchopneumonia ae 1 st. (W) markedly regressed ; cavities smaller, | improved 
lower lobes. Small cavity rt. upper lobe. 5 lb. original bronchopneumonic foci now 
Large cavity lt. upper lobe. Much consti- a calcified. Radiogram (Jan., 1948) 
tutional disturbance ° shows fibrocalcareous disease ; small 
: l ` i ‘ thin-walled cavity It. upper lobe 
Very bad family history. Radiogram (Oct., | 641 |130| 5-8 Gain | 21/8 pi- After 1 mo. on sulphetrone infiltration Improved 
| 1944) showed acute fibrocaseous disease rt. 1 st. (C) of lt. lung reduced. After 4 mos. on 
upper #/,. Exudative infiltration lt. lung | 3 lb. drug reduction of bilateral infiltra- 
spread considerably in 2 weeks. Grave tion such that rt. A.P. possible with 
constitutional disturbance. Too ill for ; less risk of complication 
active treatment ° 
| Acute bilateral fibrocaseous disease. 18 mos. | 750 |150| 4-6 Sta- Je +/+] After 1 mo. on sulphetrone appeared Died 
in san. but continued to deteriorate. tionary less toxic; no effect on empyema, 
Rt. A.P. complicated by mixed empyema but bronchopneumonic disease It. 
ànd bronchopleural and cutaneous fistule. 1, 2 improved. A month after with- 
Taken from san. moribund. Treated with drawal of drug patient: died 
sulphetrone at home ' 
Radiogram (Nov. 18, 1943) showed acute | t | f| 5-7 Loss | 21/18 | +/+ After first 6 mos.’ course much reduction | Improved 
fibrocascous disease It. 1, 2; large cavity i 4lb. | (0) of infiltration. At end of 2nd course 
It. upper lobe; some infiltration rt. lower in san. began to deteriorate ; dis- 
lobe. Much constitutional disturbance. > . charged. 3rd course given i in hosp. . 


Unsuitable for lt. A.P. io with P.P. Improved again and fit for 
: 7 lt. thoracoplasty ; four-stage op. 
performed Autumn, 1947. 


Very toxic; radiogram (Aug. 24,. 1943) | 700 182| 6 Gain | 22/19 |+/—! Rt. A.P. risked 2 mos. after sulphe- | ‘Much 


‘showed acute fibrocaseous disease rt. upper j 15 Ib. (C) trone ; abandoned owing to massive | improved 
lobe ; patchy exudation It. middle '/;. Too | effusion after attempted section 
toxic for active treatment ’ of adhesions. Effusion remained, 
: Pa He sterile; sputum became neg. Very 
well Feb., 1948; no thoracoplasty 
necessary l f 
Bilatera ulmonary tuberculosis for 9 yr. In | 394 |146) 1 Not | 28/28 | +/+! Too toxic for adequate daily dosage. Died 
roy since Sept. 2, 1946.. General ) weighed! (W) Deterioration not halted 
deterioration. Tuberculous larynx. Radio- - 
gram showed bilateral fibrocaseous -disease 
Radiogram (June 1, 1946) showed bilateral | 750 loss 4-5 Gain | 120/90 | +/—] Infiltration decreasing; replacement | Slightly 
chronic fibrocaseous disease all lobes, Little | 81b. | (W) ' fibrosis; focal calcification moro |improved _ 


gained by san. and P.P.- Sulphetrone given 5 clearly defined $ cavities still open 

as O.P. from June 25, 1947 
Diagnosed 1941. Radiogram showed extensive | 670 100| .7-11 | Gain | 36/5 | +/+] Definite clearing of bilateral exudation. | Improved 

fibrocaseous disease rt. 1, 2, 3. Two san. (W) Cavity rt. upper lobe smaller. 

periods. Serial radiograms 1947, both lungs , . Almost ready for thoracoplasty 

heavily involved; huge cavity It. upper l 

lobe ; small cavity 3rd lt. interspace. In : 

hospita 1 Oct. 17, 1947. Sulphetrone objec- oo / 

tive: clear infiltration and make fit for rt. : 

thoracoplasty l 5 


Chronic bilateral fibrocaseous disease ; radio- | 665 |108! 6-7-5 | Gain | 13/3 | +/—| Much clearing of éxudative lesions. | Improved 
gram (Oct. 9, 1947) showed rt. upper ?/s (W) Ready for rt. thoracoplasty 
infiltrated, with cayitation ; It. upper lobe y 
productive ipfiltration. Unsuitable for 
minor active measures. Sulphetrone objec- i 
tive: make fit for rt. thoracoplasty 


Neglected hæmoptyscs 1945 and June, 1946. |1952 1223) 8 Gain 85/2 |+/—| Larynx improved. Infiltration in | Much 


1 


Radiogram showed bilateral chronic fibro- | | i (W) both lungs much reduced. No |improved. 
caseous disease of rt. upper lobe with cavi- cavitation now in rt. upper lobe. 
tation; rest of both lungs infiltrated. : Lt. lung qúicscent. Ready for rt. 
Tuberculous laryngitis. Ischiorectal abscess, thoracoplasty. Ischiorectal abscess 


with spread of ulceration to perianal region , . and buttock ulceration healed 
and most. of left buttock. Condition serious i 


Chronic bilateral fibrocaseous disease 6 yr. {1133 |329} 2-5 Gain | 13/11 | +/+] Infiltration in both lungs reduced. | Improved 


Radiogram (April 29, 1946):showed produc- (C) Basal spread halted but cavities not 
tive infiltration creeping towards bases ; ciosed - 
sulphetrone ip 0.P. to cana spread 
In hospital April 22, 1946. Grave constitu- | 727 |178| 5 Gain | 15/4 | +/—| Sulphetrone reduced patchy infiltration | Improved 
tional disturbance. Radiogram showed (C) . 


= moderate rt.’ pleural effusion and patchy 
tuberculous bronchopneumonia both lungs 


In hospital Feb. 12, 1943. Grave constitu- | 350) 49| 3-6 .| Gain | 31/10 | Nil | Favourable progress. Discharged July | Much 
tional disturbance. Very large peritoneal (W) 1, 1943 ; improved 
‘effusion. Large rt. pleural effusion. Cardio- ; . 
vascular and renal tract normal. Opinions: 
favoured tuberculosis 


Pleural effusion 1927. Tuberculous rt. knee- | .. |(i)| 2-3 Gain | 6/4(W)| +/+] Lt. nephrectomy July, 1947. Gross No 


joint 1928. Bilateral tuberculous kidneys |. 300} - t destructive lesions present change 
1944. Several periods in institution we di) 2°5 _ 
f 7 
In hospital Sept. 13, 1945. Recently healed | 774 |182| 1-4 Gain win |+/—| Sulphetrone, later combined with 3 Much 
lesion in vertebri L2, L3; active and (C) mos. streptomycin, changed outlook. |improved 
severe caries of D8-10. Large Tt. para- i Temperature began to settle ; E.8.R. 
vertebral abscess. Large pure chylous quickly fell; patient, so long un- 
i pleural effusion. Moderate pericardial Tesponsive, Degan to iniprove. Dis- 
effusion. Poor general condition with con- charged with lesions quiescent. Now 
stitutional disturbance for several mos. | - well 
after admission l 
* Gastric lavage negative. | t Three interrupted ou of sulphetrone, each lasting 6 months, between December, 1943, and April, 1946. 


, £ Organisma reduced from very many to very few. = Outpatient. A.P. = Artificial pneumothorax. ' PP. = Pneumoperitoneum, 


E2 
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considerably, E.S.R. was 3mm. (Westergren), with much general 
improvement, quiescence followed, and the patient was 
discharged in excellent condition twenty weeks later. 


Group II: Primary Pulmonary Disease.—In 3 cases of 
mediastinal glands causing segmental or lobar collapse there 
was improvement without rapid re-expansion of atelectasis. 
A ease of primary cavitation of the right lower lobe showed 
early resolution of surrounding infiltration, with cavity 
closure and sputum conversion. | 


Group III: Strictly Exudative Pulmonary Lesions.—Of 8 
patients in this category 3 were outpatients; 7 improved, 
with decreased infiltration, fibrosed lesions, and earlier calci- 
fication than anticipated. Sputum conversion resulted in all 
cases (3) originally positive. Of 2 patients with fresh bilateral 
exudative infiltration superimposed on old fibrotic lesions 
1 presented with an acute attack, with extensive parenchy- 
matous exudation. In spite of a large series of positive sputa, 
twelve months’ sulphetrone therapy (six as outpatient) 
cleared the infiltration completely, with sputum conversion 
which remains negative on culture during a two-year 
follow-up. | 


Group IV: Chronic Bilateral Pulmonary Hematogenous 
Disease.—Of 4 cases (2 in outpatients) definite clearing was 
observed in all. Recrudescence was observed in 3, from 
eighteen to twenty-four months after withdrawal of sulphe- 
trone, and in 2 the condition is characterised by the appear- 
ance of a small apical cavity. Thus the pattern of the relapse 
conforms to fibrocaseous disease. 


Group V: Strictly Productive Pulmonary Infiltration. — 
Of 4 cases treated as outpatients 3 improved. In the patient 
showing no change the blood-sulphetrone level did not exceed 
1 mg. per 100 ml. 


Group VI A: Acute Pulmonary Fibrocaseous Disease.—Six 
_ patients who were gravely ill presented with acute bilateral 
fibrocaseous disease complicated by a progressive tuberculous 
bronchopneumonia. In all of them the additional load on an 
already taxed resistance warranted a very bad prognosis. 
In 2 patients the extensive infiltrative processes gradually but 
completely resolved, and in 1 the bronchopneumonic foci 
completely calcified. The soft extensive lesions of a third 
. patient hardened, and the final radiological picture was that 
of chronic fibrocaseous disease. So seriously ill and with so 
extensive an involvement of both lungs were the 3 remaining 
_ patients that the immediate prognosis was grave and benefit 
from sulphetrone was not to be expected. ' 
Five seriously ill patients presented with acute unilateral 
fibrocaseous” disease and rapidly progressive contralateral 
exudative infiltration. In 2 of them this latter condition had 
developed within three weeks. In all 5 cases the extent of the 
disease, the acuteness of the condition, and the toxicity of 
the patient strongly contra-indicated immediate surgical 
intervention. Without exception the exudative process was 
not only halted but also began to regress as soon as sulphetrone 
therapy was established. In 3 cases collapse of the more 
affected lung became possible with ultimate control of the 
lesion, no intervention being necessary on the other side. 
Three severely ill patients presented with acute unilateral 
fibrocaseous disease without evidence of contralateral involve- 
ment. One of these, who died before'a therapeutic blood- 
sulphetrone level was reached, is discussed below. The second 
improved considerably. The third, a repatriated prisoner-of- 
war who experienced the Thailand railway ordeal, was very ill 
on admission, Sulphetrone controlled his toxic manifestations. 
After a combined second course of sulphetrone and strepto- 
mycin a change from acute to chronic disease ensued. 
Numerous negative sputum cultures were obtained, there was 


radiological evidence that the cavity had closed, and quiescence. : 


was presumed. Four months after his discharge the cavity 
had reopened and his sputum again contained tubercle 
bacilli. Control was regained by performing an artificial 
, pneumothorax. . 


Group VIB: Chronic Pulmonary Fibrocaseous Disease.— 
Of 20 patients, improvement was recorded in 13,.0f whom 
8 were outpatients. | 

One man, aged 39, had chronic fibrocaseous disease of the 
right lung, productive infiltration in the upper half of the left 
lung, early tuberculosis of the larynx, and an ischiorectal 
abscess complicated by gross perianal ulceration with extension 
to most of the left buttock. The prognosis was bad. Sulphe- 
trone therapy led to healing of the perianal ulceration and 
isch; rectal abscess. The sputum became negative on culture, 


~ 


ry ` 


since 1941. 


_ positive. 


and the E.Ss.R. fell from 85 to 2 mm. (Westergren). There 
was much clearing of tuberculous infiltration and redaction 


of the cavity in the right lung; and the disease became ~ 
The larynx practically healed, ' 


quiescent in the left lung. 
and the patient was fit to undergo a right-sided two-stage 
thoracoplasty. i 

Another patient had had bilateral pulmonary tuberculosis 
All the lobes of the right lung were infiltrated, 
and there was a massive apical cavity. Both lobes of the left 
lung were infiltrated, and there was a small cavity atthe level 
of the third interspace. , There was well-marked clearing of 
the bilateral exudative infiltration in ten weeks, the apical 
cavity was reduced in size, and the E.S.R. fell from 36 to 5 mm. 
The patient was fit to undergo right thoracoplasty three 
months after the start of sulphetrone therapy. 

A third patient was a man, aged 49, with bilateral fibro- 
caseous tuberculosis of the upper lobes and cavitation of the 
right apex. After four months’ sulphetrone therapy the infil- 
tration was clearing and the left apical disease was controlled. 
The patient underwent a successful right-sided thoracoplasty 
on July 7, 1948. 

A fourth patient was a man, aged 28, with a cavity in the 
right upper lobe, hemoptysis, and an extensive bronchogenic 
spread to all lobes of both lungs. After the induction of an 
artificial pneumoperitoneum on May 22, 1947, the lesions 
became slightly smaller, but the exhibition of sulphetrone, 
begun on Oct. 1, brought about definite clearing of the 
patchy infiltration. | 


A fifth patient was a man, aged 38, with bilateral chronic. 


fibrocaseous pulmonary tuberculosis since 1940, which had 
begun to spread to the bases in 1945. Sulphetrone was 
prescribed for him as an outpatient for 329 days. The basal 
extension stopped and hardened, and infiltration in both lungs 
was much reduced. 

Of the 7 patients who did not respond.3 had very advanced 
disease, in a fourth patient a resistant strain of tubercle 
bacilli had developed after the use of streptomycin, and the 
3 others were outpatients whose blood-sulphetrone was not 
raised to the optimal therapeutic level owing to their poor 
nutrition. l 


Group VII: Bronchopneumonic.—One improved case is 
reported in table 1; the second was one of acute 
bilateral bronchopneumonia in ‘a woman, aged 29, whose 
condition remained unchanged after a six-month course of 


_ sulphetrone. 


Group VIII: Serous Effusion.—A boy, aged 13, had been 
ill for three weeks before admission on Feb. 15, 1943. Gross 
constitutional disturbance; temperature 1(0—104°F, large 
right pleural and peritoneal effusions, which were clear, 
predominantly lymphocytic, and sterile. Mantoux test 
No organisms isolated, but a consensus of several 
opinions favoured a diagnosis of tuberculosis. The patient 
made good progress and was discharged in good condition 
on July 1, 1943. 


Group IX: . Urogenital—In one uncomplicated case 
tubercle bacilli were isolated from both kidneys by ureteric 
catheterisation. Intravenous pyelography indicated much 
damage in the left kidney. Two courses of sulphetrone were 
given. The number of organisms was much reduced during the 
first course. Later radiograms showed calcification of the left 
kidney. The patient underwent left nephrectomy in July, 
1947, and is now well. The second patient had tuberculosis 
of the upper pole of the left epididymis. The swelling continued 
to enlarge but slowly subsided after three months’ sulphe- 
trone therapy. This patient also had fibrocaseous pulmonary 
tuberculosis. | 


Group X : Skeletal.—_The single case had recently healed 
caries of L2 and L3 and gross caries of D8—10, a large para- 
vertebral abscess, and an effusion of pure chyle in the right 
pleural cavity. The condition had been static for a long time 
before sulphetrone was given. The first achievement was the 
reduction of the E.S.R., which had been high for months. 
Reduction of the paravertebral abscess, bony regeneration 
in rarefied vertebrie, and general improvement followed in 
due course. The patient remains well fifteen months after 
discharge. 

TOXICITY 


The. part played by iron and yeast in treating anemia 
of diverse origin caused by sulphetrone and the fact that 
polyneuritis is avoided by the administration of yeast 


THE LANCET]. DR. MADIGAN: 


TREATMENT OF TUBERCULOSIS WITH SULPHETRONE 


[JULY 31, 1948 179 


have already been mentioned. A residual effect is a. 


hemolytic anemia due to sulphetrone, and a compen- 
satory reticulocytosis of as much as 10% may be present 
(Brownlee 1948). l 

Minor inconvenience due to the physiological adjust- 
ment which the increase in alkali reserve calls forth is 
observed during the first three weeks while blood- 
sulphetrone levels ‘are being built up, and it has been 
noted that the bicarbonate ion provides relief. 

Major intoxication is observed when blood-sulphetrone 
Jevels in excess of 12:5 mg. per 100 ml. are allowed to 
persist for several days. The onset of symptoms appears 
to be related to the patient’s nutrition, and in particular 
to the reserves of B-complex vitamins. The ultimate 
pathology is anoxia, first reflected in a diminished 
capacity of the red cells to transport oxygen; the 
chemical state of the hemoglobin may or may not be 
affected, and methzemoglobinemia is not.a constant 
feature, being observed only terminally. This insidious 
toxicity was observed in 1 patient with extensive 
unilateral fibrocaseous disease, of low vital capacity, 
and acutely ill, before the therapeutic value of yeast 
had been appreciated. Constipation for several days 
allowed a reservoir of unabsorbed sulphetrone to accumu- 
late in a static gut, with the result that a blood-sulphe- 
trone level of 17-5-20 mg. per 100 ml. was maintained 
for about six days with fatal consequences. 

Sulphetrone has no toxic effect on white cells or their 
production. In the only instance observed, granulo- 
eytopenia responded to folic acid; it recurred : on 
readministration of sulphetrone and again responded to 
folic acid. Sulphetrone was then discontinued. The 
deficiency state in this case was considered to be of 
nutritional origin. 

Abnormal Blood Pigmenis.—So rarety were these 
encountered, though systematically sought, that for 
practical purposes they are not raved as a risk. They have 
been described by Brownlee (1948). 3 


DISCUSSION 


The difficulty of assessing the results of chemotherapy 
in tuberculosis, due to its unpredictable course«and to the 
ethical considerations already mentioned, has not been 
resolved in the present series of 70 observations spread. 
over five years. 


Various periods of continuous sulphetrone therapy are ~ 


included in the present series ; from three to six months 
is common, and from six to nine months usual. Several 
patients had continuous sulphetrone therapy for twelve 
months, and 2, with average blood-sulphetrone levels of 
9 mg. per 100 ml., for eighteen months. The simultaneous 
exhibition of iron and yeast prevented the onset of 
anèmia of hypochromic and nutritional origin. 

It is in the cases which improved that difficulty of 
interpretation arises. Included'in assessment are all 
available data, such as changes in E.S.R., sputum con- 
version, other relevant bacteriology, and changes in 
general health and in weight, together with the radio- 
logical évidence. As a general overriding consideration 
there is the quėstion of whether the target set was reached. 
In allocating credit there is the need, on the negative 
side, to discount the positive effects of ancillary hospital, 
therapy, and, on the positive side, for conservative 
clinical judgment because of the variation in the expected 
pathological picture induced by chemotherapy. 

-~ In general, sulphetrone therapy effectively combated 
infiltrative exudative lesions wherever these were 
observed. The radiological changes were accompanied 
by improvement of general condition, control of fever, 
and reduced £.s.R. Falls in E.s.R. are characteristically 
precipitous ; so much so that alternative explanations 
have been sought but not found. Improvements in 
exudative disease have been greatest in pulmonary > 


fibrocaseous disease, a fact which I have associated with 
evidence of host-resistance. The capacity of chemo- 
therapy to resolve infiltration of this kind had so 
impressed me by the second phase of the She that it 
gave rise to the conception of ““ objectives ”’ or “ targets ” 
in an adjuvant sense. It is in this capacity that su phone 
therapy seems likely to be most useful. 

The protracted nature of chemotherapy of tuberculosis 
should be emphasised, periods of observation being 
measured in units of three months. The necessity for 
a scheme of management and for laboratory control has 
already been mentioned. Provided blood-sulphetrone 
levels above 10 mg. per 100 ml. are not exceeded, ohly 
minor toxic signs will be met. Should blood-sulphetrone 
levels above 12-5 mg. be persisted in, major disasters 
can confidently be predicted. Nevertheless sulphetrone 
therapy of tuberculosis can play a useful part, as a well- 
defined adjuvant measure, in the control of paudeie 
tuberculosis. 

SUMMARY 


In 70 cases of tuberculosis affecting different organs 


sulphetrone was given for periods which varied from a, 


few days in tuberculous meningitis to eighteen months 
in more chronic cases. 

Whether sulphetrone is given parenterally or by mouth, 
a gradual increase of dosage is necessary to build up 
therapeutic blood-sulphetrone levels of 7-5-10 mg. per 
100: ml. if toxic symptoms are to be avoided. 

It is also essential to give iron and brewers’ yeast to 
avoid hypochromic and nutritional anemia. Even so 
a residual hemolytic anzemia will arise, leading to a fall 
in hemoglobin concentration though not to below 60% 


_ (Haldane). 


To avoid major toxic emergencies, seen when blood- 
sulphetrone levels above 12-5 mg. per 100 ml. are allowed 
to persist, a scheme of management is suggested. 


In general no beneficial effect was detected from 
`- gulphetrone therapy of acute infections—e.g., acute 


miliary tuberculosis and tuberculous meningitis—but a 


patient with chronic miliary tuberculosis recovered. On 


the other hand, improvement was observed in chronic 
lesions. Thus 12 out of 17 cases of acute pulmonary 
fibrocaseous disease, and 13 out of 22 chronic cases, 


improved. All of 4 cases of primary pulmonary tuber- 


culosis, and 6 out of 8 strictly exudative lesions, improved. 
In the chronic hematogenous group all of 4 cases 
improved, and in the productive pulmonary infiltrative 
group.3 out of 4 improved. 


In general, all exudative phases of infiltrative disease 
were halted and reversed by sulphetrone. 

The need for. long-continued courses is emphasised, 
units of observation being three months, and routine 
laboratory control is essential. 


Sulphetrone is useful as an adjuvant with definite 
objectives in view. 


Iwish to thank the Wellcome Foundation Ltd. for aepiving 
sulphetrone ; the Wellcome Physiological Research Labora- 
tories, Beckenham, for establishing close laboratory liaison 
through Dr. G. Brownlee, and for giving unlimited aid at all 
times ; the hospital pathological laboratory for coöperation 
of the highest order; Dr. J. F. Hackwood, medical super- 
intendent, for encouragement; and the nurses under Sister 
Clancy, without whom the trial could not have been. carried 


through. 
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Tus report deals with the treatment of 44 tuberculous 


i ` patients with ‘ Sulphetrone’ in two and a half years at 


the City Hospital, Aberdeen. 

At first sulphetrone was given to patients with pul- 
monary tuberculosis without any attempt at selection. 
Later, since very little could be expected from treating 
patients with a hopeless prognosis or those with old 
chronic lesions whose lungs were extensively involved, 
sulphetrone was given to selected cases and for a definite 
purpose—e.g., to prevent further spread in the same 
lung in unilateral disease, to prevent spread from one 
lung to the other, or to control spread in the opposite 
lung when inducing artificial pneumothorax. Altogether 
57 patients were given sulphetrone, but only 44 had 


‘treatment for a month or longer, so only these are 


‘twice daily ; 


included in this report. 
tuberculosis. ` | 

Before patients were given sulphetrone they were 
kept under observation, usually for at least a month, to 
note if bed rest and the hospital regimen produced any 
improvement. Several of them had been under general 
treatment for many months; a few chronic cases were 
under observation on and off for years. A record was 
made of each patient’s weight, erythrocyte-sedimentation 
rate (E.S.R.), temperature, pulse-rate, sputum analysis, 
radiological picture, and 
A prognosis was based on these findings. Just before 
treatment began a blood-count was done. During treat- 
ment the temperature and pulse-rate were charted 
blood-count, E.S.R., and: weight were 
recorded weekly ; and in pulmonary cases the sputum 
was examined and an X-ray film of the thorax taken 


Of these, 42 had pulmonary 


‘about once a month. 


DOSAGE ; 
` Sulphetrone was administered cautiously at first, later 
in fairly large doses; but, as experience of its use 
increased, the following dosage scheme was devised. 

Each patient was given iron and yeast in the observa- 
tion period to bring the hemoglobin and red cells up 
to normal levels. The initial dose of sulphetrone was 
0-5 g. eight-hourly for the first week. If this dose was 
tolerated, the same dose was given four-hourly for the 
second week. In the third week the dose was increased 
to 1 g. four-hourly (6 g. daily). An attempt was made 
to keep the blood- sulphetrone level at about 7:5-10 mg. 
per 100 ml., because this is stated by Brownlee! to be 
the optimal therapeutic level. Actually very few patients 
had blood-levels of this order. The blood-level can be 
raised by increasing the dose or by restricting fluids. 
Some patients received as much as 12 g. daily in an 
attempt to get blood-levels òf 7-5-10 mg. per 100 ml. ; 
others, however, could not tolerate such large doses. 
Fluid intake and output were carefully charted for each 
patient, and the blood-sulphetrone level was estimated 
by the method described by Brownlee, 1 at first twice 
and later once a week. 

At first sulphetrone was given as long as the patient 
tolerated it, but later it was given in courses of fourteen 
to fifteen weeks, with a rest period of six weeks between 
the courses. The largest total dose received by any 
patient was 1671 g. The longest period over which 
sulphetrone was given to any patient was eleven months ; 
27 patients were given the drug for periods of from 
three to eleven months. 


1. Brownlee, G. Laneei, July 24, p. 131. 
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At one time trials were made with parenteral sułphe- 
trone, but this presents no advantage over sulphetrone 
by mouth. ` 

Sulphetrone produces a hypochromic anemia, even 
in small doses, owing to its combination with iron in 
the gut. This was corrected by giving all the patients 
ferrous sulphate gr. 3-6 twice daily. This maintained a 
hemoglobin level of about 80% (Sahli) in most of the 
patients, though in a few it fell to 50%. The iron was 
administered between the doses of sulphetrone and not 
with them. Higgins? has reported that the anzmia 
produced in animals by ‘ Promin’ and ‘ Promizole* can 
be corrected by administering vitamin-B complex. Yeast 
was therefore given to patients in the later stages of 
our investigation. For this purpose we favour D.C.L. 
medicinal yeast, preferably autotysed or boiled, given 
in doses of 2 drachms thrice daily, or even more if the 
patient tolerates it. 

Sulphetrone also causes changes in the alkali reserve of 
the blood, particularly in patients with a low vital 
capacity, and generally if nausea is present. This 
was compensated by administering gr. 30 of sodium 
bicarbonate three or four times a day. 


TOXIC EFFECTS l 
Most of the patients tolerated sulphetrone well, 
though all showed cyanosis of the ears, nose, lips, and 


: TABLE I—RESULTS OF TREATMENT WITH SULPHETRONE 


No. | Improved - 
Prognosis of l c H ne „o Worse | Died 
patients shee | 
Good ee . 9 . 3 7 T 3 0 | 0 0 
Fair s 8 2 1 1 DF 4 2 0 
i C 
Poor 22 l 3 2 3 4 6 
Hopeless .. : 5 () () () 0 0 5 
+ ALt 
Total |. 44 ) i 6 5 | 6 | I 
i = 
nail beds. This caused no alarm and was not an 


indication for stopping treatment. Many complained of 
vague headache, anorexia, and nausea, but these symp- 
toms were neither severe nor persistent. Sulphetrone 
does not appear to affect the white blood-cells, and no 


-cases of granulocytopenia or leucopenia were recorded. 


Sulphetrone caused so little upset in most patients that 
they. could continue taking it after they got up. In 
2 cases of pulmonary tuberculosis the patients were allowed 
home while still on sulphetrone, and they reported back 
each week for investigation. Treatment was given to 
one patient with tuberculous epididymitis solely as an 
outpatient. 

In 6 cases toxic reactions necessitated the withdr awal 
of sulphetrone. These reactions included nausea, vomit- 
ing, anorexia, headache, tiredness, disturbances of vision, 
depression, and drug rash. Two patients died while under 
treatment. One had a very poor prognosis and also 
had diabetes; his insulin requirements seemed to be 
increased while’ he was being given sulphetrone ; there 
was no reason to associate death in this case with the 
administration of sulphetrone. The other also had a 
poor prognosis, and appeared to improve for a time 
under treatment, but he subsequently deve ope d purpura 
and nephritic symptoms and died in uremia; necropsy 
was refused. 

RESULTS 

The evaluation of treatment with sulphetrone was 
based on the radiological picture, weight, ©.S.R., sputum 
analysis, temperature range, pulse- rate, and general 
condition of each patient before and after the course. 
The observation period in bed served as a control. 


2. Higgins, G. M. Proc. Mayo Clin. 1944, 19, 202, 329. 
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Using these criteria, and bearing in mind the prognosis, 
we decided whether there was an improvement, no 
change, or a deterioration in the patient’s condition. 
Improvement was rated +++, ++, or +, according 
. to whether it was considerable, moderate, or slight. In 
recording the results, the patient’s condition at the end 
of treatment has been stated. - Further periodic reviews 
of the patients treated would be necessary before any 
final opinion on the value of treatment could be passed. 
Table I gives an analysis of the results in the 44 cases 
treated, and a more detailed analysis is given in table 11. 
All the 9 patients with a good prognosis improved, and 
all those with a hopeless prognosis died. Of the 8 cases 
with 2 fair prognosis 4 improved, 2 were unchanged, 
and 2 were worse. The results in the patients with a 
poor prognosis are of considerable interest, since 9 out 
= of 22 improved—4 of them very greatly, 3 moderately, 
` and 2 slightly. In this group 1 patient was very toxic 
-and had acute and massive bilateral infiltration through- 
out both lungs. ‘The outlook was very poor, yet he 
showed striking radiological and general improvement 
after treatment with sulphetrone for 257 days. 
the debit side, 3 of the patients with a poor prognosis 
were unchanged, 4 were worse, and.6 died. Of the 11 
deaths 1 was due to tuberculous meningitis, and 1 to 
subacute yellow atrophy of the liver in a chronic syphilitic 
who had been treated with many courses of arsenic. 
Another patient had diabetes. 


Radiological findings.—The radiological findings after _ 


treatment in the 42 pulmonary cases are classified as 
follows : 


Improved No change Worse 
+++ ++ + 
No. of cases E Be oe 9 «ss 6 13 
Erythrocyte-sedimentation rate.—The E.s.R. (Wester- 


gren) is non-specific, though generally it falls with 
improvement in the patient’s condition. In 26 of the 
44 cases it fell after treatment, in 4 it remained the same, 
and in 14 it rose. These numbers roughly follow those 
given in the table of results of treatment (22 improved, 
5 no change, 17 worse or died). The average value 
before treatment was 49 mm. in the first hour, and 
after treatment with sulphetrone 42 mm. Ix the: 22 
patients who improved under treatment the average 
fall after treatment was 28 mm. in the first hour. The 
greatest fall was 81 mm. 

Sputum.—The amount and character of the sputum 
were not considered significant. .The sputum conversion 
was disappointing. Of 42 pulmonary .cases treated for 
- more than a month 34 were sputum -positive before 
treatment. After treatment with sulphetrone 31 were 
still sputum-positive. 
` Temperature and pulse-rate.—The average daily range 
of temperature was 1-8°F before sulphetrone and 1-4°F 
after ; this difference is probably not significant. The 


average daily range iù pulse-rate was 84-105 per min: | 


before sulphetrone and 87-104 per min. after; 
change is not significant. 


this 


DISCUSSION 


It is realised that control in the strict sense of the 
word is impossible in a relatively short clinical investiga- 
tion of this type. No two tuberculous patients are alike 
in physique, family history, extent and duration of 
infection, powers of resistance, and general nutrition, all 


of which are important in assessing the outcome of the | 


case. Patients vary considerably in their reaction to 
tuberculous infection, which may be caused by organisms 
of differing strain and virulence. By contrast the task 
of the investigator in experimental tuberculosis is much 
easier. Guineapigs of the same strain, and of about 
the same age and weight, can be fed on the same diet 


and can be infected at a specified time with a definite ’ 


number of tubercle organisms. The effect of chemo- 


‘4 
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therapeutic agents administered at suitable intervals 
after infection: can then be studied. In clinical studies 


on tuberculosis one is not even sure how long the patient . 


has been infected, unless there is a very clear-cut history 
of exposure. Moreover, the pathology of phthisis does 
not resemble that seen in experimental tuberculosis in 


the guineapig. 


One cannot say that the results obtained with sulphe- | 


_ trone are dramatic, or that it is a specific cure for 


tuberculosis ; nor is there evidence that in the dose in 
which: it was used clinically it will rid the body of 
tubercle organisms. However, over half the patients 
receiving sulphetrone improved ; and 9 patients in whom 


‘no improvement was expected did ‘in fact improve ; in 


4 cases considerably. - That these results were due to 
the sulphetrone cannot be proved. The only control was 
the preliminary observation. period without sulphttrone, 
during which a prognosis was made. We are fully: 
aware of the unpredictable nature of tuberculosis. 
not unknown for patients with a poor prognosis to show 
remarkable improvement. Human beings, unlike guinea- 
pigs, are naturally resistant to tuberculosis, and factors 
other than chemotherapy may have contributed to the 
improvement observed. 

If sulphetrone has any beneficial effect in tuberculosis 
it is unlikely to exert it in the terminal stages. Thus, 
2 patients with tuberculous meningitis and 5 with a 


hopeless prognosis all died while receiving sulphetrone. 


These results are to be expected, for the drug would not 
be expected to heal lung cavities or to renew extensively 
diseased tissue. We have been unable to show that 
sulphetrone has a clear-cut and dramatic curative action, 
but we believe that it may be used as a therapeutic 
adjuvant in some pulmonary cases without extensive 
lung destruction—e.g., to prevent localised spread, to 
prevent spread from one lung to another, to prepare a 
patient for thoracoplasty, and to control a lesion in the 
opposite lung when an artificial pneumothorax is induced. 


It is © 


Chemotherapy may give the patient just that ‘little , 


extra help that is needed at the critical time to combat 
a progressive disease. Experimental work with guineapigs 
shows that the life of recently infected animals can be 
prolonged with sulphetrone.! In.such cases the disease 
has not progressed to caseation, and the lesions observed 
may be compared to the recent pulmonary infiltrations 
seen in early human cases. It is probably in this early 
type of case that the best results with chemotherapy 
will be seen. If treatment is delayed until there is 
extensive tissue destruction, the results of treatment are 
not likely to be so favourable. 

It has been demonstrated that sulphetrone can safely 
be given over long periods in divided doses up to 12 g. 


TABLE II— DETAILED RESULTS OF TREATMENT WITH SULPHE- 
-TRONE IN VARIOUS TYPES OF TUBERCULOSIS 


Improved 


No. 
Type of ; fa ok oo O O) No 
Tuberculosis | Prognosis K change| Worse |Died 
+++ +++ + 
Exudative .| Good 1 1 A RA ae oa : 
Poor 6 aa 1}1 ass 1 3 
Hopeless 1 Faas at si aaa 1 
Fibrocaseous ..| Good 6 3] 3 ae 
(with or Fair 7 ee) | 2 2 
witbout Poor 15 2/1 3 3 3 
cavitation) Hopeless} 1 scat Wess ia 1 
Miliary -| Poor. 1 ius S 
Hopeless 1 1 
Empyema -| Hopeless 1 sa 1 
Pleural -| Fair 1 1° T 
effusion Hopeless 1 ake 1 
\ 
Peritonitis -| Good 1 
Epididymitis..| Good ' 1 
Total 44 9 7 
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a day, provided that facilities are available for the 
estimation of blood-sulphetrone levels, hæmoglobin 
percentage, and red-cell and white-cell counts. The 
blood-level should not exceed 12 mg. per 100 ml. Iron 
and yeast should also be given to prevent a fall in the 
hemoglobin level.. 


Further trials with sulphetrone in selected cases are 


warranted. 
. SUMMARY 


Sulphetrone was given to 57 patients with tuberculosis. 
Only 44 of these cases, 42 of which were pulmonary, 
- were treated long enough for the results to be assessed. 

Improvement was. noted in 22, 5 were unchanged, 
6 became worse, and 11 died. Of those who improved, 
9 improved considerably, 7 moderately, and 6 slightly. 
Improvement was not dramatic, and at best sulphetrone 
can only be regarded as an adjuvant and not in any way 
as a specific for tuberculosis. 

Sulphetrone produced toxic side-effects (nausea, 
vomiting, anorexia, headache, depression, drug rash, and 
disturbances of vision) in 6 out of 57 patients. These 
effects disappeared on the withdrawal of the drug. 

Sulphetrone lowers the hemoglobin level, but this can 
be corrected by iron‘and yeast. 

Sulphetrone should be used only if there are facilities 


for- estimating blood-sulphetrone levels and for carrying 


out blood-counts. 

Further trials with sulphetrone in selected cases are 
warranted. 

We wish to thank Dr. F. Prescott of the Wellcome Founda- 
tion, who kindly supplied the sulphetrone ; ‘and Dr. John 
Smith, director of the City. Hospital laboratory, for his 
nterest and eoöperation in this investigation. 


RADICAL CURE OF INGUINAL HERNIA 
WITH A PLASTIC INSERT 


WALTER THOMPSON 

M.B. Leeds, F.R.C.S. 

RESIDENT SURGICAL OFFICER, MANCHESTER ROYAL INFIRMARY 
In 1909 McGavin published his operation for the 


cure of inguinal hernia with double filigree inserts, 
and the operation was reviewed by Cole (1941). The 


attention of surgeons was directed to the excellent results.. 


This paper is intended to introduce a new operation 
using plastic material instead of the silver filigree wires, 
and the operation is based on McGavin’s. 

Messrs. Portland Plastics Ltd., of London, kindly 
supplied me with plastic sheeting 1/,, in. thick made of 
poly-ethylene—formula CH, (n times). This material 
was thought, from its chemical composition, to be 
completely inert in the body. Only small amounts of 
plasticisers are used in its manufacture. It can be 
produced in various grades of hardness, depending on the 
degree of polymerisation. Grade 200 was chosen, since 
it is flexible and can be easily cut with scissors, yet 
is firm enough, when 2/,, in. thick, to withstand the 
normal muscular strains of the body without bending. 
Poly-ethylene can also be easily sterilised by boiling. 


OPERATION 


The routine inguinal incision is used; and, after 
` division of the external oblique apdneurosis, the cord, 
conjoint tendon, and iliohypogastric and ilio-inguinal 
nerves are defined. The cremaster muscle, along with 
the inguinal nerve, both in front and behind the cord, 
is separated and removed. The cremasteric vessels are 
ligated and divided at their origin from the deep 
epigastric vessels. The sac is then dissected free and 
dealt with in the usual manner. 

The transversalis fascia is next incised below the 
arching fibres of the transversalis muscle and the 


= 
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- with scissors to fit 


‘takes part in the routine ward exercises. 
_gradually increased in range, and he is allowed up on 
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conjoint tendon, exposing the extraperitoneal fat. The 
peritoneum is then dissected clear from the posterior 
aspect of the muscles of the abdominal wall, upwards, 
inwards, and outwards for 1!/, in. This is an essential 
step of the operation and provides the bed in which the 
plastic insert lies. It is usually not necessary to divide 


the deep epigastric vessels, for these can be carried with . 


the peritoneum 
away from the ab- 


dominal muscula- K 
ture. ‘ee 
The poly- ethylene >. 
sheeting is next 6 zl 
taken from the BK, 


steriliser and cut |% | 


in the bed so formed. Poly-ethylene insert for inguinal hernia: (a) 
The size and shape notch for pubic spine; (b) notch for sper- 
in an average case 
are as in the accom- 
panying figure. The edges are bevelled with an old 
scalpel before insertion. “The vas and vessels will have 
previously been dissected free from the floor of the 
iliac fossa and from the neck of the sac when -the 
latter structure was dissected free. The vas and vessels 
are Now placed i in the niche provided in the plastic insert, 

and this is slipped in a lateral direction under the free 
arching fibres of the internal oblique and transversalis 
muscles. The lower edge comes to lie along Poupart’s 

ligament, and the medial acute angle is pushed behind 
the insertion of the rectus abdominis muscles into the 
pubic spine. 

A medium-sized nylon suture is then taken, and the 
lower edge of the plastic insert is perforated with a 
Mayo’s needle and stitched with interrupted sutures 
to Poupart’s ligament. The first essential stitch is the 
one which perforates the. plastic sheeting at its medial 


lower border. 


-angle and encircles Poupart’s ligament as it is inserted 


into the pubic spine. The other essential stitch fixes 
the edge of the plastic sheeting to Poupart’s ligament 
opposite the origin of the fibres of the internal oblique 
muscle. 

The cord lies in front of the plastic shests the old 
internal ring and the deep epigastric vessels, the extra- 
peritoneal fat, and the peritoneum, and the lower flap 
of the transversalis fascia come to-lie behind the plastic 
insert. The new internal ring is thus displaced outwards 
and upwards 1 in. and comes to lie directly behind the 
strong arching fibres of the transversalis and internal 
oblique muscles. 
to Poupart’s ligament in front of the plastic sheeting 


and behind the cord by a running catgut stitch. The © 


external oblique and the skin are sutured in the orthodox 
manner. 


. ANAESTHESIA AND POSTOPERATIVE TREATMENT 


The routine form of anesthesia used is ‘Spinal D 
Amethocaine’ 1%, dextrose 6:3% (Duncan, Flockhart & 
Co.) and has been found to be very satisfactory. No 
spinal headaches have ensued. Local anesthesia has 
been used on four patients, owing to their general 
condition ; two of them were over 80 years of age. 

The patient is instructed in breathing exercises 
immediately on return to the ward, and next day he 
These are 


the ninth day. Owing to pressure on beds patients have 
been discharged home on the tenth postoperative day 
by ambulance. They are instructed to get up for 
increasing periods during the next fortnight. The older 
patients have been got up on the second day, and this 
period has been gradually increased day by day until 
they are up and dressed for most, of the day by the tenth 
postoperative day. 


matic cord and vessels ; ; (c) slightly curved | 


The conjoint tendon is next sutured ` 
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INDICATIONS AND RESULTS 


Patients have been chosen, for this operation who 
would normally have had a fascial graft. The youngest 
was aged 35 years and the oldest 84. 

- This operation has been performed on -more than 
twenty patients since August,.1946. All the wounds 
healed by 
developed a subcutaneous hematoma, which required 
aspiration. One patient required a course of penicillin 
and sulphamezathine: for a moderately serious chest 
condition. These patients have been carefully watched 
month by month at the routine follow-up clinic. No 
recurrences have been observed, and there appears to 
be very little fibrous-tissue reaction round the plates, 
= which can be palpated easily. The patients seem to 
have complained of less pain after this operation than 
after 
ones say they can feel a resistance in the inguinal region 
on bending to fasten their shoes. Plastic inserts have 
also been used with success in umbilical herniz. 


SUMMARY 


A new method of curing inguinal hernia is described 
which is based on the filigree operation of McGavin 
(1909). Plastic inserts of poly-ethylene are used instead 
of silver filigree. 

The results in twenty cases are reviewed. ` 

-` This work has been carried out under the direction of 
Mr. A. Graham Bryce, surgeon at the Manchester Royal 
Infirmary, whom I would like to thank for his stimulation 
and advice. Very satisfactory samples of ‘ Polythene’ sheet- 
ing were kindly supplied by Imperial Chemical. Industries 
Ltd., to whom I am also grateful for chemical details. 
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HANDKERCHIEFS IN THE TRANSFER 
OF RESPIRATORY INFECTION 


K. R. DUMBELL J. E. Lovetocx' E. J. LOWBURY 
M.B. Lpool _ Ph:D. Lond. M.A., B.M. Oxfd 


From the M.R.C. Common Cold and Air Hygiene Units, 
Harvard Hospital, Salisbury 


THE rôle of the handkerchief in the spread of upper 
respiratory infections has probably had less attention 
than it deserves. Hare (1941) demonstrated hemolytic 
streptococci in the handkerchiefs of carriers of these 
organisms as well as in the bedding and dust of their 
rooms, and his observations were confirmed by Ham- 
burger et al. (1944).. Nose-blowing as a means of 
contaminating the hands and environment with hemo- 
lytic streptococci has been investigated by Hamburger 
and Green (1946). 

The handkerchief collects both nasal and oral secretions, 
but droplets of the latter escape also during sneezing 
(Bourdillon et al. 1941) and in coughing (Duguid 1946a 
and b, Hare and Mackenzie 1946). It is possible that 
nasal secretions are distributed predominantly by the 
handkerchief, but for this to happen efficiently the 

handkerchief must be dry (Willits and Hare 1941). 

i These and other observations suggested to us that an 
estimate of the numbers of potentially infective particles 
liberated by the shaking of dry handkerchiefs would 
form a useful preliminary to a study of some of the 
factors concerned in the transfer of respiratory infection 
from person to person. The actual mechanism operating 
in each disease has to be studied on its own merits, but 
the possibilities inherent in different routes may be 
gauged by the total numbers of particles which may be 
involved in each. The experiments reported in this 
paper were made to determine the numbers of bacteria- 


first intention except in one patient who . 


a Gallie fascial graft. However, the intelligent | 


‘air stream of the blower. 


the “ background >° air alone was sampled ; 
during the whole of the second 1/, min., the blower was 
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carrying particles which could: be shaken from used 
handkerchiefs, and the reaction of these particles. to 
aerial disinfectants. 


NUMBERS OF PARTICLES DETACHABLE FROM 
HANDKERCHIEFS BY SHAKING 


Volunteers for the common cold research programme 
arrive at this unit at the rate of two dozen every second 


week, and careful records are kept of their nasal condi- 


tion. Some develop colds during their stay and illustrate 
varying degrèes and types of nasal secretion. For 
these reasons they formed an admirable population for 
the proposed handker- | 
- chief study- ; a a 

` LE ` A 
Method . cM E N 
= Our handkerchiefs Mie Pee N 
were of Egyptian TLEN Pay tae \ 
cotton parachute eter ca swe tt Tele \ 
material and were [e (a: 
about lft. square. | ots thet A 


They were issued 
sterile to volunteers Tigi 
and collected again wed g / 
after two days’ use. NES 


| They were allowed to e le 


dry overnight at 70°F 
in a quiet dust-free 
room, and next day 
were shaken one at a 
time by being held in 
the air stream of a 1/, 
h.p. blower. The 
shaking was done in a 
small airtight room of 400 cu. ft. capacity, with walls of 
washable concrete. The floor was kept wet with calcium 
chloride solution to prevent raising of dust by the 
The room was so arranged 
that, after the handkerchief had been fixed in front 
of the blower, all subsequent operations could be con- 
trolled from outside. A more detailed description of 
this room will be given in a subsequent paper. : 

The suspended particles were sampled immediately 
by a slit sampler (Bourdillon et al. 1941) on to nutrient 
agar plates enriched by 5% of horse serum. The routine 
procedure was first to fix the handkerchief in front of the 
blower. The room was then ventilated by an exhaust 
fan for 2 min., which sufficed for twenty air changes. 
After this the room was closed and a 2 cu. ft. sample 
of air taken over a period of 2 min. For the first 1/, min. 
then, 


Fig. =A typical slit-sampler plate from 
a‘/, min. shaking of a used handker- 
chief. A, B, C, D, mark first three ?/, 
min. sectors of plate. AB is the back- 
ground sector. Shaking began at B and 
continued till C. Sectors AB and CD 
were counted, and count of particles 
shaken from the handkerchlef was 
found by subtracting AB from CD. 


switched on and the handkerchief was violently shaken. 
Sampling was continued for the full minute after this. 
Plates were incubated for 24 hours at 37°C and colony 
counts made on the '/, min. background sector (fig. 1) 
and the 1/, min. sector immediately following the 
cessation of shaking. 

Filtered air was blown into the room, creating a slight 
positive pressure which prevented any leakage of external 
air into the room during the experiment. Serum-agar 
plates were also exposed at different sites within the 
room to collect samples of particles large enough to settle 
almost immediately, but the slit sampler collected 
efficiently particles of all sizes which would remain 
airborne during the experiment. : 


Results R 
A series of tests was made to detemine the efficiency 
of the shaking technique. In these, handkerchiefs 
were shaken for 6 min. with continuous sampling. 
Counts on these showed that about half the total number 


-of particles removable by shaking were extracted in the 


first 1/, min. 
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Another series of tests was made to compare this 
standardised mechanical shaking with manual shaking 
performed by an operator wearing only bathing trunks 
and a dust mask, and with wet skin and hair, who 


remained. inside the experimental room. The actions 


of a person using a handkerchief were imitated as closely 
as possible. 
pot, shaken to unfold, held near the nose, and replaced 
in the pot. This cycle of operations was repeated for 
1/, min. (usually four times). The handkerchief was 
then shaken for !/, min. by the routine technique. 

Under these conditions roughly a fifth as many particles 
were removed by the gentle manual shaking as by 
vigorous mechanical agitation for the same period: ` 


Manual shaking Mechanical shaking 


14,400 Bs ` 62,400 

22,000 X 55,200 

6000 42,000 

11,200 44,400 

33,200 100,800 

1600 20,400 

3200 23,200 

í 4400 29,200 

4000 30,200- 

47,200. ' 195,200 

Total . 147,200 603,000 
Average .. 14,720 | 60,300 | 
Ratio si 1 4 


The mechanical shaker thus gives an estimate of the 
total numbers of particles which can be shaken from a 
used handkerchief and has the advantage over manual 
shaking of a greater degree of reproducibility. 

Even after shaking till no more particles were removed, 
as many again could be removed by extracting the 
handkerchief with 200 ml. of 10% broth-saline solution. 


It is not maintained that all the bacteria-carrying . 


particles shaken from the handkerchiefs came originally 
from the nose. A few plates showed many small colorfies 
of non-hemolytic streptococci similar to the mouth 
and throat flora, but in most of the plates examined 
most of the colonies were staphylococcal, resembling 
the flora of nose and skin. A large proportion of golden 


. staphylococcal colonies was obtained from the handker- 


counts follow a log-normal distribution. 


chiefs of most volunteers who showed an abundant 
growth of Staph. aureus from nose swabs. : 

Fig. 2 shows the distribution of counts in 211 handker- 
chiefs. The mean count of the whole series is 68,000 
for a 1/, min. shaking. These figures represent about 
half the total numbers « of particles which could be shaken 
from the handkerchiefs by prolonged- agitation, and 
give an averagé figure of 136,000 for the total number of 
particles which could be removed by this means. The 
The subsidiary 
peak of counts less than 2000 is due to a certain number 
of volunteers who did not. use their handkerchiefs 
at all. i 

Correlation with Nasal Discharge.—Table 1 shows the 
relationship between the average counts of particles, 
shaken from handkerchiefs, classified into groups on the 
basis of the degree and type of nasal secretion of the 
user. 
counts in the various groups, suggesting that the daily 
output of bacteria from the nose during a cold does not 
differ much from the normal output. 


DIE-AWAY RATES OF AIRBORNE PARTICLES FROM HANDKER- 


CHIEFS IN THE PRESENCE AND ABSENCE OF AERIAL 
DISINFECTANTS 
Method 
To assess the size of the particles and their suscepti- 
bility to disinfectants, experiments were made as follows. 
Two or three handkerchiefs were shaken at the same time 


The handkerchief was withdrawn from its | 


There is but small difference between the total. 


TABLE J—-RELATIONSHIP BETWEEN NASAL DISCHARGE AND 


PARTICLE COUNTS AFTER MECHANICAL SHAKING OF 
HANDKERCHIEFS FOR */, MIN. | 
i f 
Nasal discharge No. of Count 
during use of handker- 
handkerchief chiefs Average Range 
Normal ` 122 68,000 0—420,000 
Slight serous 37 66,400; 13,600—300,000 
Profuse serous i 37 59,600 6400—199,000 - 
Purulent 15 94,000 — 2400—300,000 


to give a sufficiently high initial count in the experimental 
room. Half a minute was allowed for the coarsest 


_ particles to settle, and then air sampling was begun and 


continued for 12 min. During measurements of the 
natural die-aways serum-agar plates were exposed in the 
room. In killing tests the disinfectant was liberated 
at the end of the first minute of sampling. ‘The relative 
humidity of the air was measured before and after each 
experiment. Low relative humidities were obtained by 
the use of a silica-gel air-drier, and high humidities by 
spraying water into the air. The plates were incubated 
for 24 hours at 37°C, and the slit sampler plates were then 
divided into 1/, min. sectors and counted. ‘The successive 
1/, min. counts were plotted on graph paper for the 
determination of the die- -away rates and of the killing- 
rates due to the disinfectants. = , 


HANDKERCHIEFS 


hhh Cbs 


eA NN: 
O 2 5 10 20 40 80 160 320 640 -/ 
PARTICLES FROM /2min.SHAKING (THOUS, ) 

Fig. 2—Histogram of bacteria-carrying particle counts from 2u 


used handkerchiefs shaken for Han min. each. 
' 


Results H 
‘The removal of bacteria-carrying particles from the 
air approximated to a logarithmic law such that the 
numbers removed in successive short intervals of time 
were proportional to the numbers present at the begin- 
ning of each interval—i.e., | 


N =Noe~kt 


where No is the number present at time t = 0; kis a 
constant ; and e the base of natural logarithms. Where 
several processes which individually lead to the removal 
of bacteria in a logarithmic manner are taking place ` 
simultaneously, the total rate of disappearance (or die- 
away rate) 18 equal to the sum of the rates due to each 
process. Thus, in an experiment using a disinfectant, 
the total rate of die-away will be a combination of the 
rates of removal due to settling, ventilation, and death 
by disinfection. In these experiments the ventilation- 
rate of the chamber was measured and found to be only 
0-4 per hour, which is negligible compared with the 
rates of removal by settling or disinfection. The values | 
of the settling rates were therefore taken as equivalent 
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to the measured natural die-away rates, and the values 
of the killing-rates due to the disinfectants were 
found by subtracting the average settling-rate from 
the die-away rates measured in the presence of the 
disinfectants. 

Fig. 3 illustrates the distribution of settling-rates at dif- 
ferent relative humidities. These settling-rates range from 
5 to 21 per hour, and show little or no correlation with 
relative humidity. 
The average settling- 
rate is 12-5 per hour. 
Assuming the particles 
to be’ equivalent to 
spheres of density 1, 
this corresponds to a 


N 
© 


O 


12-54 to 27u in dia- 
. meter and an average 
particle-size of 20u in 
diameter. 
parison of counts on 
the settling plates 
with those taken in 
the slit sampler con- 
firmed the estimates 


SETTLING RATE (particles per hr) 
nn 


0 40 60 80 100- 
RELATIVE HUMIDITY 


Fig. 3—Relationship between settling-rate 
of particles shaken from handkerchiefs 
and relative humidity. 


die-away rates. 
Action of Aerial Disinfectants 
Table rr shows the results obtained with ultraviolet 
rays, triethylene glycol, lactic acid, and «-hydroxy- 
œ-methyl-butyric acid at different relative humidities. 
These disinfectants were chosen as being the most 
effective at present available. 


- The three chemical disinfectants were liberated into 
the air of the room by being dropped or to a hot plate ` 


maintained at 200-250°C. This plate was placed just 
below the air stream of a small table fan to ensure the 
rapid mixing of the disinfectant vapour with the room 
air. The aerial concentration of each of the three chemical 
disinfectants used was about twice that recommended 
for use in occupied rooms. Ultraviolet rays were 
obtained from a 100-watt quartz low-pressure mercury- 
vapour lamp capable of an effect at least 100 times that 
used in practical aerial disinfection. Even at the 
intolerable concentration levels of these experiments, 
. useful killing-rates were obtained only at lower relative 
humidities with ultraviolet rays, and higher humidities 
with lactic acid, than would normally be found in this 
country in winter. 
these particles (12-5 per hour) and the occurrence of 


ventilation-rates of at least 2:5 per hour in occupied. 


rooms, a killing-rate of 15 per hour would be needed 
to reduce the count by half. In contrast, aerial dis- 
infectants are rapidly and effectively bactericidal to 


airborne particles expelled from the mouse in sa 


(Bourdillon et al, 1942). 


TABLE II —EFFECT OF AERIAL DISINFECTANTS ON HANDKER- 
CHIEF PARTICLES ' 


Kiling-rate at relative humidity Concentration 

Disinfectant _ if disinfectant 
agent (ug. per cus ft. 
10 | 20} 30} 40 | 50| 60 | 70| 80 | 90 of air) 

Perey tare’ 
aye .. [40-5]... | 25 ]18:5|10|10]10].. j.. s 
Triethylene 

glycol .. jeejee 0] 0 Oo; 8 8|.. 200 
Lactic acid.. | .. |.. ] 0] 0 |10 |37 {82 | 75 | 60 150 
a-Hydroxy- | 

a-methyl- l 

butyric acid | .. |<.]| 0| 0 2/15/15) 2 200 


EEE E Meee! E Peer E EEE EEEE 
* The effective intensity of ultraviolet rays was about 100 times that 
commonly used fór aerial disinfection 


particle-size range of `’ 


The com- 


of size made from the 


In view of the high settling-rate of 


\ 
DISCUSSION 


' The impressive, fact that on the average 15,000, and ° 
occasionally as many as 50,000, particles may be distri- 
buted from a dry used handkerchief by gentle manipula- . 
tion gains in significance when it is further realised that 
these particles while airborne are almost completely 
resistant to the action of the best available aerial dis- 
infectants. Not only this, but they are eight times the 
weight of “ droplet nuclei ” from the mouth and may 
therefore carry a correspondingly larger content of 
micro-organisms. We believe these particles come chiefly 
from the nose, and Hamburger and Green (1946) have 
shown that streptococcal infections of the respiratory tract 
are spread very largely by the nasal carrier of that 


-organism. - Hare and Mackenzie (1946) suggest that this 


may well prove to be true in other specific infections. 
The relative numbers of particles and the total weights , 
of dried secretion which they represent for the actions ` 
of coughing,: sneezing, and gentle manipulation of the 
handkerchief were as follows : 


Handkerchief. 
Sneezing Coughing (gentle waving 
(per sneeze) (percough) for 1/, min.) 
Av. no. of air- .. 100,000 400 15,000 
borne particles | A 
Size 10u . about 10u.. 20u 
Dried weight (g.).. 10-4 .. 4x1077 .. 1074 


Dried weight means weight of expelled airborne secretion 
in equilibrium with the relative humidity of the air. .. The 
numbers of airborne particles emitted during sneezing are 
quoted from Bourdillon et al. (1942), and during coughing 
from unpublished work of this unit. - 


Though the dried weights of material ‘dispelled by 
sneezing and handkerchief waving are about the same, it 
is a matter of everyday observation that sneezing is 
much rarer than the using of the handkerchief. There 
are good reasons for believing that talking and nose 


, blowing contribute few airborne particles, and there- 


fore the use of the handkerchief is probably the most 
important single action, except bed making, in the 
contamination of the air with micro-organisms from the 
respiratory tract. 

This paper is concerned entirely with the dicborie 
particles coming from the shaking of handkerchiefs. 


It is fully realised: that larger particles which settle 7 


rapidly, whether from coughing, nose blowing, sneezing, 
or handkerchief waving, may be of equal or greater — 
importance in the spread of respiratory infection. This 

point is now being investigated. 


\ 


SUMMARY 


The number of bacteria-carrying particles which can 
be shaken from normally used handkerchiefs has been 
estimated. 


The average number over a series of 211 handkerchiefs 
was 136,000. 


These particles are resistant to the action of aerial 
disinfectants and ultraviolet rays at normal relative 
humidities. 
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Reviews of Books 


Thorpe’s Dictionary of Applied Chemistry 
(4th ed.) Vol viii Methal—Oils, Essential. London: 
Longmans, Green. Pp. 679. 80s. 

THis splendid work is of value not only to chemists 
but also to many other workers in medical and biological 
fields. So wide is its scope that few would fail to find 
pleasure in dipping into it. The eighth volume follows 
the same lines as its predecessors. - No less than 175 


pages are given to a monograph on naphthalene, but the | 


remainder of the book is liberally sprinkled with articles 
of biological interest. That on milk ably summarises 
the chemistry, biochemistry, technology, and (very 
briefly) the bacteriology of the “‘ lacteal secretion of the 
milch cow.” There is an account of nucleic acids by 
the late Prof. J. M. Gulland with G. R. Barker; J. H. 
Quastel contributes an account of biological nitrogen 
fixation, and B. C. J. G. Knight a well conceived summary 
of growth factors for micro-organisms. Biochemical 
articles include those on methionine and nicotinic acid. 
The electron microscope is treated in a simple and 
understandable way, and the article on molecular 
distillation is of interest in connexion with the prepara- 
tion of fat-soluble vitamins. Hope springs when one 
reads of the astounding number of substances prescribed 
for the moth-proofing of textiles, while the essential 
oils bring the volume to a fragrant close. 


Myotonia _ a 
Thomsen’s Disease (Myotonia congenita), Paramyotonia, 
and. Dystrophia myotonica: a clinical and heredibiologic 
investigation. EIVIND THOMASEN. Aarhus: Universitets- 
forlaget. 1948. Pp. 251. i 


In this valuable and comprehensive work, translated | 
from the Danish by F. B. Carlsen, Dr. Thomasen gives 


a clinical and physiological account of myotonia and 
describes the diseases in which it occurs, with particular 


reference to.the associated non-muscular dystrophies. 


He has investigated the influences of these diseases on 
the social condition of the patients, and on their mental 
state; and in a personal study of 5 family histories of 
Thomsen’s disease, he brings up to date the famous 
pedigree recorded by Thomsen himself, giving details of 


106 descendants of an affected member of the family not, 


available to Nissen when he published his edition of the 
pedigree 25 years ago. Four. additional new pedigrees 
of Thomsen’s disease include only 13 affected indivi- 
duals, thus offering a contrast to the heavy incidence 
and clearly defined genetic character found in members 
of: Thomsen’s family. Since Dr. Thomasen has made 
an exhaustive search for cases in Denmark, the disease 
is clearly as rare as it is reputed to be. 

In the genetics section he gives 21 new pedigrees of 
dystrophia myotonica, covering 1148 individuals of 
whom 874 are still living; 150 members are thought to 
have been affected. The appearance of antedating has 
been repeatedly noted in this disease, and is confirmed 
in this series. An attempt to grade the cases suggests 
that manifestations are increasingly severe in successive 
generations. Dr. Thomasen concludes that, from the 
clinical as well as from the genetic standpoint, Thomsen’s 
disease differs fundamentally from dystrophia myotonica. 


Die Sauna | 
Victor Orr. Dr. med., physician in the medical faculty, 
Zurich. Basle: Schwabe. 1948. Pp. 224. Sw. fr. 15. 


THe Finnish bath, which is essentially designed to 
induce sweating, has been known since classical times. 
The usual procedure is to enter the hot-air chamber 
first, and to rest there on a couch until sweating begins. 
The skin may then be further stimulated by rubbing and 
pummelling, and a bundle of twigs is often used for 


this purpose in Finland. The body may then be douched . 


with warm or cold water or be soaped before a short 
immersion in a nearby stream or lake. A further period 
of sweating may follow when the bather has got out of 
the water before cooling begins. Sometimes water is 
poured over hot stones at this stage to cause a sudden 
evolution of steam, but exposure to this is too exhausting 
for some subjects. At the end of the bath it is customary 
to rest for a while, and massage is sometimes given at 


\ 


` disease. 


this stage. 
square meal. 7 
In recent years the Finnish bath has been studied by 
doctors and has come into use beyond its country of 
origin. The Swiss opened the first therapeutic bath in 
1941 in the physiotherapy department of the University 
of Zürich. There are now 150 public and numerous 
private baths of this type in the country. The value of 


Often the proceedings end with a good 


.sweat baths has been known in Switzerland since the 


sixteenth century, especially in chronic disorders such 
as gout and rheumatism; but in Finland the accepted 
medical indications for these baths have been numerous. 
It is considered that the resistance of the Finn to climatic 
changes and extremes is augmented by bathing, and the 
regulations of the Finnish army prescribe a weekly bath, 
even on active service. Dr. Ott has treated a number 
of cases and concludes that sweat baths are valuable 
in numerous subacute—but not acute—infections, and 
in asthenia and circulatory disorders. The baths affect 
the circulation and body temperature and reduce weight. 
One of the outstanding benefits of a regular course of 
baths, even for healthy people, is the acquisition of a 
greater tolerance to climatic changes and extremes. 


_ The Venereal Diseases (2nded. London: Macmillan. 
1948. Pp. 360. 21s.).—This edition maintains the high 
standard of its predecessor, and has been brought up to 
date with two additional chapters on the use of penicillin 
in the treatment of gonorrhcea and syphilis. The section 
on non-gonococcal urethritis has been extended, and Reiter’s 
syndrome receives adequate description. Dr. James Marshall 
presents the venereal diseases, and those other conditions 
commonly dealt with in the practice of venereology, accurately 
and clearly, and the text is supported by ample illustrations. 


Handbook of Practical Bacteriology (8th ed. Edin- 
burgh: E. & S. Livingstone. 1948. Pp. 624. 25s.).—Details 
of new methods such as the use of selenite F medium for 
S. typhi, and new information about infections like chromo- 
blastomycosis or scrapie of sheep, have swollen this laboratory 
guide by Prof. T. J. Mackie and Dr. J. E. McCartney. But 
it still retains the essential qualities of a handbook for those 
who must housekeep for rats or wash glassware, besides 


mowing how to distinguish the viruses of lymphocytic and 


pseudolymphocytic choriomeningitis. 


The Science and Practice of Surgery (8thed. London : 
J. & A. Churchill. 2vols. 1948. Pp. 892and 955. 25s. each).— 
The day of the large single-author textbook of general surgery 


has passed. Even two authors can scarcely hope to cover so ` 


many fields, if they are to speak with authority on all. 
Mr. W. H. C. Romanis and Mr. P.:H. Mitchiner, in the new 
edition of their well-known book, have enlisted help with the 
chapters on plastic surgery, X-rays, anzesthetics, and venereal 
Even so, the industry required of two men to write 
and then revise a book of over 1800 pages must be prodigious. 
The book preserves its previous form-but much of it has been 
rewritten to bring it up to date. Thus the section on general 
infection contains a note on streptomycin ; though the next 
paragraph, recommending the intravenous injection of eusol 
in unspecified quantity, provides a quaint contrast. One 
might pick many small holes of detail in the book, but the 
fact that this is its eighth rebirth is an effective answer to 
carping criticism. “ 


Treatment by Manipulation (5th ed. London: H. K. 
Lewis. 1948. Pp. 275. 25s.)—The new edition of Mr. 
Timbrell Fisher’s well-tried book contains much fresh material 
and 45 additional illustrations. In his preface he reminds 
readers that patients bedridden for years owing to chronic 
rheumatic disease may respond to skilled manipulation ‘by 
recovering the use of their legs; and that they should be 
given the opportunity. Objections to the use of manipula- 
tion, he says, are commonly two. Doctors fear shock and‘ 
increased pain and stiffness for their patients: but these 
untoward reactions are extremely rare in the practice of 
experienced surgeons using manipulation. Secondly, it is 
generally believed that physiotherapy can do as much as 
manipulation to restore function and full range of movement. 
Many patients, however, improve up to a point on physio- 
therapy, but get no further ; and for these manipulation may 
achieve in five minutes more than physiotherapy could do in 
years. The book is clearly written, and splendidly illustrated. 
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a Hernia 


THE repair of damage to a simple sphincter is 
difficult enough. In the case of the inguinal ring, 
the sphincter is far from simple: it bears some 
resemblance to one half of an iris diaphragm, and 


nobody is quite certain how that.diaphragm works. 


So it is surprising that surgeons do on the whole 
obtain better results. with inguinal hernie than 
amateurs obtain with the works of their cameras. 

The anatomy of the human groin has long been 
known in great detail, and anatomists and surgeons 
agree on the main features of its architecture. The 
physiology of the inguinal canal, by contrast, remains 
in a state of flux, and each operator varies the details 
of his repair according to his surmises as to the 
function of the well-known structures of which the 


canal is composed. Even the most obvious questions - 


are still subjects of controversy. For example, 
what is the real barrier to hernia formation in normal 


` people—is it the musculature of the internal ring, 


or is it the transversalis fascia ? Does the cremaster 
play an important part in preventing hernia, or does 
its presence facilitate the onset of rupture? If the 
components, muscular and tendinous, of the conjoint 
tendon act as a sphincter, it must be agreed that they 
are only half a sphincter; is then the opposite side 
of that sphincter Poupart’s ligament, or is it (as 
H. F. Lunn? has suggested from his comparative 


~ study of the inguinal region) Cooper’s ligament and 


the superior ramus of the pubis? And should we 
therefore throw not only Bassini’s bag but also his 
baggage overboard, cease using Poupart’s ligament 
as one pillar of our hernia repairs, and use Cooper's 
ligament instead as the foundation of attempts to 
narrow the internal inguinal ring? Do the fascial 
slings which LYTLE * emphasised really act as a third 
sphincter inside the ordinarily described internal 
ring ?—One could fill a page asking such questions, 
all-of which require an authoritative answer if hernia 
operations are to have a proper scientific basis and 
their disturbing recurrence-rate is to diminish. 

‘There is one point in the operative repair of hernia 
which is everywhere accepted—namely, that narrow- 
necked sacs must be completely removed. But 
most herniz require something more than simple 
herniectomy if recurrence is to be avoided. The 
additional repairs needed attempt either or both of 
two things—réconstruction of an inguinal sphincter 
or blocking of the “ hole ” through which the hernia 
has emerged. The most thorough recent attempts to 
reconstruct a sphincter mechanism have been by 
Branpon? and Doveras.t Branpon divides the 
internal oblique at the medial end of its origin from 
Poupart’s ligament, moves the cord laterally, and 


1. Lunn, H. F. Ann. R. Coll. Surg. Eng. 1948, 2, 285. 
ytl 441, 
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reattaches the muscle. Doveras has lately described 
in our columns: an operation whereby the testis — 


- is dissected free from the scrotum, and, on the end’ 


of the spermatic cord, is threaded through a hole 
made in the internal oblique 4 or'5 cm. above its 
lower border; after which the testis is replaced in 
the scrotum. Ingenious as these methods are, the 
new sphincters are crude by comparison with. Nature’s 
efforts, and the late results of the operations are not 
yet known. At the present moment the method’ of 
blocking the defect through which the hernia emerges 
seems more popular. The weak point in this pro- 
cedure (its crudity needs no comment) is that the 


‘ cord still has to emerge from the abdomen, and 


the blocking operations therefore cannot be complete. 
When Branpon and Doveras have contrived their | 
new sphincters, they can proceed to a complete 
blockage of the old “hole” (which Dove Las does 
with tantalum gauze). But if the cord retains its — 
anatomical site, the best that.can be done is to close 
most of the hole, leaving the internal oblique and 
transversalis (which have already failed once at this 
job) to guard a smaller aperture than before. 
Obviously these muscles must not be further damaged . 
during the repair, and the frequent failures of Bassini’s 
operation are probably due to the fact that the ` 
tight sutures approximating the. internal oblique to 
Poupart’s ligament kill the muscle fibres within 
their grasp. 

Modern repair operations of the “ blocking » type 
use various materials. Normal structures in the 
neighbourhood may be sutured in new positions to 
narrow the gap, but it is uncertain how often they 
retain both their new position-and their old function. 
Autogenous fascia, locally obtained or imported from 
the thigh, in sheets or in strips, may be employed. 
Foreign materials—metal, silk, and nylon—are 
fashionable at present, and we have recently published 
papers describing the use of all three. Marneort ê 
has recorded in detail his technique with floss silk, 
which has given excellent results. MOLONEY and his 
colleagues ê believe nylon to be better, because it is 
homogeneous and smooth, and. because a chance 
infection of a wound, which may linger for many 
months in the interstices of silk, will heal without 
the nylon requiring removal. Whether silk or 
nylon is used, the repair is usually by a darn, so as 
to avoid tension in the fibres and any possibility 
of strangulating muscle fibres. Those who have 
closed a hole in a sock with a few tight sutures will 
appreciate the superiority of the darn in that situation, 
and there is reason to suppose that the body also 
appreciates the darn rather than the suture for the 
closure of gaps in its fabric. Unlike the sock, it will 
assist the darner by filling in interstices with fibrous 
tissue. 

The latest comer in the ranks of foreign materials 
for hernia repair is poly-ethylene sheeting, a plastic 
whose use is described on another page by WALTER 
THompson. It is easy to shape and remains rigid in 
the tissues, but at first sight it seems to lack an 
advantage of tantalum gauze to which Dove.as 
refers, in that it has no meshes through which 
fibroblasts can grow to anchor it firmly in position. 


5. Maingot, R. Jbid, p. 861. . ; 
6. aa he Q. E., Gill, W. G., Barclay, R. C. Ibid, July 10, 
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An Unfair Burden 


To provide for superannuation, doctors in the 


National Health Service are liable to a deduction of 


6% from their net remuneration from State sources, 
to which the Government will add another 8%: 
For the well-established practitioner the sums in 


question will be substantial: for example, if a doctor 


is earning £2400 from his N.H.S. practice, and a 
third of this is regarded as practice expenses, there 
will be a deduction of £96 from his income, the 
additional contribution from the State being £128, 
Before July 5, when there was no. official pension 
provision for doctors, most medical men found it 
necessary to take out heavy insurances to safeguard 
their families and provide for their own retirement. 
Under the new régime it was clearly going to be 
difficult for them to continue these insurance commit- 
ments when large sums were deducted from their 
incomes for superannuation purposes. Accordingly 
arrangements have been made whereby, between now 
and Oct. 4, practitioners may (subject to conditions 
set out in the official leaflet s.p.p. ) exercise an option 
to remain outside the superannuation scheme, pay 
no portion of their income to superannuation, but 
receive instead the 8% State contribution towards 
the maintenance of approved insurance policies. 
Attention is drawn to this option in a letter which 
we publish this week from a medical insurance 
consultant. Clearly there may be definite advantages 
in it, especially perhaps for the doctor who is already 
well insured but will have few remaining years of 
service to count for superannuation.. No doubt many 
doctors thus situated will welcome the chance of 
opting out of the superannuation benefits and receiv- 
ing very present help towards their expensive insur- 
But there is another group whose 
need is even greater, and who can, nevertheless, 
receive no relief under the regulations as published. 
Many younger men have borrowed heavily in order 


_to buy a practice, and for this purpose they have been 


required to insure their lives for considerable sums. 
The premiums they are paying sometimes represent 
a high proportion of their budget, and it may be 
almost impossible for them to go on paying these 
premiums if they also have to forego 6% of their 
income for superannuation. These are the very men 
who might find the 8% of State money paid towards 
insurance premiums most acceptable. Yet they 
do not qualify to receive this help, because their 
policies are technically assigned to the bank or to the 


insurance company that has lent them money to 


buy their practices. Many of these doctors belong 
to that group, enduring financial hardship, for. whom 
the Government have promised early payment of 
compensation. If it had been possible for this 
compensation to be assessed and paid by Oct. 4 they 
would be in a position to have their policies released 
from assignment to their creditors, and could then 
exercise their option to keep these policies in being 
as an alternative to superannuation. As any such 


’ settlement is manifestly impossible in so short a 


time, this relief is withheld from them, and some 
whose budgets are already closely drawn will face 
certain insolvency if they must bear the double load. 
While it is obvious that if insurance is to take the 
place of superannuation and be the chief means of 


provision for retirement, insurance policies must not 
be surrendered before maturity or be assigned to any | 
other person, it seems that considerable latitude 

should be allowed in these particular cases. The 
assignment is directly attributable to a loan the 
date of whose payment (and the-consequent redemp- 
tion of the policies) depends on the date of payment 
of a sum of compensation promised (and guaranteed } 
by the Government themselves. It should not be 
hard to lay down conditions whereby the ultimate 
usé of these policies for the benefit of the doctor and his 
dependants could be assured, even though the 
policies had temporarily to remain assigned to the 


‘ bank or other reputable lender pending the payment. 
of compensation. 


This is certainly a matter that needs attention 
urgently. A rapid and equitable- solution might 
materially reduce the numbers of the young doctors 
to whom the early payment of. compensation on 
grounds of hardship will otherwise be essential. 
Failure to find a solution will place an unfair burder 
on many harassed ‘men, including many returned from 
war service, who, with growing families, are now 
striving to establish themselves in practice. 


Annotations 


HOSPITAL RECORDS 


NEARLY twenty years ago, when the old poor-law 
institutions were transferred from the boards of guardians, 
their records were in some instances mutilated or even 
destroyed in the process. Today a transfer on a much 
larger scale is taking place: hospitals of every kind 
—voluntary and municipal, big and little, new and old, 
general and special—are passing out of the care of their 
guardians into the smooth hands of the regional hospital 
boards. These hospitals possess records. In the long 
march of history the small hospital is just as important 
as the great, and what is new in 1948 may be treasure > 
in the 21st century. Minutes of boards of management 
and of staff meetings, matrons’ reports, notes of opera- 
tions, diet sheets, patients’’ case-records, accounts, and. 
other routine commentaries may seem drab enough just - 
now, when there is little space for storage and much 
demand for.salvage ; but they are the stuff out of which 
social history is made. 

Hospital records should be carefully preserved, at 
least until they have been reviewed by an expert. Many 


_local authorities have record offices staffed by trained 


people who would take pleasure in sifting material of 
this kind. There is ample scope for voluntary work on the 
part of men and women who have an interest in local 
history.. Let us not throw away this unique opportunity 
of service to history. 


RESPIRATORS AND OUST DISEASES 


A CORRESPONDENT this week asks why writers on 
pneumoconiosis do not mention the use of a simple. 
mask, such as nurses wear during operations, as a. 
protection against the inhalation-of dust. It is virtually 
impossible to design a completely efficient dust respirator: 
which does not impose some discomfort or disability 
on the wearer; and tests on miners and other workers. 
have shown that they will not tolerate one which is. 
on Simple _ gauze respirators similar to. 

a surgeon’s mask are acceptable to some miners, but. 
unfortunately they are almost useless in stopping the 
passage of pathogenic dust particles, which are less than 
5u in diameter. The official Mark IV. dust respirator 
is much more efficient ; but very few miners are willing to. 
wear a respirator of this type, which incorporates a half-- 
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- maak of rubber designed to fit closely over the mouth and 
Experimental patterns of half-mask with highly’ 


nose. 
efficient filters, designed to overcome disabilities in 
vision and use of tools during wear, have not proved 
acceptable in underground working conditions, and 
research is now being directed to the design of less 
efficient but simpler respirators in the hope that these 
will be accepted by workers. The simpler respirators 
will stop up to 90% of pathogenic particles, and their use 
would at least reduce the risk of silicosis. However, 
even if miners agree to wear such a respirator, its use 
will not take the place of effective dust suppression, 
which is the basic preventive measure. The aim should 
be to make dust suppression in industry as complete 
as possible, respirators being worn only in the occasional 
instances when suppression is impracticable. 


ATHLETICS AND HEAUTH 


SEVERAL superficially simple problems associated with 
muscular exercise still evade unchallenged explanation. 
“ Stitch,” for example, was for centuries regarded as 
associated in some way with the spleen, and classical 
scholars have been prepared with quotations to show 
that the runners of antiquity underwent splenectomy or 
at any rate some sort of attention to this viscus. Since 
stitch can be right-sided, some favoured a diaphragmatic 
explanation, which in turn has. been replaced by a 
plausible one based on experiments at Guy’s Hospital, 
according to which there is a “ physiological viscero- 
ptosis ” and the site of the disability is in the ligaments 
or pleural attachments. Yet athletic experts remain 
unconvinced. Cramp is another teaser, for it arises 
in healthy young people under conditions which seem 
to have nothing in common—during exercise, at 
night when turning or stretching, after yawning, when 
some position is held excessively long, or after profuse 
sweating. Then there is march hemoglobinuria, in which 
exercise iş not the only factor, for the erect attitude is 
also a sine qua non. These are some of the subjects 
discussed in. Manpower for March-September, 1947, 
published by the Union of South Africa, in a treatise 
mainly the work of Dr. E. Jokl, whose official position 
in Johannesburg has given him exceptional opportunities 
for investigating the effects of exercise. This paper gives 
some remarkable examples of athletes who have per- 
formed successfully for years free from symptoms and 
unaware of gross cardiovascular lesions which necropsy 
has shown must have been present for a long time. Thus 
“the iron man of South African rugby football,” -who 
collapsed and died after a strenuous game, was found to 
have a greatly hypertrophied heart with numerous 
fibrotic patches, an exceedingly narrow left coronary 
artery, a descending aorta less than half the usual calibre, 
and an advanced unilateral hydronephrosis. The 
champion marathon runner of South Africa is a man of 
32 whose medical history includes rickets, scarlet fever, 
rheumatic fever, malaria, bilharziasis, and inguinal 
hernia, and who has mitral and aortic disease—a reminder 
that aortic regurgitation is of functional benefit when 
superimposed on mitral disease. Examples of adjustment 
include a Davis Cup lawn-tennis champion with severe 
diabetes ; a girl of 19 with myasthenia gravis who with 


the aid of ‘ Prostigmin’ played international hockey ; . 


and a professional gymnast with severe deformity of the 
chest following several thoracoplastic operations. 


British cardiologists have denied the possibility of 
“ heart strain ” in the normal person, and their pronounce- 
ments, together with those of Adolphe Abrahams on the 
athletic side, are examined in the treatise. Clearly, 
collapse after exertion should be related not to the heart 
but to the vasomotor system. Some extremely efficient 
athletes are particularly prone to collapse, apparently 
because of the general autonomic adjustment which the 


body undergoes during training. Responsible factors 
include a hot humid atmosphere, hypoglycemia, ortho- 
static strain, reduced atmospheric pressure, malnutrition, 
and the effect of a recent infection. Despite the alarming 
appearance of a collapsed young adult, there is no reason 
to presume either cardiac strain or any permanent 
disability. Nor, apparently, can a full stomach be 
blamed for such attacks. Schoolboys have been known 
to prepare for a ten-mile cross-country run by eating a 
double helping of Irish stew and treacle pudding. Com- 
mon sense would condemn such a procedure, but it seems 
certain that a combination of exercise and a distended | 
stomach alone will never cause fatal collapse in a healthy 
person. The position is very different if the coronary 
arteries are diseased or the myocardium degenerated, | 
when a full stomach may be the ultimate cause of death, 
the rise in intragastric pressure eliciting a reflex con- 
striction of the coronary arterial system with dangerous 
anoxemia in a heart whose tissue respiration is already 
impaired. n 


TRACES OF THE PAST 


THE last survivals of the control exercised by the 
Church over medical practice in medieval times are 
about to disappear from the statute-book. Among the 
many hundreds of dead Acts of Parliament which a 
Statute Law Revision Act will formally repeal is one 
enacted in 151) which forbade physicians and surgeons 
to practise in London or within a seven-mile radius 
therefrom unless first examined, approved, and admitted 
by the Bishop of London or the Dean of St. Paul’s. The 
bishop and the dean were to call to their aid “ four 
doctors of physic and for surgery dther expert persons 
in that faculty.” In 1310 the Council of Treves had 


- given the bishops authority over medical practice, but 


now, two centuries later, their supervision needed to be 
reinforced by Parliament in England. The preamble to 
the Act of 1511 discloses contemporary conditions in the 
following terms : 4 


‘““Forasmuch as the science and cunning of physic and 
surgery, to the perfect knowledge whereof be requisite both - 
great learning and ripe experience, is daily within this realm 
exercised by a multitude of ignorant persons of whom the 
great part have no manner of insight in the same nor in 
any other kind of learning, some also can no letters on the 
book, so far forth that common artificers as smiths, weavers 
and women boldly and customably take upon them great 
cures and things of great difficulty in the which they partly 
use sorcery and witchcraft, partly apply such medicine unto 
the disease as be very noxious and nothing meetly therefor, 
to the high displeasure of God, great infamy to the faculties 
and the grievous hurt, damage and destruction of many of 
the King’s people, most specially of them that cannot discern 
the uncunning from the cunning.”’ l 


In spite of their incidental belittlement of the female 
practitioner, it is sad to say farewell to these sonorous 
Tudor phrases, though something remarkably like the 
last recital now stands in the much briefer preamble to 
the Medical Act of 1858 which opens with the pronounce- 
ment that “ it is expedient that persons requiring medical 
aid should be able to distinguish qualified from unqualified 
practitioners.”’ 


Outside the seven-mile radius the Act of 1511 entrusted 
the examination and approval of prospective practitioners 
to the bishop of the diocese, or, in his absence, to his 
vicar-general, “ calling unto them such expert persons 
in the said faculties as their discretion shall think 
convenient.” A proviso safeguarded the rights and 
privileges of the universities of Oxford and Cambridge. 
And now the Act of 1511 is to vanish with the assent 
(according to the evidence submitted to the Joint 
Committee) of all the high authorities concerned—on the 
ecclesiastical side the Bishop of London, the Dean of 


1. See Lancet, 1938, i, 1258. 
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` -$t. Paul’s, and the Legal Board of the Church Assembly, 


and on the secular side the Privy Council, the Ministry 


of Health, the Royal Colleges of Physicians and Surgeons, 


and the General Medical Council. The Act seemed still 


to have some spark of vitality when referred to in. 


D’Allax v. Jones in 1856, but the subsequent passing of 
the Medical Act presumably quenched whatever was 
still smouldering. With the 1511 Act will also disappear 
section 3 of the “ Acte concerning Phisicions,” passed 
some eleven years later. This section explained that in 
dioceses outside London “it is not light to find alway 
men able sufficiently to examine (after the statute) such 
as shall be admitted to exercise physic in them.” By 
way of remedy it directs that, before anyone is to 
practise physic in England, he must first be examined 
in London by the president of the recently incorporated 


College of Physicians (presumably Thomas Linacre) and. 


must be able to,show testimonials of his approval, 
though there is a saving for any graduate from Oxford 
or Cambridge “ which hath accomplished all things for 
his form without any grace.” 

Herbalists will be pleased to know that, though the 
Act of 1511 is doomed, the Act of 1542 is left untouched, 
which in some degree excepted therefrom those ‘“‘ honest 
persons, as well men as women, whom God hath endued 
with the knowledge of the nature, kind, and operation 
of certain herbs, roots, and waters.’ There still will 
remain on the statute-book, therefore, the long preamble 
which unkindly accuses the orthodox admitted surgeons 
of attending too closely to their fee-books. “The most 
part of the persons of the said craft of surgeon,” concludes 
the preamble, “ have small cunning, yet they will take 
great sums of money and do little therefor, and by reason 
thereof they do often times impair and hurt their 
patients rather than do them good.” 

In 1948 the rival claims of the qualified and the 
unqualified are still occasionally contrasted ; the restric- 
tive mood of 1511 is not yet fully reconciled with the 
toleration of 1542. Historians have little use for statute- 
law revision which eliminates the traces of the past. It 
cannot be contended, however, that the Act of 1511 is 


, Of value as living law. It would disqualify every registered 


~ 


‘Society for Prevention of Cruelty to Children. 


practitioner who is qualified today. 


| ALLEGED NEGLECT 
Ir is none too easy to find good homes for mentally 


retarded children, and there are disquieting features. 


in the charge of neglect successfully brought against 
Miss G. E. Sherwood, of Potters Bar, by the Royal 
Briefly, 
the case for the prosecution was that one of the children 
in the home was found to be emaciated but gained weight 
rapidly when transferred to hospital. The case for the 
defence, supported by the expert evidence of Dr. A. F. 
Tredgold, was that children of low mental grade often 
fail to make full use of the food given. them : the disorders, 
of development responsible for severe mental deficiency 
are liable to interfere with physical functions, including 
metabolism and digestion. The other children in the 
home seem to have been well cared for; and parents 
(including doctors) have testified to Miss Sherwood’s 
devotion to her work. But the jury, who had been 


-= shown a photograph of the wasted child, found her 


guilty, and she was sentenced to a day’s imprisonment. 
This defendant seems to have broken the rules about 
licensing and periodical medical examination ; there may 
also have been mismanagement; or a degree of neglect. But 
sometimes malnutrition of defective children—with results 
likely to horrify a jury—cannot be prevented ; and this 
verdict will not increase the confidence of other people 
who may be trying to look after mental defectives whose 
power to assimilate food is faulty. Often the strictures 
of parents—who may be suffering under a load of 


the compensation due to any claimant. 


half-conscious guilt for having relinquished the child 
at all—do nothing to make. the nurse’s task lighter. 


Miss Sherwood’s long record of good and conscientious — 


care of mentally defective children has not saved her 
from ever judgment over one difficult case. 


COMPENSATION 


GENERAL practitioners who joined the National Health 
Service by July 5 and were previously working as | 
principals are entitled to compensation for losing 
right to sell the goodwill of their practices.! It will be 
remembered, however, that compensatidn is payable to 
doctors (or their personal representatives) who have 
retired or died since the passing of the Act on Nov. 6, 1946, 
provided their practices have not since been sold in 
part or whole. Hence, as compensation cannot be paid 
twice over, a doctor who has succeeded to such a practice; 
without purchase, will have no claim to compensation. 

Claims for compensation must be submitted in proper 
form by Oct. 31: only in special circumstances causing 
unavoidable delay will a later claim be admitted, and 
in no case will it be considered after April 30, 1949. 
These dates have been fixed, and are to be strictly 
adhered to, because until all claims are registered and. 
assessed it will be impossible to calculate and distribute 
Further grace 
would thus defeat the present intention of having all 
claims assessed ,and agreed, and the amount of.com- 
pensation individually determined, beore July 5 next 
year. i . 
The annual value of the goodwill inewn also as the 

“ annual loss ’’) will be taken as being the average gross 
yearly receipts of the practice during the last two 
accounting years before the appointed day. These 


receipts need to be certified by a qualified accountant, 


or alternatively the certificate of the appropriate 
Inspector of Taxes will be accepted. In the case of 
practices purchased after the beginning of the two 
accounting years immediately before the appointed day, 
the annual loss will be the average gross yearly receipts 
of the practice as estimated for the purpose of the 
purchase. A committee of five (three of whom will be 
medical practitioners) is to be set up to deal with all 
claims that need. special consideration. As soon as 
possible after the decision on @ claim is reached the 
claimant will be told what the Minister regards as the 
annual value of his practice for compensation purposes. 
It will be open to him, if aggrieved by this decision, 
to apply (within fourteen days) to have his annual loss 
determined instead by arbitration. 

‘When all claims have finally been received and 
determined, they will be added together to find the 
aggregate annual loss claimed by the sum total of general 
practitioners. Only when this figure is known will it 
be possible to-divide the sum so obtained into the 
global sum, voted by Parliament for the payment of 
compensation, and so determine the factor (equivalent 
to the number of years’ purchase) on which the actual 
amount of compensation payable in respect of eacl: 
practice, or share of-a practice, will depend. Once this 
factor is known, and the actual amount calculated for 
each practice, the practitioner will be notified. Where 
a practitioner has already retired or died, compensation 
will be payable for claims as soon as may be after the 
amount has been ascertained: in other cases it will 
be payable on the death or retirement of the practitioner 
—whichever comes first. (Retirement means retirement 
from practice as a medical practitioner providing general 
medical services under part Iv of the Act.) Provision 
is also made, however, for advance payment of part or 
all of the compensation where ee would otherwise. 


ations, 1948. Statutory peers 1948, no. 1506. 
H. OM. Stationery Office. 2d. 
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arise. If this hardship is due to heavy: charges in respect 
of loans raised for the purchase of the practice, the 


claimant must forward particulars of the amount of 


the loan’ outstanding, the interest charges, the rate of 
repayment of principal, and the cost of insurance 
premiums (if any) taken as condition of loan. ‘All such 
information will be treated as confidential, as will also 
be particulars submitted of practice earnings and 
partnership shares. Claims for advance payment on 
grounds of hardship may be submitted at any time. 

_ Interest will be payable at the rate of 23/,% per annum, 
less income-tax, as from July 5, 1948. The first pay- 


ment will be made on July 5, 1949, but thereafter 


the payments will be made half- ‘yearly, on Jan. 5 and 
July 5. The regulations recognise and allow for modifi- 
cations that may have to be made by amending legisla- 
tion after the report is received from the legal committee 
at present investigating the special position of partner- 
ships. Nevertheless it remains necessary for partners, 
equally with' single-handed practitioners, to submit 
before Oct. 31 certified particulars of their gross annual 
receipts. This they are advised to do without undue 
delay, as soon as they receive the appropriate claim form 
from their executive councils. 


MOTHER OF ORTHOPADIC NURSING 


How.often great pioneers must find that their success 
has taken them by surprise. It.can hardly have occurred 
to Agnes Hunt, when she opened a small convalescent 
homé for children in the Shropshire village of Baschurch, 
that she was about to become the founder of ortho- 
pedic nursing. Indeed, the whole scheme was started 
almost at random. Daughter of a positive and eccentric 
mother, she was one of a family of eleven. 
she developed joint disease, but recovered sufficiently 
to train as a nurse in the Royal Alexandra Hospital, 
Rhyl, and at Salop Infirmary, and to become a district 
nurse—no sinecure at any time, but in those days a 
“ One day,” she. wrote in 
her memoir, “‘ mother broke it to me that she was 
becoming too old and deaf to do her work in London, 
and that she intended.to live with me. This was rather 
a blow.” A new plan had to be made: and the con- 
valescent home was opened on the joint income of 
mother and daughter, plus subscriptions amounting to 
£132 2s. 34d. In his book, Doctors Differ, Dr. Harley 
Williams describes the vitality of this ramshackle 
little place: When space ran short the children were 
housed in a shed in the garden, and did astonishingly 
well; forthwith the open-air régime became a principle 
of treatment at Baschurch. When the advice of an 
orthopedic surgeon was ‘needed, Agnes Hunt, crippled 
again by: @ recurrence of her old disease, shepherded a 
noisy. crew of splinted children by train to Liverpool, 
where railway porters wheeled them to the Southern 
Hospital; and there she met Robert Jones. After a 
few such visits she tentatively suggested that he should 
become visiting surgeon to her odd hospital ; he accepted, 
and then. began one of the most fertile partnerships in: 
medicine. ‘‘ Robert Jones performed the operations 
while Miss Hunt performed the rest.” She was naturally 
equipped for the task ; she had fun, and saw to it that 
the. children had fun; and she had experienced what 
she called ‘‘ the great education of pain.” She needed 
no talk of reablement to teach her that. crippled people 
need arming for a struggle ; the children in her hospital 
acted plays, learned, football, and were taught the 
elements of trades. Mr. G. R. Girdlestone ? has written 
of those early years: “ We who walked with Robert 
Jones and Sister Hunt in the original Baschurch Hospital 
were véry fortunate—those were golden days! The 
Tradition was in the foundry, white hot and spilling 
1, London; Jonathan Cape, 1946. 


2. The Robert Jones Tradition. A lecture 
the Wingfield-Morris Orthopeedic Hospital, 


ven to the staff of 
Oxford, 1947. 


-~ Commissioners. 


As a child s 


over!” The hospital with the old shed in the garden ` 
grew, during the 1914-18 war, into the Auxiliary Ortho- 
pædic. Hospital at. Baschurch, with Agnes Hunt as 
commandant; and’ later into the Robert Jones and 
Agnes Hunt Orthopedic Hospital near Oswestry. 

In 1924 she thought her work was to be permanently 
interrupted by illness ; but not a bit of it: she was at 
the beginning of a long career in organising aftercare for | 
cripples, in the course of which she founded the Derwen 
Cripples Training College. Dame Agnes lost her surgical 
collaborator in 1933 but herself survived to the age of 
81, dying last week at her home in Baschurch, : 


THE ENGLISH LOCAL PRISON, 


“THE truth is that our prisons have beaten the Prison 
They were built for punishment in solitary 
confinement ; and the hopeless congestion within the con- 
fining walls makes any real modification well-nigh impossible. 
A prison is little more than a disciplined slum, with most of 
the disadvantages ‘of slum life.” l 


These words come from a foreword, by Mr. Gesik 
Benson, M.P., to a new pamphlet from the penal reform 
committee of the Society. of Friends. There is not a 
prison in England that is not overcrowded, even by — 
19th century standards; and the remedy, he suggests, 
is only by real reform—a rapid increase in the number 
of minimum security camps. The accounts here given 
by - Quaker prisoners, imprisoned for refusal to fight in 
the war, are sufficiently vivid and disquieting. During 


‘the war advances made in earlier years were swept 


away, staff was scarce, and the hours spent by prisoners 

in workshops were greatly reduced, until some 18 or © 
19 hours in the 24 were spent alone in the cells. Though 
some of the lost ground has been regained, and the 
educational and library services have been improved, no 
extra services can make up for lack of staff and crowded — 
quarters. The standard of hygiene is evidently shockingly 


low. Twenty men queue to empty their chamber-pots 


in a closet which is often stepped up; , toilet paper, 
toothbrushes, combs, and even handkerchiefs are hard 
to come by; a prisoner has known what it is to go 
five weeks without any change of socks or shirt, or even 
a towel; Wandsworth prison was infested with bugs in | 
the bed boards; baths are dirty, cleaning materials 
not provided. Apart from the mental effects of living 
for long terms in such surroundings, prisoners are not 
well supervised physically. The medical inspection on 
admission is often quite trivial and the examination on 
discharge even more perfunctory. Sometimes the newly 
admitted prisoner is not even required to undress. 
“The examination for venereal disease,” writes one 
prisoner, “ consisted in the question, ‘ Have you any 
discharge ?’.”” Though occasionally a prisoner speaks 
well of the diet, food is often poor and badly prepared, 
with too little in the way of fresh fruit or green vegetables ; 
and none is served between 4 P.M. and breakfast. —— 

These are not conditions of life under which anyone’ 
could profit by measures for his reform; and many 
prisoners suffer deterioration rather than improvement 
in their outlook. : Some indeed ‘become mentally il. 
Mr. C. F. Carter, who edits the pamphlet, urges that it 
is time for Britain to catch up with the best standards. 
in other countries.' ‘“‘ She will not do so at the snail’s. 
progress of the last thirty years.” 


Sir WILLIAM GILLIATT has been re-elected president of 
the Royal College of Obstetricians and Gynecologists. 


Surgeon Rear-Admiral C. E. GREESON has been 
appointed medical director-general of the Navy in 
succession to Vice-Admiral Sir Henry Colson who retires 
at the end of this year. 
1.:Snail’s Progress. Edited from the Experiences of Quaker 


Prisoners, 1939-48, by Charles F. Carter. London: Society of 
Friends, Friends House, Euston Road, N. W.1. 1948. Pp. 28. 1s. 
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Special Articles 


BRITISH EMPIRE CANCER CAMPAIGN 
ANNUAL REPORT 


A message of appreciation and confidence from H.M. 
the King accompanies a second volume! of the report 
covering the year 1947 and commemorating the 25th 
birthday of the campaign. 

Several of the individual items recorded here have 
been noticed previously in these pages.? The scientific 
advisory -committee anticipates even greater activity in 
research as the outcome of planning, and of training 
and exchanging personnel with other countries. An 
integrating subcommittee is to study the plans of all 


the standing subcommittees in order to codrdinate and - 


make recommendations for future work. The main 
directions of extension are to be in virus and clinical 
fields. . 

PENILE CANCER 


Prevention, early diagnosis, surgery, and X-radiation 
remain . the solutions of choice in human therapy. 
Prevention, it appears, may have to, be begun far earlier 
than has hitherto heen supposed. To his previous account 
of tumours whose ineidence varied with the social: scale, 
and thus probably with attention to, or neglect of, 
hygiene,’ Sir ERNEST KENNAWAY, F.R.S., fias now added 
‘some new data on cancer of the penis. This has long 


been known to be avoidable when ‘circumcision is. 


performed by Jewish rites, but it is apparently not 
preventable when the operation is done in conformity 
with Moslem custom. The difference in results is 
explained by the difference in age at operation: in 
Jews this is undertaken at the age of 8 days, whereas 
in Moslems it is undertaken at the age of 14 years or 
later. This puts back the time for prevention very close 
to what Peyton Rous has described as the only ivory 
tower that man ever knows—the uterus. But even this 
haven of immunity from carcinogens has been suspect 
since urethane has been reported to exert its tumour- 
provoking properties through the placenta. Probably 
other carcinogens are able to travel the same route ; 
it has always been surprising that on the whole Bittner’s 
agent is held back. | is 


PULMONARY CARCINOMA 


Prevention of cancer of the lung is urgently needed, 
for its incidence is increasing at a striking rate; the 
increases each year from 1944 to 1946 were 412, 489, 
and 783. This continued rise has suggested an investiga- 
tion into the composition of atmospheric dust, which has 
been initiated by the Medical Research Council and is 
being carried out by Sir Ernest KENNAway and his 
team. The pertinacity and fecundity of this indefatigable 
alliance must be an inspiration to the discouraged. Inquiry 
-may show that the horse has already left the stable ; for 
if the latent period of lung cancer is anything like that 
of other diseases, its cause was in operation long ago. 
But although gross atmospheric pollution may be 
decreasing, the use of oil-fired boilers is now on the 
increase and may conceivably be a factor in causation ; 


and, as the Kennaways themselves have pointed out, there’ 


is also a general increase in cigarette smoking. 


PROSTATE 


Unfortunately, the clinical cancer research committee 
finds that the number of patients who consult a doctor 
within the first three months of prostatic cancer is as 


1. British Empire Cancer Campaign: Twenty-fifth Annual Report, 
‘ covering the Year 1947. Issued from 11, Grosvenor Crescent, 
London, S.W.1. 

2. Lancet, 1947, ii, 835; Ibid, p. 512; Ibid, 1948, i, 561. 

‘3. Kennawny, E. L., Kennaway, N. M. Acta Union internat. 
contre Cuncer, 1937, 2, 101, 

t. Larsen, C. D. J. nat. Cancer Instit. 1947, 8, 63. 


s 


the campaign had grown enormously ; 


' official title. 


low as for other sites (only 53-5%), and that the number 
in whom the disease is of over 6 months’ standing when 
first seen is as high as 20%. Metastases may be present 

27% of all cases when first examined; and 20% of 
enlargements regarded as benign, when excised, prove 
to be malignant. The extensive data on treatment 


„and follow-up of cases in the London hospitals here 


recorded were collected before the introduction of 
estrogen treatment. . A later series, including this form 
of treatment, will provide a valuable comparison. 

Norationale of the action of estrogens has yet appeared, 
and experimental attempts to elucidate this action have 
been frustrated, according to Mr. E. S. HoRNING, D.sc., 
by the tendency of transplantable prostatic carcinomas 
to keratinise spontaneously as well as under the influence 
of stilbcestrol, and even when grown alone in castrated 
mice. The newer therapeutic agents, like castrogens, 
may modify cancer in some of its aspects, both patho- 
logical and symptomatic, but they fall far short of 
controlling the disease in the sense of regulating, 
dominating, or doing away with it. 


Annual Meeting 


AT the annual meeting i in London on July 19, a message 
was received from H.R.H. the DUKE OF GLOUCESTER, 
president of the campaign, who expressed gratification 


` that Lord Horder’s recent broadcast appeal had resulted 


in the receipt of over £10,000. He referred to the 
tour of the United States and Canada which is being 
made by a delegation headed by Lord Horder, chairman 
of the scientific advisory committee. 


Mr. J. P. LOCKHART-MUMMERY, chairman of the 
executive committee, who proposed,the adoption of the 
annual report, said that since its foundation in 1923 
and one of its 
original aims—the coédrdination of research—had been’ 
almost completely achieved. He agreed with Lord. 
Horder’s suggestion that a short, non-technical. survey 
of the campaign’s work ought to be published for the 
information of the lay public; but, as editor of the 
annual report since the campaign’s foundation, 
have found the difficulties—and shall I say the dangers— 
of producing one in simple language, insurmountable.” 
In the United States a Federal grant of no less than 
14 million dollars had been madeé for cancer research and 
education ; and the campaign had trebled the amount, 
spent ‘annually on research. 

The Garton medal and prize was presented by Viscount 
Hailsham, chairman of the grand council, to Prof. E. C. 
Dodds, F.R.S., who returned the prize as a contribution 


_ to the campaign’ s funds. 


PHARMACOPCIAL NAMES AND APPROVED 
NAMES 


THE General Medical Council has issued a pamphlet 
setting out the names of drugs made official for the 


‘first time by their use as the titles of monographs in the 


British Pharmacopeia, the new edition of which comes 
into force on Sept. 1.1. Names for certain other drugs, 
for which no official monographs are provided, have been 
published as approved names, the intention being that. 
if any of the drugs is eventually described in the British 
Pharmacopeia, the approved name shall become its 
Some of the other names are registered 
trade-marks. It is hoped that the approved names 
will be generally adopted and used in prescribing. The 
introduction of new names for substances having pharma- 
cope@ial names or approved names is especially depre- 
cated; but if a manufacturer should desire to issue 
under a proprietary. name a drug for which an approved 
name has been provided, it is strongly recommended 
that the label shall bear the approved name ‘of the 
substance in letters no less conspicuous than those in 
which the proprietary name is printed or ‘written. 


1. See Lancet, July 3, p. 19. 
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The following names have been made official by 
addenda to the B.P., 1932, and by the B.P., 1948 : 


Pharmacopeial names Other names: 


Acetarsol Stovarsol 
Acetomenaphthone . Kapilon-Oral ; Prokayvit 
Amethocaine Hydrochloride Decicaine 

Aminacrine Hydrochloride Acramine Yellow 
Amphetamine Benzedrine 
‘Amphetamine Sulphate Benzedrine Sulphate 
Bromethol Avertin 

Butacaine Sulphate Butyn 

Butyl Aminobenzoate | Butesin 

Carbachol Doryl 

Chiniofon Yatren i 
Cinchocaine Hydrochloride Nupercaine 
Deoxycortone acetate Doca 

Diodone, Injection of Perabrodil 

Diphenan i Butolan 

Dithranol . Cignolin 

Emulsifying Wax Lanette Wax SX 
Ergotamine Tartrate Femergin 
Hexobarbitone Evipan 


Hexobarbitone Sodium 


- Evipan Sodium 
Hydrous Ointment 


Eucerin (Hydrous) 


Iodised Oil Lipiodol 

Iodoxy] Uroselectan-B 

Leptazol Cardiazol 

Menaphthone Kapilon 

Mepacrine Hydrochloride Atebrin; Quinacrine 

Hydrochloride, U. S.P. 
XII 

Mepacrine Methanesulphonate Atebrin Musonate 
Mersalyl, Injection of Salyrgan 
Methylphenobarbitone (Phemitone) Prominal 

Neostigmine Bromide Prostigmin 

Neostigmine Methylsulphate Prostigmin 
Nikethamide Coramine 

Oxytocin, Injection of Pitocin 

_ Pamaquin Plasmoquine 

Pentobarbitone Sodium Nembutal : 
Pethidine Hydrochloride Dolantin ; Demerol 
Phenytoin Sodium Epanutin ` 
‘Progesterone, Injection of Proluton ` 

Silver Protein Protargol 

Sodium Aurothiomalate Myocrisin 

Stibophen Fouadin 
Sulphacetamide Albucid 
Sulphacetamide.sodium Albucid Soluble 
Sulphanilamide , Prontosil Album 

.* Sulphapyridine Dagenan; M. & B. 693 
Suramin Germanin; Bayer 205; 


Antrypol 


Theophylline with Ethylenediamine Euphyllin; Cardophylin 


Thiopentone Sodium ‘Pentothal Sodium 
Vasopressin, Injection of Pitressin 

Vinyl Ether Vinethene 

Wool Alcohols Hartolan Wax 


Wool Alcohols, Ointment of -Eucerin (Anhydrous) 
The following are new approved names : 


, Approved names Other names 
Cetrimide Cetyltrimethylammonium ' bromide ; 
Cetavlon ` 

Cyclobarbitonet 5-A1-Cyclohexenyl-5-ethylbarbituric 
acid; Phanodorm 

Dimercaprol e 2 : 3-dimercaptopropanol; British 

. Antilewisite ; BAL 
Dimethylstilbami-. 4: 4’-Diamidino-a-8-dimethylstilbene 
dine 

Hexazole 4-Cyclohexenyl-3-ethyl-1 : 2 : 4-tria- 
zole; Azoman; Triazole 

Maphenide '  _p-Aminomethylbenezenesulphon- 

, amide ; Marfanil 
Meprochol Trimethylmethoxypropenylammonium 
bromide ; Esmodil is a 0: 3% isotonic 
| ; solution — 
Mesulphen 2: 6-Dimethylthianthrene ; ; 
Dimethyldiphenylene disulphide ; 
' i Mitigal 

Pentamidine . a : w-(4 : 4’-Diamidinodiphenoxy) 

pentane 


* Official in the seventh addendum to the British Pharmacopeia, 
1932, but not included in the British Pharmacopa@ia, 1948. > 


Pheniodol a-Phenyl-8-(4-hydroxy-3 5-diiodo- 
l phenyl)-propionic acid ; Biliselectan 
_ Pholedrine — 8-Methylamino-4- hydroxypropyl- 
benzene ; Veritol 
Proguanil N-p-Chlorophenyl-N -isopropylbigu- 
i - anide; Paludrine 
Propamidine a:w-(4: aE odphenoxy) 
i propane 
Sodium Stibo- Sodium antimony! gluconate ; Pento- 
gluconate stam 
Stilbamidine 4 : 4’Diamidinostilbene , 
Sulphadimidine _ 2-(p-Aminobenzenesulphonamide) 
4 : 6-diamethylpyrimidine ; Sulpha- 
mezathine; Sulphadimethylpyri- | 
midine | 
Thialbarbitone 5-A?-Cyclohexeny1-5-ally]-2-thio- 
barbituric acid; Kemithal 
Thiomersalate Sodium ethylmercurithiosalicylate ; 


Merthiolate 


PAY-BEDS IN HOSPITAL 


UNDER the National Health Service Act nobody need 
pay for hospital care. But charges can be made to 
patients who ask for a bed in a single room or small 
ward (the so-called amenity bed) and to those admitted 
to pay-beds as the private patiepts of doctors belonging 
to the service. Regulations governing these charges have 
now been published. 

“ Amenity Beds.”’—Accommodation in a single room 
or small ward cannot be secured by payment unless ‘it 
‘is not for the time being needed by any patient on 
medical, grounds.” The charge is designed to cover 
part of the cost, and will normally -be 6s. a day for a 
single room or 3s. a day for a ward with two or more 
beds. In hospitals where the average daily cost of an 
inpatient is less than 24s. these charges will be reduced. 

Private Accommodation.—Provided it does not prevent 
their being used by any patient who urgently needs 
them on medical grounds, the hospital may set aside 
beds for patients who are prepared to pay the whole 
cost, being admitted as private patients under the care 
of their own doctor. If the hospital has insufficient. data 
for estimating the cost of the accommodation thus set 
aside, the standard daily charge for such beds will be 
the average daily cost of an inpatient in the hospital 
plus 25% for a single room, 15% for a room with two 
beds, of 5% for a room with more than two. But since 
the patient will be paying privately for his medical 
attention it would not be reasonable for him to pay 
also for medical attention from the hospital staff. The 
standard daily charge will therefore be reduced by an 
amount representing the average daily cost per inpatient 
of the remuneration of the specialist staff, or (if the 
patient is admitted under the careof a general practitioner) 
of the whole of the medical staff. 

Medical Fees Payable by Private Patients.—The Minister 
has laid down a schedule of maximum fees payable to 
doctors attending private patients in a hospital pay-bed. 
The following are examples : 

Physician.—For the first consultation, 5 guineas ; ; for the 
first two days’ attendance (including first consultation), 10 


guineas; for each subsequent day of attendance or ‘consul- | 


tation, l guinea. Total not more than 25 guineas. 

Surgeon. —Cases involving operation : all services including 
operations and any necessary attendance—major operation, 
50 guineas; intermediate operation, 25 guineas; minor 
operation, 10 guineas. Cases not involving operation: as 
for physician. 

Obstetrician. For booked cases, 50 guineas: 
emergencies, 40 guineas. 

Psychiatrist.—Deep insulin therapy (full course), 75 guineas. 
Special individual psychotherapy: first consultation, 5 
guineas ; subsequent consultations, 3 ona 

Anæsthetist.—For each operation, 2 guineas plus 10°) of 
surgeon’s fee. 


1. National Health Service (Pay-bed Accommodation in Hospitals 
&c.) Regulations. Statutory Instruments, 1948, no. 1490. 
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Pathologist.—Single examinations involving less than an - 


multiple and more compli- 


hour’s bench work, 1!/, guineas ; 
2 . . e s . 
examinations with clinical 


cated èxaminations, 3 guineas ; 
consultations, 5 guineas. 
Radiologist.—For investigation, various fees from 2 to 6 
_ guineas. Radiotherapy, 3 guineas per treatment ; 
more than 25 guineas. 
Medical Practitioner, other than Specialist—For a surgical 


operation, including all attendances and other services 
rendered, 7 guineas. For each consultation or day of atten- 
dance; 15s. Total not more than 15 guineas. 


If the total charges made by “ all the medical practi- 
tioners concerned in respect of one series of treatments 
of a patient for relief of the same condition exceeds 
75 guineas” the charges of each shall be scaled down 
proportionately, so that the patient does not in fact pay 
more than 75 guineas. 

These maxima, however, will not apply if the hospital 
is satisfied that the patient or his representatives have 
agreed with the practitioner to pay larger fees. The 
board of governors or management committee will 
secure, ‘‘as far as may be reasonably practicable,” 
that not more than 15% of the hospital pay-bed accom- 
modation (other than *“ amenity beds "’) is occupied by 
patients for whom there is no limitation of medical 
charges. If the pay-bed accommodation is less than 
20 beds, 3 may be so occupied. 

Private Outpatients.—The regulations lay down charges 
which the hospital should normally make for pathological, 
radiodiagnostic,. radiotherapeutic, or physiotherapeutic 
services to private patients for outpatient treatment. 


WORLD HEALTH ASSEMBLY 


HAVING sat for a month, the assembly last Saturday 
concluded its first meeting, which was followed at once 
by the first session of the executive board of the World 
Health Organisation, with Dr. Aly Tewfik Shousha 


Pasha as chairman, and Dr. K. Evang and Dr. W. W. Yung 


as vice-chairmen. The director-general of W.H.O. 
will be Dr. Brock Chisholm, who has been executive 
secretary of the interim commission and was elected 
to the new office by. 46 votes to 2. The interim com- 
mission’s proposed budget for the coming year has 
been cut by 23% to 5 million dollars. 


aan PHYSICAL EDUCATION 


AN International Congress on Physical_ Education, 
Recreation, and Rehabilitation opened in London. last 
week. Delegates from over 50 countries have been 
shown what is being done here. 

On Tuesday representatives from the Commonwealth 
countries were entertained to luncheon at the Apothecaries’ 
Hall by the Research Board for the Correlation of Medical 
Science and Physical Education. 

Dr. Feank Howitt, the chairman, recalled that the board 
originated during the war with the aim of improving the 
utilisation of manpower. Sufce then it had concentrated 
largely on the physical education of young people and 
industrial workers, and many of its recommendations had 
been implemented by the Government. With the Nuffield 
Foundation it was now studying the care of adolescents in 
_ industry. He hoped that the present conference would 
result in the formation of a Commonwealth and Empire 
Council with the same objects as the board. ` 

Mr. Parr NorL-BAKER, Secretary for Commonwealth 
Relations, spoke of the value of physical education : he wanted 
to see the British, like the ancient Greeks, a nation of athletes. 
Mr. J. H. BEASLEY, Australian resident minister in London, 
felt that coöperation between nations would come best by 
joining in purposes like this that really matter to mankind. 
Lord WEBB-JOHNSON, P.R.C.S., said that the board was 
founded in difficult times ; but such times provided the 
stimulus and led governments to spend money on real needs. 
He urged Ministers not to allow the disintegration of the 
Army’s physical development centre for recruits, which was 
unique in the world. A government which talked of a 
National Health Service, rather than a mere medical service, 
must take account of the work of the board. - 


total not . 


Public Health 


Typhus in Northern Ireland 


Two cases of typhus have lately been reported from 
Omagh, co. Tyrone. When first seen by the county 
medical officer, who, under the new health service, 


-assumed responsibility for the control of infectious 


disease on July 5, one patient was still in Omagh Fever 
Hospital while the second had returned home. Weil- 
Felix reactions were done ; in both cases there was sal 
agglutination of OX 19, slight agglutination of OX 2 
and no agglutination of OX K. 

The patients’ house was found, on investigation, to 
be unfit and verminous. There had beén frequent 
contacts between the infected family and roving gipsy and 
tinker bands who frequent the patients’ village in their 
travels from the west of Ireland, where typhus is still 
endemic. Though actual proof is still lacking, there seems 
little doubt that the disease, which has been shown to be 
of the louse-borne variety, came from these gipsies. 

All contacts have been removed to hospital; and 
steps are being taken to trace every gipsy band through- 


. out Northern Ireland, and to treat them with D.D:T. 


So far no further cases have been reported, but all doctors 
have been warned of the possibility. 


The Health of Scotland 


Reviewing 1947, the Department of Health for 
Scotland calls it a fairly satisfactory year.1 The birth- 
rate at 22 per 1000 was the highest since 1923; maternal 
mortality at 2°0 per 1000 live births was the lowest on 
record; the crude annual death-rate was very little 
altered from that in previous years; and the mortality- 
rates in infants and children showed many satisfactory 


features, including a further decline in the incidence 


and mortality of diphtheria. Poliomyelitis, however, 
produced the largest outbreak ever experienced in Scot- 
land—1434 confirmed cases with 131 deaths. Gastro- 
enteritis was the cause of a slight increase in the infant- 
mortality rate: in the 16 towns 1123 deaths were attri- 
buted to infantile diarrhcea, compared with 642 in 1946. 

The tuberculosis figures, as mentioned in our leading 
article last week, were also disturbing, with 10,117 
notifications compared with 9713 in the previous year, 
and a rise in deaths from 3984 to 4096. ‘‘ We have to 
go back to 1928-32 to find comparable rates. The 
improvement gained between that time and the beginning 
of the war has all been lost.” Facilities for the institu-. 
tional treatment of tuberculosis were even less satis- 
factory than in previous years, principally because of the 
difficulty of obtaining nursing staff, and efforts are being 
made to enlist more part-time nurses and ward orderlies. 

‘* In one hospital,” it is stated, ‘‘ experiments were made 
in running a ward on the hostel system by the patients 
themselves, with only norne suparysnan 


Births and Deaths in June Quarter 


The Registrar-General ? reports that infant mortality 
in England and Wales for the June quarter of 1948 
established a new low record ; the rate was 31 per 1000 
live births. The previous lowest rate for any quarter | 
was 32 in the September quarter of 1947 ; and the best 
previous rate for a June quarter was 39 in 1947. 

The stillbirth-rate for the June quarter, 23 per 1000 
total births, is the lowest recorded for any June quarter ; 
in the corresponding quarter of 1947 the rate was 24. 

The number of live births registered during the quarter 
was 203,711, compared with 202,184 in the previous 
quarter and 935, 174 in the same period last year; the 
corresponding rates were, respectively, 19-0, 18-9, and 
21-9 per 1000 population. 

There were 110,356 deaths in the quarter, representing 
a record low death-rate for any June quarter of 10-3 
per 1000 total population, compared with 11-0 for the 
second quarter in 1947 and the previous lowest rate for 
a second quarter of 10-4 in 1945. 


1. Roport, of the Department for 1947. H.M. Stationery Office. 
2. Registrąr- -General’s Weekly Return of Births, Deaths, and 


Infectious Diseases for the week ended July 17, 1948. "HLM. 
“Stationery Office. 
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In Stockholm hotel baths cost 3s. apiece, so everyone ° 


goes to huge sports palaces or gymnasia, somewhat like 
the Greeks of old. I joined in such a throng, bought a 
ticket for 1.crown 25 Gre (about 1s. 9d.), deposited my 
valuables in an. individual safe, and moved on to the 
marble bath-house. [Imagine a swimming-pool surrounded 
by wide alcoves two stories high and crowded with naked 
men, lounging, reading, showering, climbing stairs, or 
swimming. Middle-aged women fussed about shepherding 
them into thé right pens and distributing towels.- It 
seemed that there were six men and one woman per alcove. 

Not knowing a word of Swedish, and realising that few 
ordinary Swedes know any other language, I learned the 
routine by a process of observation. The ritual was to 
strip and then go in:succession'from a hot moist room to 
a still hotter and moister one, in each sitting on a grand- 
stand seat as at a football match, only nude and 
perspiring. I fought for every breath. Thereafter came 
an icy shower and a plunge in the pool below, which was 
the real object of my visit. Naturally I got the order all 
wrong, sO an amazon had to drag me from the edge of 
the pool and send me the right way round. 

Recovering in my alcove afterwards I watched mas- 
culine Stockholm standing around in stained-glass 
attitudes discussing weighty problems. It was like the 
Louvre come to life. No Socrates graced this assembly 3 
but there were men of all ages, hairy or bald, thick or thin, 
mingling with Apollos by the score. | 

It is an impressive attitude of mind and custom that 
Britain might well adopt in these days of chronic water 
shortage ; but somehow I cannot see us doing it. — 


During the peripatetic wanderings on industrial 
research problems of my younger days there was an 


accepted but scientifically unsubstantiated convention 


that I left behind a desolate and sorrowing family to be 
solaced only by the return of paterfamilias laden with 
gifts. But at that time the gifts were relatively easy to 
come by. There was rock in plenty to be had in Edinburgh 
and toffee in Everton, with no personal points at stake, 
as much attractive china in the potteries as one could 


struggle home with, and endless supplies of pretty cotton ' 


frocks in Lancashire. Now, when one is not allowed to 
take one’s sweet coupons away from home, when any 
missing clothing coupons must be accounted for on one’s 
return, and when the shops are full of things that our 
export market won’t touch, the buying of suitable 
presents may well absorb all one’s spare time and spare 


cash. However, finding myself the other week in the. 


Midlands and knowing that my wife, with an optimistic 
eye on the English summer, wanted what is called a 
“ swim-suit,’’? I determined to take a chance on that. 
An efficient young lady sold me the very latest thing in 
nylon, and then, without batting an eyelid, warned me 
that the recipient should not on any account be photo- 
graphed in it for in the resulting picture it would be quite 
transparent. Sceptically, but slightly shaken, I took it 
home, to be faced with the same story from my daughter. 
Still sceptical, I tried it on the “ highest authority,” 
near whom I. happened to sit next day on committee. 
He sighed ‘‘ Yes. Many young men have generously 
bought bathing-dresses for their girl friends and are 
looking forward to a revealing summer holiday. A dis- 
appointing time will be had by all—except the girl 
friends.’’ Thus does English folk-lore keep in step with 
modern invention. , k g i 

It is said that no two people see identical images of the 
same object. Do two newspapers ever make the same 
thing of the same news? Take the Minister of Health’s 
report for 1946, published last week. I saw that THE 
LANCET, with customary sobriety, headed its summary 
“ Health and Disease in 1946.” In the same strain 
is the h ine in a famous northern paper: ‘‘The 
Nation’s Health in 1946.” Rather more risqué is the 
caption of our most famous London daily: ‘ Better 
Health Figures.” And this gaiety has also pervaded the 
office of the leading Labour paper, which says: ‘‘ Britain 
Stays in Good Health.” More ecstatically a London 
evening came out with ‘‘ Nation was Never So Healthy,” 
while from Glasgow we have “ Birth Rate at Record 
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Level.” But euphoria was not universal, for other 
papers announced : t 
Cough ” and ‘‘ No Cure for Cold.” At first I .thought 


, the best of all was: ‘‘ 284 Mothers who Need Not Have 
Died—Report: of a Secret Inquiry ” ; but the palm goes 


to the resourceful sub-editor who wrote: “ We're 
Underfed and Getting Thinner, says Britain’s M.O.” : 
| | o ko * 


: / 

She was middle-aged and good-looking and kept a 
little business and her husband had left her. She shed 
no tear but her uterus began to bleed profusely and a 
crippling attack of lumbago laid her low. My gynsco- 
logical colleague, referring her-to me, said that in his 
experience a sudden metrorrhagia of this kind was 
usually of emotional origin ; 
about her other trouble, her first words were “it’s like 
a stab in the back.” Well, clinically she had no more 
than a prosaic prolapsed disc, but I think you will agree 
that her diagnosis was the right one. And how would 
you set about curing her ? . P | | 

How incalculable is the goodwill of our practices! 
A few mornings ago I was telling my not-so-ancient 
jobbing gardener of the illness of my wife and mentioned 
that I had called in young Dr. C, who had insisted that 
she be admitted forthwith to the nearest hospital. The 
not-so-ancient observed thoughtfully, 
wouldn’t have known old Dr. C, would you, sir?” I 
replied that he was before my time and the not-so- 
ancient continued, ‘“ Ah! He was a grand doctor he 
was. Very clever he was, sir. If he said one of his 
patients wasn’t going to get better he never did.” 


‘ One of your peripatetic correspondents suggests the 
need for an Institute of Individual Research. For a 


- long time now I have felt that there should be a Research | 


Foundation for Criticism and Exposition. Its workers 


would agree to do no original investigations whatsoever. . 


Their task would be to collect, correlate, and criticise 


(constructively one hopes) the original researches of | 


others. ‘The need for this is obvious since the volume 


. of published facts and theories is growing with more than 


arithmetical progression. About 25 years ago I collected 
a bibliography of well over 3000 references to the physio- 
logy and pathology of the ovary. Many more additional 
papers must have accumulated since that time. It is 
almost impossible to read all the published work on 


- even a small aspect of the medical field like this, and at 


the same time to carry out active research, clinical work, 
or teaching. The amazing thing is that many investiga- 
tors manage to read so much. Personally I skim through 
a large number of journals and note a few titles which 
interest me. Of these I read the conclusions or summary 
of a few, and rarely I read a whole paper. 


You may say that my demand is already met by the © 


authors of textbooks, monographs, and reviews, but 


most of these are produced as a side-line to teaching or 


active experimental or clinical work. What I ask is 
that someone should finance carefully picked research- 
workers who could devote their whole time to con- 
structive reviewing of a chosen field. The Fellows 
would be chosen from among those who can make vivid 
arrangements of essential facts but have no aptitude for 
experiment. The existing major research foundations 
would certainly turn down any applicant for a fellowship 
who proposed as his subject: ‘‘ A critical review of the 
world literature on this or that.” i 

I have decided to write a weekly paragraph on W 
the Registrar is Wearing, designed to keep job-hunters 
informed on this important aspect of medicine. Here 
is this week’s instalment. 

A tweedy montage is now the fashion in Harley 
Street, more or less in at the waist, with slight pectoral 
accentuation and an off-the-shoulder ceinture. A yard 
of rayon crêpe stitched inside the left cuff avoids the 


danger of losing a precious handkerchief and ensures 


permanent smartness. Collars should be stiff and white, 


offset by a grey (congenital or acquired) shirt.; if there - 


are several interviews a week paper collars can be worn 
and suitably disposed of according to the result of the 
interview. A double-breasted ensemble will be sure 
to impress, though for the pediatric applicant an 
Eton-jacket may help. 


‘*More Deaths from Whooping- . 


and when I asked her > 


“Ah! You. 


d 
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| Letters to the Editor 


IMPROVEMENT OF THE NATIONAL DIET 


Str,—Since nobody else has taken up the points put 
forward by Dr. Leitner in his letter in your issue of 
May 22, perhaps you will permit me to do so. It is 
surely an astonishing fact that at the present time on 
the staffs of our hospitals there are no nutritionists 
recognised as such. We have no nutritional clinics, 
and apart from the occasional clinician who chooses to 
make it his special study, this vital subject might hardly 
be thought to figure in our practice at all. 

This contrasts very strikingly with the situation in 
the United States. Picking up a number of the Journal 
of the American Medical Association at random—the 
issue of May 15—I notice that in a list of annual meetings 
of State medical societies two out of four have made 
nutrition the special subject for discussion. It might 
be understandable if in present circumstances our 
colleagues in the United States were to take the subject 
somewhat for granted, but it is scarcely credible that 
we who are beset incessantly by the problem should so 
consistently ignore it. 

‘One result is that, as often as not, the public is led 
by the nose by the biochemists. Nutritional surveys 
are repeatedly undertaken on a basis of admirable 
biochemistry but only the most rudimentary clinical 
observation—which is hardly surprising in view of the 
fact that they are carried out not by doctors but by 
biochemists. Since it is only when malnutrition is severe 
that biochemistry is likely to prove informative, it is 
not surprising that the results of these surveys, and the 
widely publicised announcements based on them, so 
frequently arouse the derision of the practising clinician. 


It is surely time that our hospitals, and especially | 


` our teaching hospitals, to whom we look as pioneers, 

reconsidered their responsibilities in the matter, and 
‘appointed nutritionists to their staffs. Nowadays the 
importance of nutrition as the foundation of health 
can hardly be exaggerated, and the subject grows apace 
in scope and complexity. The nutritionist has come to 
stay, and it is clearly essential that first of all he should 
be trained in medicine, and secondly that he should be 
a clinician pi the bighest possible standing and experience. 


G. E. BREEN. 
The Medical Press, 8, Faa Street, London, W.C.2. 


BACTERIOLOGICAL NOMENCLATURE 


Sir,—From your leading article of June 19 it is clear - 


that a generally acceptable nomenclature and classifica- 
tion of bacteria cannot be established yet. The existing 
confusion is due to a human tendency to see patterns 
and to recognise genera and species on too few and 
incomplete data. You say that scientific names are 
now given to bacteria with the intention of making clear 
the relationship of one organism with another. Topley 
and Wilson! meant the same when they said: ‘‘ The 
most promising a priori conception upon which to base. 
a classification is the conception of species in a phylo- 
genetic series.’ 

My argument is that at the omeni nobody can see 
clear in all this, and committee-work is no remedy. 
Phylogeny should start with the. simplest characters 
—i.e., morphology. Here already too much is taken for 
granted. Bacteriology traditionally recognises spheres, 
rods,‘and spiral forms. The foundation of this funda- 
mental differentiation is continual observation of dead, 
dried, fixed, and stained bacterial preparations—in other 
words, post-mortem work. Pathology had its origin in 
the post-mortem room ; 
its bacteriological branch still ‘largely. follows ‘‘ morbid 
anatomy ’’ methods. The electron microscope is a 
dangerous additional tool, and - more and more artefacts 
are being studied. 

Undeniably electron micrographs and methods of 
differential staining enrich knowledge of bacterial 
structure. The danger is that the resulting pictures 
are not usually interpreted from what can be made 
visible in live preparations, the reason being that live 


1. Wilson, G. S., Miles, A. A. Topley and Wilson’s reas of 
Bacteriology and Immunity, 3rd ed. London, 1946 
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_ suitable light source. 
I haveʻused (South African) sunlight, which is about the 
. brightest light source available. 


_of preference ”’ 


for morphological studies, ' 


preparations of bacteria are rarely studied. Davkeround 
microscopy, the method of choice for this purpose, has 
been abandoned by most workers through lack of a 
For a number of years now 


As a result of examin- 
ing thousands of preparations of live bacteria I have 
concluded that at least the motile ‘‘ bacteria ” are not 
rods, but spirals. During activity they present them- 
selves as rotating, gyrating, undulating, spiral bodies, 
and their cell walls are by no means rigid. A comparison 
with ‘‘spirillums’’ showed that there is little. to 
choose between the living shapes of ‘‘ bacteria” and 
“ spirillums,’’ except perhaps in length and amplitude 
of coils. Further observations convinced me that 
bacteria have no outside motor-organs, and that the 
wavy structures commonly called “ flagella ” are just 
mucous twirls which occasionally peel off from the 


mucous coat. through the very movement of the bacterial 


body. A. ciné-micrographic film (1400 ft) illustrating 
all this is available in Britain through Dr. W. E. van 
Heyningen, hon. secretary of the Society for General 
Microbiology, Sir William Dunn School of Pathology, 
Oxford. An abbreviated copy (750 ft), which may 
serve as an introduction to the subject, is with the 
Royal Microscopical Society. 

Obviously, if my views are correct the difference 
between ‘“ bacteria > and ‘spiral forms ” largely falls. 
away, and “ bacterial flagella ” are no more. This would ` 
disturb fundamental conceptions of bacterial morpho- 
logy, and a thorough revision of nomenclature and 
classification would become necessary. This brings me 
back to my starting-point—that efforts at bacteriological 
systematics are premature. 

ADRIANUS PIJPER 


Director of Institute for Pathology 


Pretoria, South Africa. University of Pretoria. 


CARS FOR DOCTORS 


Sir,—I am afraid Mr. Gresham Cooke’s remarks have 
done little to brighten the prospect for those of us who 
have been nursing and cajoling ancient cars into some 
semblance of roadworthiness, while patiently waiting 
for the ‘‘ really early date ” at which the ‘ high degree 
we enjoy would bring the new car. 

Mr. Cooke will agree that a few instances of abuse 
must not be allowed to set the pace for the machinery 


whereby priority is given effect, and the present 


machinery is faulty partly because abuses are possible 
at all. If doctors are to accept some 4000 patients 
under contract with the Ministry of Health (would Mr.. 
Cooke advise against this on the ground that—human 
nature being what it is—they might all decide to be ill 
at once ?), efficient transport for doctors must be taken 
for .granted, and the question of what constitutes a. 
serviceable car for a doctor must be settled Wihou delay 
and with precision. 

I suggest that a ‘‘ serviceable ” car is the. car Mr. Cooke. 
would wish his own doctor to have when he needs him 
urgently—when for instance he has met with an accident 
and is bleeding from a severe head wound.: Neither 
Mr, Cooke nor Mr. Bevan would accept the plea that the 
car only needs ‘‘a little attention ’’ as an excuse for 
neglecting the call; nor would any doctor neglect it, 
although his job is made doubly anxious and difficult 
by an unreliable car. To wait until the car will not go 
at all; and will therefore pass muster as ‘‘ unserviceable,’” 
is obviously fantastic. No-one needs a doctor with an 
unserviceable car, and the doctor would rightly be accused. 
of negligence if he pretended to run a practice with it. 
He should be given every assistance in avoiding the - 
catastrophe ;. and what help is he in fact getting ? 

He must have the formal sanction of the B.M.A. (so 
formal that it amounts to testifying that the doctor 
is a doctor), but he can only get this by first persuading 
the garage which normally handles his car that she is 
more trouble than she is worth. The garage provides 
a kind of “ disability certificate ’’ by which it implies. 
that the car had better be replaced. In requesting the 


' garage proprietor to give this, one is asking for more 


2. J. Path. Bact. 1946, 58, 325.. J. 
photogr. Ass. 1947, 16, 3. 
Lond. 1948, 161, 200. 


Bact. 1947, 53, 257. J. 
Photogr. J. 1948, 88B, 3. 
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than meets the eye, and I rely on Mr. Cooke’s knowledge 
of human nature to know what it is. Very bluntly, 


one is asking the proprietor to deprive himself of a 


reliable source of income, while circumstances, Authority, 
and ‘‘ nature’’ prompt him to keep it. This is far too 
heavy a responsibility for him (quite apart from any 
affection he may have for his ever-ailing patient), even 
were he prophet enough to know at what point exactly 
the car must be condemned in order to avoid disaster in, 
say, nine months’ time. Neither the length of the waiting- 
list, nor the probable state of the car at the end of it, 
is known to him, and he very sensibly postpones the 
awkward decision as long as he can. While constant 
minor repairs and occasional major ones will keep the 
car on the road an optimistic view of its performance 
seems appropriate, and the doctor can always hire one 
of the garage cars if his own breaks down completely. 
So he can; he can spend a small fortune on it, but the 


' garage proprietor is only showing common helpfulness 


in undertaking to keep, a car on the road for the doctor 
at all times. With the best will in the world, it is 
impossible for him to decide where helpfulness ends, 
and a deplorable waste of time, money, and medical 
efficiency begins. The doctor himself finds it difficult, 
but he knows what the car must be capable of in order 
to make his work possible, and he bases his judgment on 
all the circumstances. It should not be necessary for 
him to send for help from the garage at 2 o’clock in the 
morning in order to persuade the proprietor that a car 
which will only start if one person presses the accelerator 


while another cranks her up is not the right car for a 


doctor. What then can he do, since his own opinion 
is the one that counts least, and the garage proprietor 
is neither less human nor less fallible than himself? 
He can read about the high degree of preference and the 
retail trade’s efforts to make deliveries really early—for 
the lucky chaps whose cars can in no Way be described 
as serviceable. 

That, I fear, is virtually what Mr. Cooke has said, 
and it would be interesting to know how he would set 
about caring for some 4000 people in a rural area where 
not all the roads are. made, where hills are steep and 
farms scattered, while he awaited the requisite degree 
of dilapidation of his vehicle. 

By all means let us avoid abuses of preferential treat- 
ment; but let us figst give meaning to some of the 
words we rely on in deciding on preference and in explain- 
ing what it entails. The country doctor with a large 
number of State patients must be assured an efficient 
car, and the degree of priority to which his commit- 
ments entitle him could be based on perfectly simple 
and ascertainable facts: how old is his present car; 
how many weeks of ‘‘ absenteeism ” are to be counted 
against it, and how much have repairs to it cost during the 
past year? These are the facts which determine his 
efficiency as a doctor, and these are the facts which should 
place him on the manufacturers’ waiting-lists. If still no 
new car were forthcoming, one would at least know that 
people in even greater need than oneself were getting it, 
and one would put up with the wastefulness of limping 
along in the old one cheerfully enough. But to be 
cramped and frustrated by its hopeless inadequacy 
for the job, and to know that one myst do it in the name 
of an economy. which can neither recognise a valid claim 
nor prevent abuse is quite insufferable. | 


The National Health Service places obligations on the | 
doctor which force him to be possessed of the proper ` 


means for discharging them. The car is one of the 
first, and the car must be one which will start when it 
is wanted, which will go where it is wanted, and which 


will keep going until it has brought the doctor to the: 
spot where he is needed. If there is reason to doubt the 


validity of any doctor’s claim, let an investigation be 
made into the circumstances, such as area, number of 
patients, and details (including cost) of repairs to his 
present car. An intelligent person can discover all 
that is necessary within a few minutes, and he will 
greatly help economy generally by discouraging all those 
who are in the habit. of making futile claims. Nothing 
absolute is asked for from any responsible authority ; 
but an authority which meets valid and invalid alike 
with meaningless commercialese like ‘“‘‘really early date ” 
and ‘‘ high degree of preference” is not a responsible 


MULTIPLE LIVER ABSCESSES TREATED WITH PENICILLIN. 


-authority—at least not to those who have waited in — 
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need for over six months. 

If “ very nearly the whole of the home quota for new 
cars °” would be absorbed by the needs of the medical 
profession, then the home quota could hardly be put 
to better use. 

WAITING-LIST. 


Sm,—I have a copy of a recent letter from car manu- 
facturers which says: 


_ ** We would explain that we, as manufacturers, apportion 
the limited supply of new cars among our area distributors. 
The allocation of such cars to users is carried out by them, 
in conjunction with their dealers, who, with their local 
knowledge of individual cases, are in a much better position 
than we to judge orders which call for a measure of priority 
delivery, quite apart, of course, from Government-sponsored 
medical priorities.” i : 

It would appear, therefore, that the term “‘ preferential 
delivery ” as stated by Mr. Cooke and Mr. Grafton in 
their letter of June 19, is intended to apply to those cases 
which do not come under the category of ‘‘ Government- ` 
sponsored medical priorities.” Perhaps Mr. Cooke can 


, explain what is meant by this term. 


Last year a motion was carried unanimapsly at the 
Panel Conference ‘‘ pleading for effective priority for 
doctors in the supply of motor cars, the Government to 
be asked to insist that this priority be given by the manu- 
facturers, if necessary, direct, and not through the usual 
agency channels.” ! Moreover, at this conference it was 
stated that there were ‘‘ between 2000 and 3000 cases 
of urgency’’; also that ‘‘ technically in the list of 
priorities, doctors, nurses, and midwives were second 
only to the police, but this did not work out in practice.” 

Is “ the retail trade doing its best to advance delivery 
to a really early date ” as suggested by Mr. Cooke ? 


Leeds. I. ROSH. 


MULTIPLE LIVER ABSCESSES TREATED WITH 
. PENICILLIN 


Sır,—The case reported'in your issue of June 19 by 
Dr. Seaward Morley is similar to one I described some 
time ago in a Hungarian journal. 

A man, aged 44, gave a 3-days’ history of rigors and fever ; 
temp. 103°F with daily fluctuation of over 1°F. White 
blood-cell count normal; blood-sedimentation rate 70 mm. In 
the next 4 weeks the size of the liver gradually increased; the 
lower border—three fingerbreadths below the costal margin— 
became excessively painful, the tenderness extending to the 
right lumbal region. Slight icterus appeared; serum bili- 
rubin 1-4 mg. per 100 ml. Penicillin was given, 100,000 units 
per day for 4 days; and for a short time the fever subsided. 
A week later 150,000 units daily was given for 5 days, without 
any noticeable effect. The fever persisted, with repeated 
rigors; and general condition became worse. Laparotomy 
(Prof. E. Hedri) disclosed multiple liver abscesses and the 
abdomen was closed. Penicillin therapy was reinstituted 
with 100,000 units per day for 3 days; on the 3rd day 
temperature became normal and the patient felt well. In 


"consequence of our shortage of penicillin (this happened in 


March, 1946) we had to discontinue the injections ; recovery 
was, however, swift and uneventful. 


Though we gave only 300,000 units of penicillin as 
against 4,060,000 given by Morley, the fever disappeared 
in both patients on the 3rd day. In a case reported by 
Laspiur and Santamarina the temperature reached 
normal on the 3rd day, after 300,000 units of penicillin ; 
but the injections were pursued to a total dosage of | 
1,200,000 units. A remarkable feature of our own case 
was the slight and transient effect of penicillin given 
before operation as compared with the complete and 
lasting result it had after exploratory laparatomy. Since 
in each case successfully treated with penicillin lapara- 
tomy has been performed, might it not be suggested that 
recovery is effected not by penicillin alone, but by giving 
penicillin (even in compgratively small doses) after 
opening the peritoneal cavity ? The latter may contri- 
bute to improvement in a hitherto undetermined way. 


Koltoi Anna Hospital, 
Budapest, Hungary. GEORGE GOTTSEGEN. 


1. Brit. med. J. 1947, ii, suppl. p. 109. 
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- PREVENTION OF PNEUMOCONIOSIS 


Srr,—After perusing recent articles ‘on pneumo- 
coniosis one is again lost in wonder that no mention is 
made of the simple and sure means of prevention and 
protection—the use of a small light pad over the nose 
and mouth, as worn by nurses in the operating-theatre 
and children’ s wards. The pads are, of course, merely 
some six folds of butter-muslin or gauze, with tapes to 
tie behind the head, and could be provided in unlimited 
quantities, to be discarded after use. 

By all means let us diminish or eliminate, as far as 
possible, the creation of dust and grit in trade processes 
and mining; but surely real prevention of anthracosis, 
silicosis, or any form of pneumoconiosis can only be 
obtained by providing exposed workers with a shield 
which will prevent.any dust particles from gaining access 
to the respiratory system. ` 

The director of the Pneumokoniosis Research Unit 
statęs that pneumoconiosis is a preventable disease, and 
calls for imperative administrative action. Is it too 
much to hope that such action might be directed towards 


" preventing the condition, by the simple expedient 


suggested, rather than towards setting up a costly 
organisation to deal with the crippling and often fatal 
after-effects ? . 
| LEONARD HEARN 

: Senior Tuberculosis Officer- 
- Nottingham. Notts C.C. : 


OPERATIONS FOR HERNIA 


S1r,—In reading the interesting article of Moloney, 
Gill, and Barclay in your issue of July 10, I am reminded 
by their report of scrotal haematoma in 2 ‘of the 230 cases 
discussed that this serious complication, with the almost 
inevitable sequel of infection, has not yet been eliminated 
from even the best of surgical practice. 


Some of your readers may be interested in a ile, 


bandaging procedure which I have used, with invariable 
success, during the past five or six years in all cases 
involving extensive separation of the cord and testicle 
from the scrotal wall. 

At the close of the operation the incision is dressed, and 
the dependent part of the scrotum is picked up by an assistant 
between finger and thumb. A strip of elastic adhesive 


Fig. | Fig. 2 


_ bandage about 11/, in. wide and about 12 in. long is ould 
in spiral fashion around the scrotum from apex to base, 


obliterating the scrotal cavity by light and even compression — 


(fig. 1), and so rendering the formation of a hematoma 
virtually impossible. The .testes are thereby displaced 
towards the external inguinal rings. The spiral bandage 
must be retained in position by a strip of elastic adhesive 
bandage of similar dimensions extending from the perineum 
over the scrotum to the anterior abdominal wall (fig. 2). 
After three or four days the sthapping may be released and 
a simple support substituted. The testicles soon regain 
their normal position. 


Other methods have not proved satisfactory. For 
example, in one case in which the scrotum was stitched 
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` from purely psychological influences. Similarly, t 


illustrations. 
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to the skin of the lower abdominal wall, the formation of 
a stitch abscess resulted in infection of the entire scrotal 
cavity. 


I am indebted to Miss Barbara Duckworth for the 
NORMAN GIBBON ` 
Registrar to the surgical professorial unit. 


Department of Surgery, University of Liverpool. 


Sır, —The admirable article (July 10) by Moloney 
and his colleagues on the nylon darn for hernia revives 
an old method in a new look. Thirty years ago Sampson 
Handley ! described his darn and stay-lace method for 
the radical cure of inguinal hernia. As one of his surgical 


. dressers I saw many of his cases, and the results: were 


excellent. The material used was silk, and whilst there 
was occasional trouble from infection it was found that — 
this could be avoided by soaking the silk in flavine, 
1 in 1000, before use. The principles of the operation 
were the same as those now advocated—the avoidance 
of tension and of the displacement of normal structures. 
The darn was used to strengthen the external oblique 
which Handley. contended was often stretched. and 
split, and for which no provision is made in the, present 
operation. The deeper layer of the darn in Moloney’s 
operation was the stay-lace in Handley’s and the latter 
seems a more appropriate name for it; perhaps aay: 
laces.are no longer in fashion in the new ‘look. 


London, W.1. E. W. RICHES. 


PAIN 


Srr,—In his interesting paper published on J uly » 3, 
Dr. Keele rightly emphasised the value of pain as an 
aid to diagnosis, and in particular, he drew attention 
to the help which may be gained from consideration of 
the time- -intensity curve. It is agreed that in such 
conditions as angina pectoris, duodenal ulcer, thrombo- 
angiitis obliterans, and some forms of sinusitis ‘the 
information thus obtained is often enough to enable a 
positive diagnosis to be made. Dr. Keele’s views on what 
he terms “ psychogenic pain ” may not, however, gain 
the same ready acceptance. 

The term “ psychogenic pain ” is a bad one, loosely 
applied, as it often is, to a multiplicity of conditions 
in which the diagnosis may be obscure. Further, every 
pain is in a sense at least partly psychogenic, in that it 
is a psychosomatic experience, the reaction to which is 
determined not merely by the nature and severity of 
the pain but by all the related circumstances and in 
particular by the general make-up of the individual 
concerned. As Leriche? has remarked, ‘‘ Physical 
pain is not a simple fact of nervous impulses travelling 
over a nerve at a predetermined gait. It is the resultant 
of the conflict between the stimulus and the individual.” 
Generally speaking, pain is not a prominent feature of 
purely neurotic states. The hysterical individual, free 
from organic disease, who proclaims the agony of his 
pains in extravagant terms can hardly be regarded as 
suffering from pain in the generally accepted sense of 
the term when one views the happy ‘mien of his coun- 
tenance, or considers ‘‘ la belle indifférence ”?” with which 
he accepts his misfortunes. In the anxiety states, a 
local cause for pains'can generally be discovered : head- 
aches may be due to subconsciously maintained, persistent 
scalp contraction ; the low backache of many ‘neurotic 


+ women is only what one might expect from the drooping 
‘posture they maintain ; 


local muscular pains can result 
from prolonged tenseness ; ; intestinal disorders are often 
the result of emotionally determined derangerhent of 
function andso on. Pain, though appreciated centrally, 
usually arises peripherally. l 

The extent of the reaction to all pain is determined. 
by the factor of attention and by the emotional state. 
So it is that suggestible, neurotic patients may respond 
badly to the experience of pain and benefit tem r SA 
e sight- 
of a dentist’s chair may abolish the- toothache of a. 
normally stable individual, even although the pain 
originates in an obviously carious tooth.: For these 
reasons one should not attach too much diagnostic 


1. Handley, W. S. Practitioner, 1918, 100, 466. 
2, Leriche, R. Surgery of Pain. London, 1940. 
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importance to the behaviour of pain in response to 


- suggestion or an injection of distilled water masquerading 


as an analgesic. Nor can a positive diagnosis of a psycho- 
neurosis exclude the possibility that a pain is organically 
determined, even though clinical examination reveals 
no obvious cause. Neurotes are plentiful, and they 
are not immune to obscure and puzzling algetic diseases. 
Further, it must be recognised that even in the most 
stable individual, prolonged severe pain is capable of 
inducing a clinical state closely resembling the commoner 
psychological illnesses; and it is not unknown for the 
erer from, say, causalgia to be found in the psycho- 
logical-medicine department without his complaint havin 
been diagnosed. , 
Pain is a vivid subjective experience, often with 
comparatively slight. objective manifestations, and so 
there is no easy way in which we can assess its severity 
or reality. That is known only to the sufferer. For these 
reasons the evaluation of pain of obscure origin necessi- 
tates not only careful investigation and the most 
meticulous history taking but also, as Dr. Barton Hall 
(July 17) has emphasised, a consideration of the previous 
psychiatric record of both the patient and his immediate 
relatives. ; 
London, W.2. J. DONALDSON CRAIG. 


_ SUPERANNUATION 


Sir,— By: now most doctors- will have had a chance 
to study the Ministry of Health’s leaflet s.p.D., containing 
the provisions by which practitioners holding life- 
assurance policies can ‘‘ opt out ” of the National Health 
Service superannuation scheme. Many will have read 
also the excellent article by Mr. A. N. Dixon, manager 
of the Medical Insurance Agency, published in the 
British Medical Journal supplement of July 3, 1948. 
To those who are still considering whether to enter the 
superannuation scheme or rely on life-assurance policies, 
I would point out that delay is inadvisable, since the 
option will lapse on Oct. 4. 

In order to use this option a practitioner must have 
had in force on July 5, 1948, an endowment assurance 
policy, maturing not earlier than age 60, on which a 
premium of at least £50 per annum ïs being paid. If 
the premium is less than £150 he must take out a further 


policy which will increase it to that figure or a higher one. 


His total premiums should be equivalent to approxi- 
mately 14% of his anticipated net remuneration, for he 
is required to contribute 6% per annum to which the 
Minister of Health will add 8%. l - 

A qualifying policy will not be acceptable, however, 
if it is assigned to a third party. Many practitioners, I 
know, possess substantial life-assurance policies, on 
which they are paying substantial premiums, but which 
have been assigned to banks and others as collateral 
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security for loans obtained for purchasing their practices. | 


Such policies cannot be used to provide for their super- 
annuation—which is perhaps unfortunate, particularly 
as'so many of these policies contain a provisión whereby 
they could later be modified to endowment assurance 
which would meet: the requirements of the National 
Health Service (Superannuation) Regulations. They 
can be used only if the practitioner is able to secure 
reassignment of the policy to himself before Oct, 4. 
This should be clearly understood, for I feel sure that 


_@ large number of practitioners who are intending to 


rely on their life assurance will not qualify to do so 
because of this restriction. 

That many will wish to opt out there is no doubt ; 
for, excellent though the superannuation scheme is, it 
has deficiencies at this stage which will be obvious, 
particularly to a young practitioner with family responsi- 
bilities. Briefly, these deficiencies are: (a) madequate 
provision for the widow throughout, and during the first 
five years’ service no provision whatever; (b) on retire- 
ment compulsory acceptance of a pension, though-the 
payment of capital would be far more acceptable in 
many cases—e.g., for a retiring practitioner in a poor 
state of health, or for one who wants to live outside the 
United Kingdom income-tax area. A practitioner 
relying on life assurance is able to counteract these 
deficiencies in the scheme, and the accompanying table 
may help those who are still undecided as to what they 
should do. In considering this table, it should be 


‘The directory is published by Messrs. J. & A. 
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remembered that the life-assurance rates are those a 


obtainable at present, and the pension quoted is the one 
that most leading life-assurance offices will be prepared- 
to guarantee now. The comparison is based on equal 
contributions -to the National Health Service scheme 
and to life assurance. In the case of life assurance I . 
have assumed that a practitioner will take the obvious 
advantages of a ‘‘ with profits’’ contract, and I have 
estimated the bonus conservatively. 4 

The: table illustrates the case of a doctor aged 35, 
with a wife of the same age, and an income (after 
deduction of expenses) of £1200 per annum. Under 
either scheme the total contribution is £168, of which. 
he pays £72 and the Minister pays the remainder. 
Under the N.H.S. scheme he receives full tax relief 
on his share, but under the life-assurance scheme two- 
fifths’ tax relief. The life-assurance policy is for £4500 
with profits. ' 


N.H.S. scheme o Life assurance 


Years 

seer Cash | Widow’s| Cash |Pension| Cash | Cash | Pension 
at death | pension | at 65 | at 65 jatdeath| at 65 | at 65 | 

Pa £72 p ee) £4500 a) 

3 £223 £4702 

5 £1200 ss £4837 

10 £180 + £120 £5175 

15 ` £270 + £120 £5512 

20 £360 + £120 £5850 | . 

25 £450 + £150 | .. | geis7] | a 

30 £540 + £540 | £6526 | £540 | £552 


| £540 


Under the N.H.S. scheme, if a practitioner dies after © 
retirement, his widow will receive for the rest of her life 
one-third of his retirement pension ; but this of course 
ceases immediately on her death. Under life assurance, 
on the other hand, pensions can be guaranteed for a 
fixed period, and a retiring practitioner could elect to 
accept a pension which would be guaranteed for 15 
years, regardless of survivals. Unlike those we have 
previously considered, such a pension during the 
guaranteed period would not be subject to tax, and if 
accepted on this basis it would amount to £392 per 
annum. If the practitioner survived more than 15 years 
after retirement, this pension would continue to be 
payable during his life-time, but would attract income- ~ 
tax after the guaranteed period had expired. If income- 
tax is assumed at the modest rate of 7s. in the £, a- 
pension of £540 per annum will givé the possessor £351 
per annum. For the first 15 years, therefore, the 
practitioner would be financially better placed if he 
accepted the pension for the guaranteed period. If 
he died soon after retirement his widow. would receive 
the full pension till the end of the 15 years, and in this 
way his capital would return to his estate. | 

I do not intend these observations to be construed as 
a recommendation to opt out of the N.H.S. super- 
annuation scheme, but rather as a guide to practitioners 
who can fulfil the qualifying conditions and want to 
decide what is best suited to their circumstances. Many 
who do not at present qualify to opt out may find that 
it is not too late to modify their policies—e.g., by altering 
the endowment period or by reassigning the policy— 
which will enable them to exercise free choice of method. 


A. SHAW 
Medical Agent and Medical 


Liverpool. Insurance Consultant. 


TE editor of the Medical Directory writes: ‘‘ Po maintain 
the accuracy of our annual volume we rely upon the return 
of our schedule, which has been posted to each member of the 
medical profession. Should the schedule have been lost 
or mislaid we will gladly forward a duplicate upon request. 
The full names of the doctor should be sent for identification.” 

Churchill, 
Ltd., 104, Gloucester Place, London, W.1. 
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Medicine and the Law 


Alleged Neglect of Mental Defective 


Several doctors gave evidence, some of it conflicting, 
_at the Hertfordshire Quarter Sessions, on July 12, when 
Miss G. E. Sherwood, a children’s nurse, aged 60, who 
keeps a home at Potters Bar for mentally retarded 
children, was accused of neglecting an 8-year-old boy 


in a manner likely to cause him unnecessary suffering or- 


injury. She pleaded not guilty. | 

Mr. W. D. Bedford, surgeon to Hertford County 
Hospital, said that when he examined the boy in 
the hospital after his removal from the home he found 
him to be extremely wasted and emaciated, and suffering 
from tuberculous peritonitis caused by starvation. 

Dr. Joseph Dwyer said he had examined the child 
some time before he went into the home, and found 
him fit, apart from congenital heart disease. On March 5 
last, in answer to a request from the child’s mother he 
telephoned Miss Sherwood that he would like to examine 
him again, but she would not permit it, as she had her 
‘own doctor. He later examined. the boy in his own 
home, and finding alarming emaciation with a huge 
abdomen he suspected tuberculous peritonitis. The 
child’s skin was dirty yellow, with fine powdery scales, 
indicating, Dr. Dwyer said, that he was suffering. from 
a shortage of vitamins. Numerous ecchymoses on the 
legs were attributable not to any injury but to his 
condition. He thought the boy would not have survived 
another six weeks at that rate. His weight was then 
28 Ib. After removal from the home his weight rose 
by March 20 to 40 lb. In his opinion the emaciated 
condition was due to malnutrition from deprivation of 
food. He did not think that the shape of the boy’s 
head indicated that he had had rickets. - l 

Dr. J. R. F. Innes, house-surgeon at Hertford County 
Hospital, said the boy was put to bed when admitted 
to the wards. Radiography revealed no sign of organic 
disease. He was not given any specific treatment, but 
vitamins, fresh food, and fresh air, to which he responded 
well. The distension of the stomach subsided. 

Mr. King-Annington, defending counsel, asked the 
jury why a woman who had spent fourteen years as a 
nurse for mentally retarded children, should deliberately 
starve this child. What was her motive? It was to her 
interest to look after him. The prosecution said the 
child was starved of food. The defence was that he was 
given the food and ate voraciously, but that he was 
unable to derive the benefit from his food which a 
normal child would have done. There was a family 
. history of diabetes, of which his father had died, and 
his mental defect was associated with metabolic dis- 
_turbance and breakdown in assimilation. The fact that 
he had dropped weight did not mean that he was starved. 
There was also the factor of emotional disturbance. 

Miss Sherwood, in her evidence, said that in her home 
there were seven other children, and none of their parents 
had withdrawn them. When the boy came to her he 
was very thin in the limbs, and his hands were like 
claws. He was seen by a doctor every month. His 
right eye was discharging and he had catarrh. She 
denied starving him, and said that on the contrary had 
done her best for him. é 

Dr. A. F. Tredgold, who had examined the boy on 
July 6, put him in a low-grade mental category; he 
could understand only a few simple requests and his 
speech was limited to a few words. His stature and 
state of nourishment were below that of a normal child 
of his age. The skull was square and irregular and 
bossed and suggested that at some time he had had a 
mild attack of rickets. Asked if the boy’s condition 
suggested that he had been starved, Dr. Tredgold 
replied that it depended on the way the word starvation 
was used; if in the popular sense, as meaning the 
withholding of food, then he would say no; but if in 


the medical sense, as meaning the inability of the tissues, 


to absorb food, he would say yes. In his opinion the 
loss of weight was due primarily to the condition of the 
brain, with the condition of the heart as a secondary 
factor. He had spent some time in the home and formed 


the impression that Miss Sherwood was kind-hearted - 


and devoted to the welfare of the children and anxious 


\with the boy’s condition and treatment. 


to do all she could for them and their mental development. 
The other seven children appeared well cared for. 

The chairman of the magistrates said there were 
three possible reasons for the boy’s condition :- (1) that 
he was not given sufficient food; (2) that he suffered 
from tuberculous peritonitis; and (3) that owing to 
defective metabolism he was unable to assimilate his 
food. He asked whether Dr. Trédgold thought (3) more 
likely than the others. Dr. Tredgold replied ‘‘ Not more 
likely, but the only one.” Quoting from the section on 
low-grade mental patients in his own textbook he read 
out: ‘“ Assimilation was so defective that in spite of an 
abundance of food they remained stunted and under- 
nourished.” Dr. Ernest Taylor, medical superintendent 
of Middlesex Colney, agreed with the evidence given by 
Dr. Tredgold. i i . 

Dr. J. Dalziel, the doctor who attended the home 
once a month, said that Miss Sherwood had drawn his 
attention to the fact that the boy was thin and he had 
recommended that he be given extra sugar ; his appetite 
was good. He had found Miss Sherwood exceptionally 
conscientious, and if he had, a child he would have -no 
hesitation in sending it to her home. ‘ 

The Chairman said the child was in a serious condition, 
and asked Dr. Dalziel. whether he considered the respon- 
sibility lay with him or Miss Sherwood. Dr. Dalziel 
said he accepted responsibility in the light of events. 

Dr. William Horner, of Surrey, said that a grandson 

. was in Miss Sherwood’s home and he was quite satisfied 
The child’s 
father was also a doctor. Mr. Richard Harrison, an 
author, had volunteered to give evidence because he 
had a son in a similar condition. Last September he 
had the child taken to an institution, and after a week 
there was deterioration and loss of weight. He was 
informed that it was due to the new environment and 
that the child would pick up when it adjusted itself. 
The child was scarcely able to stand or walk. It had 
received every care and plenty of food, but still continued 
to lose weight. | oY 

After a hearing lasting: two days, the jury found a 
verdict of guilty, and Miss Sherwood was sentenced to 
one day’s imprisonment. Notice of appeal has been given. 


Parliament 


Steptomycin Supplies to Hospitais 


In the House of Commons on July 21 Mr. S. T. 
SWINGLER called attention to a case in which a doctor 
at the Staffordshire Infirmary, who applied urgently 
to the Ministry of Health for a supply of streptomycin 
for the treatment of a young girl suffering from tuber- 
culous meningitis, was refused on the ground that the 

Staffordshire Infirmary was not one of the hospitals 
authorised to have a supply of the drug under the Medical 
Research Council. The patient, it was stated, must be 
sent to the nearest authorised hospital—namely, the 
Queen Elizabeth Hospital in Birmingham—but on 
inquiry there he was informed that, though there was 
a supply of streptomycin, there were no vacant beds. 
The girl’s parents and the hospital authorities had 
appealed to Mr. Swingler for assistance, and on applica- 
tion to the Emergency Bed Service in London he was 
told that there were no immediate vacancies in any 
of the hospitals which had streptomycin and that, there- 
fore it was a question of waiting. After 24 hours’ 
discussion the Minister of Health authorised the supply 
of streptomycin to Staffordshire Infirmary. For that, 
those concerned were very grateful. At the same time 
a private gift of streptomycin was received from ‘abroad 
from a generous American. While making no criticism 
whatever of the N.H.S., because the problem arose 
before its inauguration, Mr. Swingler urged that this 
kind of administration must be flexible and fast-moving 
where urgent cases were concerned. | 

Colonel M. STODDART-ScotTrt asked the Minister to state 
whether streptomycin was now the acknowledged treat- 
ment for tubercular meningitis. About two years 
ago the Minister discouraged its use in this country until 
it had passed through certain tests. Had those tests 
proved satisfactory, and did the Minister not recommend 


its use wherever possible ? 
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Mr. ANEURIN BEVAN, Minister of Health, said that 
in the case of any drug there would always be a time- 
lag between its discovery, its announcement to the 
medical press and to scientists generally, and its pro- 
duction and use- throughout the whole health system. 
It was most undesirable that where that inevitable time- 
lag took place there should be sensational propaganda 
against the administration alleging that people were 
dying because it was not available and at the same time 
rousing false hopes and fears in the breasts of those 
who were most concerned about individual cases. It 
was perfectly true that the use of streptomycin was still 
in its early stages, and it had to be used carefully because 
of its toxic effect. It was also desirable that it should 
be used under hospital conditions and preferably with 
laboratory controls. It was, however, a fact, now 
established by the Medical Research Council, that 
tuberculous meningitis did react in some instances 
favourably to the use of streptomycin. It was not yet 


known in all these cases, until sufficient time had elapsed, 


whether there ‘would be a relapse. But in about 31% 


of the cases hopeful results had been realised. During . 


these investigations quite naturally the therapeutic 
use of streptomycin was restricted. That was inevitable 
until it had been found to be safe to use it clinically. 
Now that it was established, however, that streptomycin 
was efficacious to some extent both for tuberculous 
meningitis and miliary tuberculosis, arrangements were 
being made to provide treatment for as many cases as 
possible of these conditions. : These arrangements would 
also apply if the value of streptomycin was reliably 
shown in other cases. There were known to be a number 
of other borderline conditions where streptomycin 
might be efficacious, and the developments were therefore 
going on. The supply was being planned and British 
production increased to meet all these needs. 

All the regional boards, Mr. Bevan stated, had been 
asked to say at what hospitals and sanatoria, with 
adequate staff and facilities, these cases were or could be 


. brought together. Twenty-six such treatment centres 


had already been provided. As soon as-the information 
was available as to where additional centres were to be 
established, supplies of streptomycin would be provided 
for them. Arrangements had been made to supply 


streptomycin for cases in‘ other hospitals if there was 


no bed for them in a recognised centre. <A doctor at 
any hospital could get streptomycin for these types of 
cases by applying to the Ministry of Health supplies 
division.1 From July 14 to 19 1150 grammes of strepto- 
mycin had been supplied in response to 25 requests of 
this kind, | | | 

Clinical trials now suggested that cases of tracheo- 


bronchial tuberculosis should be brought .within the 


treatment scheme. Regional hospital boards had there- 
fore been asked to say which hospitals should receive 
supplies of streptomycin for this purpose. An expert 
medical committee was being set up to advise what other 

of case should, in the light of clinical trials, be 


- brought within the scheme, and arrangements would be 


extended on the basis of their advice. It was estimated 
that in order to treat all cases of miliary tuberculosis, 
tuberculous meningitis, and tracheobronchial tuberculosis 
in the country, not more than 40 kg. of streptomycin 
would be.needed every month. : 

From November, 1946, until now, including 50 kg. 
which was arriving in August, 309 kg. of streptomycin 
had been imported from the United States, at the cost of 
777,000 dollars. A further 50 kg. was on order. Large- 
scale production of streptomycin in this country was 
now beginning.: On May 8, firms engaged in this work 
were asked to take`all possible'steps to speed up progress, 
to report difficulties, and to ask for any help needed in 
getting plant and raw materials. It was expected that 
a total of 25 kg. would be received (packed, tested, and 
ready for use) this month and at least 50 kg. in August. 
Production should reach 100 kg. a month by the autumn. 
A further plant with a much larger capacity should come 
into operation early next year. These supplies would 
more than meet the needs of all cases where the use of 
streptomycin was so far recommended, and would enable 
treatment to. be extended to other types of cases as expert 
advice favoured it. l 


1. The telephone numbers are given on p. 203. 


Bread Rationing 


On July 21, Mr. JOHN STRACHEY, Minister of Food, 
informed the ‘House of .Commons that the present 
system of bread and flour rationing, together with the 
restrictions on the serving of bread in restaurants, would 
end on Sunday, July 25. Even today, he said, the 
quantity of wheat available in the world, and our own 


ability to command the foreign currencies necessary to’ 


purcHase it,‘were strictly limited. Hence the Govern- 


ment did not now propose to return to the unrestricted — 


sale of bread and flour for any purpose—whether for 


human or for animal consumption—which the purchaser - 


might choose. The delivery of flour from mills would be 
controlled administratively by the Ministry in such a 
way as to keep the rate of offtake from July 18 at 
approximately the same level as during the previous twelve 
months. There could be no justification for the use of 
bread or flour for feeding livestock; and to assist the 
retailer in preventing the purchase of flour by his 
customers for this purpose the purchase or sale of more 
than 28 Ib. of flour by retail at any one transaction would 
be forbidden. Very appreciable savings had been made 


in the first year of bread rationing, which was the most 


critical period; there waselittle doubt that without 
rationing we should have suffered a breakdown in the 
supply of bread to the population in April or May, 1947. 
Even in the second year, when rationing was probably 
having little effect on the level of human consumption, 
it still served to limit the feeding of bread and fiour 
to animals. The total offtake remained, on average, 


‘between 1000 and 2000 tons a week below the pre- 
_ rationing level. l "a 


QUESTION TIME 
Private Patients and N.H.S. -Medicines 


Sir ERNEST GRAHAM-LITTLE asked the Minister of Health 
why patients of doctors who remained outside the National 


Health Service were debarred from receiving free medicines, 


although eligible for free treatment in hospital; and whether, 
in the case of those patients who had paid the full contributions 
under the National Insurance Act, 1946, including the 
contribution in respect of the health services, and had also 
paid that part of the cost of health services derived from 


taxation, he would include free provision of medicines as well 


as of hospital services to patients of doctors not participating 
in the National Health Service—Mr. Brvan replied: The 


- diagnosis of what is needed, its prescription, and its provision, 


must be treated as part of one process. I could not justify 


‘separating the prescription from the medicine in this way. 


Doctors in Rural Areas 

Major Turron BramisH asked the Minister of Health 
whether he was aware that owing to the fact that no travelling 
allowances were paid to doctors for visiting patients in their 
homes, doctors in rural districts were obliged to refuse regis- 
trations from persons living more than a short distance from 
their surgeries ; and whether he would take steps to prevent 
the health of the rural community suffering in this way.— 
Mr. Bevan replied: Special payments (the details of which 
are under discussion with the British Medical Association) 
will be made to meet such cases. There is no financial justi- 


fication for a doctor to refuse a patient in the circumstances- 


described. 
. Doctors’ Remuneration 
Dr. SANTO JEGER asked the Minister whether he was aware 
that many doctors who had joined the National Health 
Service were in serious financial difficulties because their 


` income from private patients had largely ceased, their 


panel cheques paid early this quarter had been exhausted by 
their regular commitments, and they had no current money 
to meet day-to-day expenses ; and whether, he would therefore 
arrange for doctors to receive interim payments, on account 
of their basic salary or otherwise, to bridge the interval until 
their next regular payments were due.—Mr. Bevan replied : 
I do not think there can be many such cases, but I am 
proposing to arrange for advances to be made in cases of 


' special hardship. 


N.H.S. and Drugs and Appliances 
Mr. H. E. RANDALL asked the Minister of Health if doctors, 
under the new health service, would be free to ear 
for the patients, without restriction, every kind of g and 
appliance necessary for their treatment and would not have 


202 THE LANCET] 


to work within the limits of averages of cost per insured 
person.—Mr. BEVAN replied : A doctor has a duty to prescribe 
under the National Health Service all drugs necessary for 
the proper treatment of the patient without any limit of 
cost whatever, also the appliances prescribed in the General 
Medical and Pharmaceutical Regulations. Other appliances 
are obtained through the hospital service. 


Obituary , i 


THE LATE DR. GOODHART 


I. B. M. writes: G. W. Goodhart was essentially a 
clinician at heart and was one of the early band of 
clinical pathologists who took pathology to the bedside, 
although, as he himself has said, ‘“‘ clinical describes 
not the place where the investigation is made, but the 
purpose that is in view in making it.” It can be said 
that in more senses than one he was a direct descendant 
of the Guy’s physicians of the older school. He was not, 

in the strict sense 

~ of the word, a 

wey Á scientist ; rather 

4 had he a fund of 

clinical sense, and 
common sense. It 
was this that made 
his opinions so 
valuable to his 
colleagues, main- 


that “ pathology is 
and must remain 
the rock on which 
the house of medi- 
cine is built.” His 
loyalty to those 
who had been his 
S seniors, and to his 
juniors—the latter one of his most striking charac- 
teristics—inspired complete confidence and very real 
affection. There can be no doubt that the large measure 
of success that the L.C.C. pathological services have 
_achieved has been due to the careful selection of the 
first group pathologists of whom Goodhart was one; and 
those of us who worked in his department owe him a 
great debt. He was fond of talking and although one 
learnt the wisdom of allowing more time for a conversa- 
tion with Goodhart than with most people, the time, 
spent was never wasted, and one never left him without 
feeling the benefit of his wisdom and being refreshed by 
his humour. Very rarely did he say anything derogatory 
about anyone; he had the habit of finding and praising 
good points which others might have missed. His 
easy-going geniality made him very approachable, and 
he had the knack of making imagined trouble or disaster 
mere trivialities. His first few words would minimise them 
and put them in the right perspective. At the same time 
he went straight for essentials, and he knew what was 
fundamentally important and what was not. Tosay that 
he was easy-going is not to belittle him: humbug and 
deception he spotted at once and dealt with severely 
if need be. His laboratory was not complete without 
his own cheery figure and warm-hearted smile, and his 
juniors felt as if they were guests there ; in consequence 
he got the respect he deserved, and the happy atmosphere 
which was so apparent was due to the fact that his 
assistants worked well because they liked working 
for him. | 
His philosophical fortitude during his illness did not 
surprise those who knew him well. He realised how ill 
he was and the inevitable outcome, but his spirit never 
left him; rather did it seem enhanced. His characteris- 
tic courage was never better seen than in his presence 
at a Guy’s Club dinner a little more than a month before 
his death. He was devoted to his family and by them 
and his many friends he will be sadly missed. Those 
of us who have been fortunate enough to know him well. 
and to work with him cannot but feel his influence now 
apd always. It is to be hoped that the type of Christian 
gentleman personified by G. W. Goodhart will still be 


found among the rising generation in this materialistic 
age. i 


BIRTHS, MARRIAGES, AND DEATHS 


taining as he did. 
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FARQUHAR McGILLIVRAY LOUGHNANE 
F.R.C.S. ' 

Mr. Farquhar Loughnane, surgeon to All Saints 
Hospital and consulting urologist to the London County 
Council, died in London on July 14 at the age of 63. 

He was educated at Clapham College, King’s College, 


. London, and St. Thomas’s Hospital, where he held 


entrance and Peacock scholarships and won the treasurer’s 
gold medal. In 1912 he obtained the Conjoint qualifica- 
tion and two years later the F.R.c.s. After holding 
resident appointments at St. Thomas’s, the Royal Sea- 
Bathing Hospital, Margate, and Camberwell Infirmary, 
and also at Salford and Leicester, he served as a surgeon 
with the British Red Cross in France, and later with the 
R.A.M.C. as a surgeon specialist in Mesopotamia. 
Besides his appointment at All Saints, Loughnane 
was assistant urologist at the Prince of Wales’s Hospital, 
Tottenham, and surgeon to St. Mary’s Hospital, Plaistow. 


. To this last hospital, where he had worked for 28 years, 


he was especially generous of his time and thought, 
serving on the board of governors and on many com- 
mittees. With his background of war experience he 
had wide surgical interests, and he had written on such 
diverse topics as spinal tuberculosis and frost-bite ; 
but it is as a urologist that he will be chiefly remembered. 
His Handbook on Renal Surgery appeared in 1926, and 
he published many papers on different aspects of his 
specialty, notably genital tuberculosis and prostatectomy. 
Ww. P.G., a colleague at Bethnal Green Hospital, 
where Loughnane was appointed consulting urologist 
in 1938, writes: “ As a cystoscopist and intravesical 
instrumentalist, he was seen at his best; the speed and 
precision whereby he could remove a prostate with the 
resectoscope, was a revelation. To his juniors he was 
kindness itself: it was always the youngest member 
of the team who- passed the cystoscope for him, and he 
went to: great pains to demonstrate cystoscopic appear- 
ances to junior nurses. After the weekly clinic came 


the inevitable cup of tea and the informal clinical 


conference, at which he would come under a heavy 
barrage of questions., He was not easily known, but © 
once his confidence had been gained he proved a 
a delightful friend and agreeable colleague. In his 
young days he had been a keen golfer, but towards the’ 
end he got caught up in that most enthralling of hobbies 
—restoration of old country cottages. He liked to 
spend his spare moments at his home on the Kentish 
coast among the country folk and fishermen he: knew 
so well.” ; 

He was married in 1927 and Mrs. Loughnane survives 
him. | i 


Births, Marriages, and Deaths 


; BIRTHS 


ASQUITH.—On July 19, the wife of Dr. Raymond Asquith—a son. 

CoLLIE.—On July 21, in London, the wife of Dr. Ian Collie—a son. 

FRYER.—On June 19, at Hillingdon, the wife of Dr. Graham Fryer 
—a son. ; 

HEATHFIELD).—On July 22, at Chingford, Essex, the wife of Dr. 
K. W. G. Heathficld—a son. . 

KErr.—On July 17, at Dunifries, the wife of Dr. P. M. Kerr, p.S.C. 
—a son. . 

LAING.—On July 22, at Limpsfield, Surrey, the wife of Dr. Denys 
Laing—a son. 

LLoyp.—On July 17, at Tenterden, the wife of-Dr. T. W. Lloyd 
—a daughter. 

MANN.—On July 16, in London, the wife of Dr. Trevor Mann 
—a son. 

MAXWELL-MULLER.—On July 20, at Molesey, the wife of Dr. Colin 
Maxwell-Muller—a daughter. 

Porritrr.—On July 19, in London, the wife of Mr. A. E. Porritt, 

l F.R.c.8.—a daughter. , 

Rowinson.—On July 18. at Sheffield, the wife of Mr. R. G. Robinson, 
G.M., F.R.C.8.—a daughter. i 


MARRIAGES 


CROSSKRY—CkoOrcH.—On July 17, at Warwick, Henry Evelyn 
Crosskey, M.B., to Kathorine Sheila Mildred Crouch, M.B. ; 
Moss—Tooke.—On July 17, at Ealing, Hugh James Moss, M.R.C.S., 
to Jean Veronica Tooke. 


DEATHS 


FULLER.—On July 19, at Perranporth, Cornwall. Andrew Radburne 
Fuller, M.R.C.S., D.P.H., aged 55. 

McGowan.—On July 24, at Oldham, James Sinclair McGowan, 
M.D. B.SC., Lond., aged 81. 

OwEN.—On July 21, Emrys Daniel Owen, M.B. B.SC.. Wales. 

Scorr.—On July 16, at Longside. Aberdeenshire, William Francis 
Gordon Scott, L.R.C.P.E., nged 67. : 


‘used to control outbreaks. 
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~. Notes and News 


` STREPTOMYCIN | 
In the House of Commons last week, as reported in our 


Parliamentary column, Mr. Aneurin Bevan said that supplies ` 


of streptomycin are now obtainable from the Ministry of 
Health for the. treatment of miliary tuberculosis and tuber- 
culous meningitis. Between 8.30 a.m. and 6 P.M. on weekdays 
(between 8.30 a.m. and 2 P.m. on Saturdays) the telephone 
number for such applications is KENsington 3471 (extension 
102). At all other times (night and weekends) the number is 
WHtehall 4300. . | i 


PAY OF STUDENT NURSES 


AT its last meeting the Nurses Salaries Committee, which 
has advised the Minister of Health since 1942, recommended 
that the pay of student nurses should be increased by £15. 
The Minister has accepted this recommendation and the 
increase will have effect from July 5. Student nurses from 
six East London hospitals on July 23 sent a letter to the 
Minister and to the General Nursing Council asking if a 
delegation could meet representatives of the Ministry to 
discuss the whole question of their salaries. They consider 
that the increase is insufficient as they will now pay £18 a 
year in National Insurance. At a meeting of 800 nurses held: 
at the Royal College of Nursing on the same evening (Times, 


_ July 24) it was explained that the proper procedure now 


would be for the nurses to register their complaints through 


the Student Nurses’ Association, when their proposals would. 
be dealt with by the Whitley Council for midwives and nurses, 


which held its first meeting on July 21. ° . 


-* HELP FOR ALCOHOLICS 


‘ALCOHOLICS Anonymous, the society run by recovered 
alcoholics to help others to overcome alcoholism, has often 
been mentioned in our columns, On July 15 a public meeting 
was held by members of the London group of the society; at 
which members and their friends, about twenty doctors, and 
members of the press were present. | 

Mrs. Marty Mann, executive director of the American 
National Committee for Education on Alcoholism, and 
recently one of three U.S. government delegates to tho Inter- 
national Congress on Alcoholism, at Lucerne, told how, nine 
years ago, the society was able to help her to recover from 
chronic alcoholism. After five years’ of sobriety she con-` 
ceived the idea of the national committee, of which she is the 
head. It was launched under the sponsorship of Yale Univer- 
sity in 1944, as part of the Yale “ plan on alcoholism.” In 
addition to the committee this plan covers publications (such 
as journal studies, monographs, research projects, and 
pamphlets), a summer school on alcoholic studies, and a 
clinic for diagnosis, treatment, and research. The com- 
mittee’s task is to teach the general public that alcoholism is 
a disease, and the alcoholic a sick person who can be helped 
and is worth helping ; and that—in America, at all events— 
alcoholism is a public-health problem and therefore should be 
a public: responsibility. Mrs. Mann has lectured to non- 
alcoholics in cities and towns all over the United States and 
elsewhere, and has been responsible for starting many local 
committees. It is not unusual, it seems, after she has lec- 
tured in a city for the membership of the local Alcoholics 
Anonymous group, to dauble or even treble. Alcoholics of 


. many years’ standing, who have been unwilling to admit 


their condition, find the courage to join the society and to 
profit by its help. | 


INTERNATIONAL POLIOMYELITIS CONFERENCE 


THE First International Conference on Poliomyelitis, held 
in New York this month, was attended by some 2000 delegates ; 
and in the words of a Times correspondent (July 22), though 
no revolutionary discoveries were announced, ‘‘ much dead- 
wood in.research at all stages was cleared away.” The theory 
that the diversity in epidemiology is due to a change in the 
human host, rather than im the virus was again voiced b 
Prof. Albert B. Sabin, of Cincinnati, who suggests that the 
difference in resistance between different peoples is due to 
subtle variations in environment. A call for better organisa- 
tion and more careful selection of treatment was made by 
Prof. H. J. Seddon, who pointed out that there seems to be 
no scientific justification for most of the preventive measures 
Quarantine, he said,,has a 
disruptive effect on community life and results in economic 
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loss out of proportion to its possible benefit. He favours 

only the miost ọbvious measures of prevention, which should 

be organised by a “‘ general staff.” Another delegate advocated 

an educational programme directed at the community in 

general and not simply at those with the disease in the family. 

As things stand, families develop a feeling of responsibility 

for the illness, and there is also great stress when the child 

returns home after months in an institution; some 38% 

of the cases investigated exhibited behaviour problems on 

returning home. Experimentally, Dr. Isabel Morgan, assistant 
professor of epidemiology at Johns Hopkins University, has 

obtained complete immunity in a high percentage of rhesus 

monkeys injected intramuscularly with a live virus of Lansing 

and Brunhilde strains. Protection, ‘says the Times report, 

was achieved by overproduction of antibodies, which caused 

them to “spill over ” into the central nervous system. The 

administration of pentnucleotide and yeast nucleic acid has 
been found to protect up to 90% of mice exposed to experi- 

mental infection. At the Philadelphia Children’s Hospital there. - 
have been trials of oxythiamine, an analogue of thiamine and 
nitrous acid, which produces a deficiency of vitamin B, ; 
in mice its administration produced an almost immediate 
increase in resistance to the virus. | | 


University of Manchester o- 
. The following appointments are announced : 


Dr. H. T. Howat, lecturer in medicine ; Dr. H. J. Wade, hon. — 
clinical lecturer in medicine; Dr. G. G. E. Smyth, lecturer in © 
medical neurology ; Mr. H. P. Lawson, lecturer in otolaryngology ; 
Dn. A. Holzel, lecturer in child health; Dr. Fred Stratton, special 
lecturer in human serology ; Dr. Harold Jackson, hon. lecturer in 
experimental and radiation therapeutics ; Dr. H. S. Barber, assistant 
clinical director of chronic rheumatism research centre ; Dr. Oscar 
Janus, chief assistant in chronic rheumatism research centre; 


. Dr. J. S. Lawrence, physician'in charge of rheumatism research 


clinic; and Mr. F. H. Scotson, clinical lecturer in surgery for 
dental students. ; - : 


Royal College of Physicians of Edinburgh Es 
- At a meeting of the college on July 20, with Dr. W. D. D. 
Small, the president, in the chair, Dr. D. R. Maitland and 
Dr. E. K. Morris were introduced and took their seats as 
fellows. ` 

The following elections were made : 


Fellows.—J. Laurie, W. M. Wilson. i f 

Members.—D: R. MacCalman, J. G. A. Davel, H. D. Jenner, 
J. Sandilands, I. C. Gilliland, E. M. Donaldson, P. W. Hannay, 
V. V. Shah, J. Green, J. S. Theron, R. W. Biagi, D. I. McCallum, 
T. Parkin, A. R. Wilson, A. A. C. Ross, Amy Jungalwalla, D. M. 
Forsyth, N. C. Begg, D. S. Harling, R. G. Mathers, E. V. B. Morton, 
J. K. Scott, J: A. Tulloch, D. Naidoo, J. A. Morton, D. Banerji, | 
T. W. G. Kinnear, A. M. Kassim, C. F. Rolland, A. C. Arthur, 
H. D. Ritchken. , Saar . 


Royal College of Obstetricians and Gynecologists _ 

At a meeting of the council held on July 24, with Sir William 
Gilliatt, the president, in the chair, the following officers were 
re-elected: president, Sir William Gilliatt ; vice-presidents, 
Sir William Fletcher Shaw, Mr. J. M. Wyatt; treasurer, Mr. 
A. A. Gemmell; hon.’ secretary, Mr. H. G. E. Arthure; 
librarian, Mr. F. W. Roques; curator of the museum, Mr, 
Aleck Bourne. a 


The following were admitted to the fellowship : 


Francis Richard William Kinkead Allen, James Bruce Dewar, 
Peter Joseph Kearns, Hector Ross MacLennan, George Randolphe 
Sparrow. f i , p ; 


» 1 I 


The following were admitted to the membership : 


S. G. Aitken, Islay C. Barne, Wallace Barr, Fred Benjamin 
A. B. Higginson. l 


The following were elected to the membership : 


T. M. Abbas, I. S. R. Bain, Henrietta E. Banting, T. L. S. Baynes, 
Samucl Behrman, D. C. A. Bevis, C. C. Bowley, T. St. V. W. Buss, 
L. W. Cox, T. E. Elliot, P. M. Naidu, Mary E. Egerton, Margaret 
Fitzherbert, G.’McI. Forsyth, H. D. Freeth, G. B. Gibson, J. H. 
Gibson, Andrew Graham, A. H. Grenz, Constance A. Grey, H. B. 
Hattam, C. C. Henneberg, Ebbie Hesselberg, D. W. Higson, J. C. 
Holman, K. R. Hudson, A. G. Jones, J. B. Joyce, R. A. Irani, 
W. T. Kenny, G. G, Kerster, R. A. H. Kinch, Samuel Lask, T. L. T. 
M. Mayer, G. W. H. Milling: 
J. M. McKiddie, S. H. Madden, Helen M. Mayer, G. W. H. lling- 
ton, F. L. E. Musgrove, C. G. Nairn, J. R. Norris, J. J. F. O'Sullivan, 
J. H. Patterson, A. C. Pearson, W>H. Peek, S. D. Perchard, David 
Prysor-Jones,, M. S. Q 


. ©. Steptoe, C. S. N. 
: telaw, P. de S._ 
. S. Williamson, H. G. Wolskel, 
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Tuberculosis Association 


At the annual meeting it was decided that this organisation’s 
name should be changed to the British Tuberculosis Asso- 
ciation. : 
Edinburgh Post-Graduate’ Board for Medicine 

On Tuesday, Aug. 3, at 4.30 P.M., in the anatomy lecture 


theatre of Edinburgh University, Prof. D. F. Cappel will 
lecture on the Present Position of the Rhesus Factor. 


Visitors’ Entitlement to N.H.S. Benefits 


The Ministry of Health announces (£.c.L. 60) that visitors 
to Great Britain, and visiting seamen, will be able to apply 
for treatment under the National Health Service. 


Medical Historians Committee 

A meeting of the United Kingdom, Dominions, and United 
States Official Medical Historians Liaison Committee will be 
held in Oxford from Aug. 3 to 7. The objects of this com- 
mittee, which is sponsored by the governments concerned, is 
to provide opportunities for medical historians to consult 
together on technical questions. The committee’s first 
meeting was held in Ottawa last September. 


Advisers in Postgraduate Education | 

The governing body of the British Postgraduate Medical 
Federation on behalf of the University of London have made 
the following appointments of regional adviser in postgraduate 
medical education for the London ‘metropolitan hospital 


regions: Mr. D. F. Ellison Nash (North-East); Dr. H. G. 


McGregor (South-East); Mr. P. H. Mitchiner (South-West). 

No appointment has yet been made for the North-West 

metropolitan region. 

International Hospital Federation 
Captain J. E. Stone, consultant on hospital administration 


and finance to King Edward’s Hospital Fund for London, 


has been appointed hon. secretary and treasurer of this 

federation. The federation’s secretariat will be established 

oe in the offices of the Fund, 10, Old Jewry, London, 
.C.2. . 


The federation is an international organisation for the collection 
of national literature on hospital work and practice; the holding 
of international hospital congresses ; the setting up of international 
study commissions; and the publication of reports, with a view 
to the improvement of hospital development, planning, equipment, 
technique, and administrative practice. The first, international 
hospital congress will be held in Holland next June. 


Compensation for Goodwill of Practices 


Doctors who retired from practice or the personal repre- 
sentatives of doctors who died between the date of the passing 
of the National Health Service Act—Nov. 6, 1946 and July 5, 
1948, and whose practices have not been sold in whole or 
part by July 5, 1948, should make early application to: 
the secretary of the Medical Practices Committee (Devonshire 
House, Mayfair Place, London, W.1), for a certificate that the 
conditions ,laid down in section 37 of the Act are satisfied. 
If the conditions are satisfied a claim for compensation for 
the loss of the right to sell the goodwill of the practice may 
be made on a form which the committee will supply. The 
completed claim form must be sent to the Ministry of Health 
by Oct. 31, 1948. Doctors on medical lists on July 5, 1948, 
will receive a claim form from the executive council for their 
area. Any doctor who does not shortly receive this form 
should apply to his executive council. i 


Superannuation of Mental Health Officers 


The special rights of mental health officers under the 
. National Health Service (Superannuation) Regulations, 1947, 
are supplemented under the National Health Service (Super- 
annuation) (Amendment) Regulations, 1948. A leaflet 
(S.D.B.) explains that under the amending regulations a mental 
health: officer who completes, or has completed, altogether 
20 years’ service in the new service and on equivalent duties 
before transfer will be able to qualify for retirement benefits 
at 55, and to count as double its length all service in the 
National Health Service scheme which is (a) after age 50 if 
the 20 years have been completed by that age, or (6) after 
the completion of the 20 years if this is after age 50. This 
provision will be of special advantage to officers transferred 
from mental-dcficiency institutions or voluntary mental 
hospitals. Those who were under the Asylum Officers’ 
Superannuation Act, 1909, or other statutory superannuation 
scheme have the option, on transfer to the N.H.S. scheme, 
to remain under the same conditions. This is explained in 
leaflet s.D.a.; and similar arrangements apply to hotes 
in voluntary hospitals (leaflet 3.D.B.) 
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Ministry of Labour and National Service 


Prof, I. G. Davies, Dr. T. G. Faulkner Hudson, and Dr. 
J. A. L. Vaughan Jones have been appointed medical advisers , 
to the Ministry on the employment of the disabled. 


Central Council for Health Education 


The council are to issue to each of. the local health 
authorities in England, Wales, and Northern Ireland an 
exhibit dealing with a health topic; and from time to time 
this will be replaced by new material. This was announced 
by Mr. Henry Lesser, the retiring chairman, at the council’s 
annual meeting in London on July 22. Mr. Lesser also 
reported that the council are to provide free two-day courses 
in health education every two or three months at some dozen 
universities. Mr. Lesser was succeeded as chairman. by Dr. 
E. K. Macdonald, medical officer of health for Leicester ; and 
Dr. W. A. Bullough was elected vice-chairman. 


World Health Organisation 


Dr. G. Brock Chisholm, c.B.E., has been appointed first 
director-general of W.H.O. 


Dr. Chisholm, who is 52, served as a combatant in the 1914-18 
war, Winning the Military Cross and bar. He qualified in medicine 
at Toronto in 1924 and was in gencral practice for several years. 
He then studied psychological medicine at the Maudsley Hospital 
and returned to Canada to work in Toronto as a psychiatrist. On 
the outbreak of the late war he resumed combatant service in 
command of the Lorne Scots, and successively of an infantry brigade 
and of a military district. Later he -became director of personnel 
selection and deputy adjutant-general of the Canadian Forces, and 
took a large share in devising and developing the PULHEEMS system, 


Since adopted with modifications by the British and American 


armies. Having never previously been an army doctor, he was 
appointed director-general of the medical services of the Canadian 
army in the latter part of the war, with the rank of major-general. 
Thereafter he was deputy minister of national health and welfare 
for Canada before being appointed, two years ago, executive 
secretary of the W.H.O. interim commission. 


+ 


i l : | f 
CORRIGENDUM: the late Captain Watson.—The ship to 
which reference was made in last week’s memoir was H.M.S. 
Teviotbank. ` i 


Appointments: 


ASHTON, N.H., M.R.C.8.: pathologist, Institute of Ophthalmology, 
London. i 
CLARKE, P. J. H., M.B., 
DoucLas, D. M., M.B. Lond., M.R.C.P., D.C.H. : 
Royal Edinburgh Hospital for Sick Children. l 
FAIRMAN, H. D., M.B. Lond., D.L.O. : surgeon, ear, nose, and throat 
department, Bristol Royal Hospital. : 
GREIG, ALEXANDER, M.B. St. And., D.M.R., D.M.R.T. : 
therapist, General Infirmary, Leeds. , 
HARKNESS, JOHN, M.B., B.SC. Glasg. : biochemist, Portsmouth and 
Isle of Wight area pathological service. 
HUNTER, R. M. M., M.B. B.SC. Edin., D.P.H., D.P.M. : deputy medical 
superintendent, Herrison Mental Hospital, Dorset. 
* JoLLY, H. R., M.A.,` M.B. Camb., M.R.C.P.: house-physician, 
Hospital for Sick Children, Great Ormond Street, London. 
QUINTON, J. P. P., B.A., M.B. Camb., M.R.C.P., D.O.H. : pædiatrician, 
s and Norwich Hospital, and Jenny Lind Hospital for 
en. ; 
WALEER, V. R., M.B., B.SC. Glasg., D.P.H.: divisional M.O., North- 
Herts, and M.0.H., Letchworth, Baldock, Hitchin, Stevenage, 
and Royston. 


SC., N.U.I., D.P.H.: M.O.H., Stowmarket. 
asst. physician, 


asst. radio- 


Middlesex Hospital, London : 


HEWER, A. J. H., M.B. Lond., D.a.: anesthetist. , 

HOBSON, J. A., M.D., B.8C. Manc., M.R.C.P., D.P.M.: asst. physician, 
department of psychological medicine. -> 

JACKSON, I. M., B.A., M.B. Camb., F.R.C.S., M.R.C.O.G. : 
obstetric and gynæcological surgeon. 


South London Hospital for Women: 


. BOULTON, MARGARET, M.R.C.9. : senior gyneccological registrar. 
SPENCER, JOAN, M.R.C.S.: junior gyneecological registrar. 


Liverpool, Regional Hospital Board : 


KERR, J. M., M.D., D.P.H. : asst. senior M.O. (infectious diseases). 
RUSHWORTH, J. A., M.R.C.S., D.P.H. : asst. senior M.O. (tuberculosis). 


Glasgow RoyaljInfirmary : 


DEWAR, A. C., M.B. Glasg., D.P.H.: asst. physician, skin depart- 

ment. 

Paton, J. P. J., M.D. Glasg. : 

RAMAGE, J. H., M.B. Glasg., F.R.F.P.S. : 

patient department. , 
London County Council : 

Assistant M.O., public-health department ;: 
CANN, A. M. R., M.D. Lond., D.C.H. 
DUNKLEY, JOAN, M.R.C.S. f 
MEADE, CAROLINE, M.B. Lond., D.P.H. 
Ray, W. T. D., M.R.C.8, 

SUTCLIFFE, MARGARET, B.A., M.B. Dubl. 


* Amended notice 


asst. 


physician to outpatient department. 
asst. physician to out- 
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CIRRHOSIS OF THE LIVER IN CEYLON 


- . AND ITS RELATION TO DIET 
' A REVIEW OF 102 CASES 


ae P. B. FERNANDO 
` M.B. Lond., M.R.C.P., D.T.M. & H. 


0O. R. MEDONZA P. K. RAJASURIYA 
L.M. & S. Ceylon L.M. & S. Ceylon 
From the Department of Medicine, University of Ceylon » 


THE wide prevalence of cirrhosis of the liver in tropical 
countries has been noted by many workers. Its causation 
and pathogenesis, however, have remained obscure. 
Many diseases have been suggested as of ætiological 
importance, such as amebic dysentery (Rogers and 
Megaw 1946), bacillary dysentery (Menon and Annamalai 
1935), and malaria (Hughes 1933), but these are so 
often present without the supervention of cirrhosis that 
some other factor too seems to be involved. Alcohol, 
which is an important ætiological agent in Europe and 


America, is comparatively infrequent as a cause of liver’ 


cirrhosis in the tropics. The experimental production of 
portal cirrhosis in animals by diet alone (Himsworth and 
Glynn 1944) suggests that the common factor in many 
clinical conditions favouring the development of cirrhosis 
may be deficiencies of diet. Dietetic deficiencies are 
widespread in certain tropical countries where cirrhosis 
is common, and cirrhosis has been produced in animals 
maintained on certain of these diets (Gillman 1944). 
Further studies correlating the clinical types of cirrhosis 
with the underlying diets are necessary before the ztio- 
logical rôle of diet in the production of cirrhosis is 
established. The clinical histories of 102 patients treated 
by us for cirrhosis have been studied from this point of 
view. 
The following figures give an idea of the prevalence of 
cirrhosis in Ceylon : = 


(1) The average annual Jesii -rate from cirrhosis of the 
liver in Colombo, where the registration of death is by qualified 
medical men, for 1941-46 was 13-6 per 100,000 of the 
population. 

(2) During the same period the average annual admissions 
for cirrhosis of the liver to the General Hospital, Colombo, 
were 156 (0- 4% of the total admissions). Of 1789 necropsies 
performed during this period 3-07% were on cases of cirrhosis 
of the liver. 


Ceylon appears to occupy an intermediate position, 
as regards the prevalence of cirrhosis, between European 
countries and certain tropical countries. The death-rate 
from cirrhosis per 100,000 of the population was 32:6 in 
Madras (average for the ten years 1923-32) whereas in 
England and Wales it was only 4°7 (average for nine years 
1920-28). The necropsy figures for India have varied with 
the different parts of the country—4- 4% in Madras, 9:3% 
in Vizagapatam, and 6:9% in Calcutta. On the whole 
they have been high compared with the figures in Europe 
—e.g., 1% in Berlin (Menon and Annamalai 1935). 

The age-distribution and sex-distribution of 102 


- patients admitted for cirrhosis of the liver under the care 


of one of us (P. B. F.) to the General Hospital, Colombo, 
in 1941—47 were as follows : 
No. of cases 


Age (yr.) . Male Female 
1-9 .. T ~~ 1 0 
10-19 .. whee. ie I I 
20-29 .. tes as 5 5 
30-39 .. ae ee," 10 8 
40-49 .. id aise 34 2 
50-59 .. es oa 15 2 
60-69 .. és Zu 9 5 
70-79... - 4 0 
80 or more .. gi 0 0 


6519 


The ratio of males to females was about the same in the 
total admissions to these wards, indicating that there is 
no greater susceptibility to the disease in either sex. 
However, females seem to get cirrhosis at a younger age. 
. The racial distribution was as follows : 


Percentage of 
Race No. of cases total admissions 
- Sinhalese 86 (83-°5%) 84-9 
Tamils (Ceylon) 8 (77%) 2-9 
Indian Tamils. . 5 (4:8%) 4:7 
Muslims . 4 (39%) 3-7 
Burghers 0 (—) 3-6 
Others .. 0 (—) 0-2 


The incidence of cirrhosis in the different races seems to 
correspond to the general racial distribution in the totad 
admissions except in the case of Ceylon Tamils. In view 
of the fact that they are mainly vegetarians, their dis- 
proportionate representation in the cirrhosis group is 
noteworthy. 

Except in 9 patients in whom the diagnosis was made. 
at necropsy or by biopsy the clinical picture in the 
remaining 93 patients was typical of portal cirrhosis 
and was characterised by ascites in 96-7% and hæma- 
temesis in 17:6%. The clinical histories of the great 
majority, however, fell into two clear categories. In one 
group there was a definite history of an illness charac- 
terised by jaundice and biliuria preceding the onset of 
the cirrhosis ; in the other the onset was insidious, there 
being no history of jaundice but only of vague ill health, 
weakness, loss of appetite, &c., followed by the gradual 
development of ascites and the other signs of portal 
cirrhosis. The appearances of the liver at necropsy or on 
biopsy were also distinct in the two groups. In the former 
group the liver was coarsely nodular and showed micro- 
scopically collections of hyperplastic liver cells lacking 
the normal structure of the liver lobules and separated 
by areas of scar tissue (figs. 1 and 3). In the latter group 
the liver was more finely granular and fibrous, showing 
microscopically a moré uniform fibrosis affecting the 
portal region and breaking up the liver lobules, of normal 
structure, into fragments or groups (figs. 2 and 4). Both 
clinically and pathologically these two categories corre- 
spond to toxic cirrhosis and multilobular cirrhosis or 
Laennec’s cirrhosis (Boyd 1940). There were 15 cases 
in the former group and 87 in the latter. 

_ TOXIC CIRRHOSIS an 

Ascites was the most important presenting condition 
and was found in all 15 cases; it had developed insidi- 
ously and had persisted for months in most cases. In 12 
cases there was cedema of the legs, which had developed 
later than the ascites. The liver was enlarged in 4 cases 
and the spleen in 3. A severe attack of jaundice had 
preceded the development of ascites in 12 of the 15 cases. 
In 2 of these there had been an attack of jaundice asso- 
ciated with ascites, and after an intervening period of 
good health the ascites alone had recurred. In 1 there 
had been only jaundice at the original attack; a year 
later ascites had set in. In 9 cases the jaundice had 
persisted up to the time of admission into the hospital, 
the average duration, being 90 days (range 30-240 days). 
In all these 9 patients the ascites had developed insidi- 
ously in the course of the jaundice. In Í case no history 
was available, the patient being dull and drowsy on 
admission. In 2 cases there was no jaundice at any time, - 
and there was nothing to distinguish them from Laennec’s 
cirrhosis. However, a biopsy in the case of one and 
necropsy in the other showed that the condition was 
toxic cirrhosis. Lawrence (1946) reported a case of sub- 
acute necrosis of the liver without icterus and referred 
to 12 other cases. These 2 cases are interesting in 
providing further evidence that toxic cirrhosis may not. 
infrequently occur without a previous history of jaundice.. 
Apparently in such cases a series of attacks of “ acute: 

F - 
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Fig. 1—Toxic cirrhosis of liver in a man aged 52: liver coarsely nodular, 
with some nodules more than 2 cm. in diameter. 

yellow atrophy in miniature” occur without obvious 

jaundice but leading eventually to cirrhotic changes. In 

such cases the clinical differentiation from Laennec’s 

cirrhosis will be very difficult. 

In the early stages of toxic cirrhosis the lowered 
plasma-albumin level seems to be an important factor 
in the production of ascites, for in 2 cases the ascites 
disappeared with improvement in the plasma-albumin 
level. In the later stages portal obstruction appears to 
be the main factor concerned in the production of ascites. 
In 6 cases repeated paracentesis and removal of large 
quantities of fluid were necessary to relieve the abdominal 
distress, and in 2 of these reaccumulation of fluid was 
prevented only by surgical measures. In 3 of these cases 
in which the plasma-protein levels were determined the 
albumin was well above the critical level at which 
cedema develops. In 2 patients there was repeated 
hematemesis in spite of normal bleeding-time and 
clotting-time, providing further evidence of the high 
degree of portal obstruction present in these cases. 


Laboratory Findings 

The laboratory findings were in keeping with the 
clinical findings and indicated liver dysfunction. In 8 
of the 14 cases examined the van den Bergh gave a 
biphasic reaction on admission; in 4 it was indirect 
positive, and in 2 negative. In all 14 cases in which the 
Takata-Ara test was done it was positive. In 7 cases 
in which the hippuric-acid test was done it was below 
25% of the normal function in 4 cases, and in the others 
between 25 and 50%. The plasma-proteins were deter- 
mined in 8 cases. The average total plasma-proteins per 
100 ml. were 63 g., the albumin was reduced to an 
average of 2°33 g., and the globulin was increased to 
3-71 g. The average fibrinogen content was 0-27 g. 

Of the 15 patients 4 were discharged apparently cured 


and free of ascites, in 2 the improvement following 


Fig. $—Asennac’s cirrhosis of liver in a man aged 40: liver finely 
granular and fibrous. 
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omentopexy; 3 patients left without improvement ; 
and 8 died in hospital. In 3 cases the diagnosis was con- 
firmed by necropsy and in 3 by biopsy of the liver. The 
livers were contracted and fibrotic, with a coarsely 
nodular surface, some nodules being more than 2 cm. 
in diameter, and the histological findings were those 
described for toxic cirrhosis (Boyd 1940). 


Dietetic History i 
Of the 15 patients, 2 were of a higher economic level 


‘than the general non-paying class of patients studied. 


One, a vegetarian, took a daily diet which included 
bread, rice, vegetables, ghee, butter, and milk. The 
other had meat and fish as well. Of the remainder, 

patients were of the average non-paying class, and their 
diet consisted of rice, bread, and preparations made of 
flour and vegetables ; once or twice a week they had 
meat or fresh fish and on the other days dry fish. Condi- 
ments consisting of chillies, pepper, mustard, &c., were 
used in the preparation of the vegetables and fish curries. 
Fats were obtained in the form of coconut and coconut 
oil. The amounts of eggs and milk in these diets were 


Fig. 3—Section of liver eg in fig. l: nodüles of hyperplastic liver 
celis, with loss of normal lobular structure ; strands or oo tissu e 
separating nodules contain numerous bile-ducts. (x 7 


negligible. One patient was too ill to give a detailed 
history of his diet, but his relations said that for several 
months he took only one meal a day, consisting of about 
six string hoppers, a preparation made of baked flour 
and each weighing aboni an ounce, and sambol, which 
consists of ground chillies, onions, maldive fish, and lime- 
juice or vinegar, in small quantities. For the other meals 
he had tea with sugar but no milk. 

In 6 patients there was a definite history of dietetic 
deficiency preceding the illness : 

Case 1.—A young man, owing to war-time food restric- 
tions, used to eat only yams or preparations made of flour 
for about five days in the week. These were eaten plain or 
with a little coconut. On about two days in the week he took 
rice, and with this he had one or two vegetables. He took 
fish or meat only about twice a month but never milk or eggs. 


Case 2.—A man, aged 45, had developed an illness charac- 
terised by anorexia and recurrent attacks of fever, as a result 
of which his diet had been very restricted, consisting on most 
occasions only of rice conjee (water in which rice has been 
boiled). After about seven months of this he developed 
jaundice and later ascites. He recovered. with treatment, 
but after some months of good health the ascites reappeared, 
for which he now entered hospital. 


Case 3.—A woman, aged 28, usually ate rice or bread and 
two vegetables. Meat or fish was taken only about once a 
month ; milk never. 


~ 


! 


THE LANCET] 


PROFESSOR FERNANDO AND OTHERS: OIRRHOSIS OF THE LIVER 


t 


[aAucustT 7, 1948 207 


Case 4.—A woman, aged 44, was in good health till she 


developed anorexia and vague ill health some months before | 


admission. For four months her food had consisted mostly 
of 3 or 4 cups of rice conjee a day, and plain tea with sugar. 
Once or twice a week she would take rice with a little tomato 
curry and sambol, but often she vomited after this. She had 
had milk only about a dozen times during this whole period of 
four months. At the end of this period she developed jaundice 
and after some weeks ascites. 


Case 5.—A woman, aged 27, developed anorexia in the 
sixth month of pregnancy. For three months her food 
consisted of a few pieces of bread with sambol and fish gravy 


_at noon (she did not eat any fish), and a cup of malted milk 


in the morning and night. Three weeks after labour she 


developed jaundice. , 


Case 6.—A man, aged 60, as a result of a domestic quarrel 
gave up taking any food at home for about three months. 
During this period his food, which he ate at tea kiosks, 
consisted of plain tea with sugar and bread. He had no 
vegetables, milk, meat, or fish during the whole of this period. 


At the end of it he developed ascites, for which he entered a 


local hospital, and was cured after several weeks. He now 
resumed his normal food and domestic relations and was in 
good health for several months, when ascites recurred. In 
spite of treatment it persisted, and after six months he entered 
hospital on the present occasion. Biopsy of the liver at 
Frazer’ operation showed the toxic type of cirrhosis (fig. 5). 


In these 6 patients the diet was most deficient in its 
protein content. Cases 4 and 6 are also of interest owing 
to the fact that condiments were absent altogether or 
very much reduced for long periods preceding the onset 
of the illness. In the past when the emphasis was on 
some positive cirrhotic agent in the diet, condiments 
were often incriminated. 


LAENNEC’S CIRRHOSIS 


The 87 cases in this section fell into three groups 
illustrating the developmental stages of the cirrhotic 
process. Table 1. gives the main clinical findings in these 
three groups. 


Group I: Fatty Infiltration and Early Cirrhosis | 
There were 8 patientsin this group : 3 females and 5 males. 
The liver was greatly enlarged in all, the position of the 
lower border varying from three finger-breadths below 
the costal margin to the level of the umbilicus. There was 
no tenderness and no palpable nodularity on the surface. 
There was no clinical condition such as amebic hepatitis, 
congestive cardiac failure, or tumour to explain the 
enlargement. In 4 cases, besides the enlargement, there 
was ascites, and the diagnosis of cirrhosis of the liver 
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Fig. 5—Biopsy specimen of liver in case 6: nodules of hyperplastic liver 
cells separated by wide areas of fibrous tissue containing numerous 
bile-ducts in some places. (x 85.) 
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was not in doubt. In the remaining cases there was no 
ascites, but the enlargement was associated with the same 
evidence of liver dysfunction as in the cases with ascites. 
The Takata-Ara test was positive in all; the plasma- 
albumin level was reduced, in the 3 cases in which it was 
done, to an average of 2:25 g. per 100 ml. ; the hippuric- 
acid test showed an average of 30% of normal function 
in the 2 cases in which it was done; and the van den 
Bergh reaction was indirect positive in 3. 


The clinical diagnosis of fatty infiltration and early 
cirrhosis was confirmed by liver biopsy in the 3 cases in 
which it was done. Figs. 6, 7, 8, and 9 are photomicro- 
graphs of the histological sections from the liver in 2 
of these cases. 


These patients were treated with a good diet consisting 
of meat, fish, milk, rice, bread, vegetables, fruits, &c. 
In addition glucose, mercurial diuretics, and dehydro- 
cholin were given by injection to those with ascites. 
The average stay in hospital was about a month; 4 
patients left without much' improvement; 2 were 
discharged very much improved and free of ascites ; 
1 patient developed pneumococcal meningitis and died 
(she developed clinical: jaundice during the illness) ; 
1 died after laparotomy. Of the 2 patients who. were 
discharged relieved, 1 was readmitted after about six 
weeks for hematemesis of which he died. At necropsy 
Laennec’s cirrhosis was found, with considerable fatty 
infiltration of the liver cells. 


Group II: More Advanced Stage 

There were 19 patients in this group: 5 females and 
14 males. The liver was palpable on the average about 
two finger-breadths below the costal margin, and the edge 
was firm and elastic. Eighteen patients had ascites, and 
3 hematemesis also. The spleen was enlarged in 7, and 
there was cdema of the legs in 7; the cdema had 
developed subsequent to the ascites. One patient had 
neither ascites nor hematemesis but was admitted in a 
cachectic state, with a hard and palpable liver ; he died 
eleven days later, and necropsy showed Laennec’s 
cirrhosis. ) : 

The treatment in this group was the same as in the 
previous cases ; in addition paracentesis abdominis was 
done whenever abdominal distension indicated it; 5 
patients improved on treatment and were discharged 
free of ascites ; 10 patients left unrelieved ; and 3 died 
of liver failure besides the 1 already referred to. 
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Group III : Atrophic Stage 
There were 60 patients in this group: 10 females and 
50 males. The liver was contracted and impalpable. 


53 patients had ascites, and 9 of these had hamatemesis 


also. Three had hematemesis but no ascites. Four patients 
who had neither ascites nor hematemesis were admitted in 
a, cholemic state, and cirrhosis of the liver was diagnosed 
at necropsy. i 

The treatment was the same as in the previous groups. 
In 21 patients paracentesis abdominis had to be done, 
and in 3 surgical treatment was given to relieve the 
obstruction. Eight patients were discharged relieved of 
the ascites ; 33 left in much the same condition as they 
came in; and 15 patients died besides the 4 already 
mentioned. The cause of death was cholemia in 11, 
hematemesis in 4, heart-failure and anzmia in l, and 
tuberculosis in 1. One patient collapsed and died after 
paracentesis abdominis, and 1 died of liver failure after 
operation. The diagnosis of cirrhosis was confirmed in 
all 8 cases in which necropsy was allowed. 


Laboratory Tests 
It was impossible to carry out all the laboratory tests 
mentioned in every case. Besides 6 patients who showed 
clinical jaundice as a terminal event, an indirect van den 
Bergh reaction was present in 35 of 70 patients examined 
(50%); in 31 casés (44%) it was negative. Bile- 
pigment was absent from the urine in 66 of 70 patients 
examined (94%). Clinical jaundice with excretion of 


i ; \ 
TABLE I-—CLINICAL FINDINGS IN LAENNEC’S CIRRHOSIS 


Group I Group II Group III 
r OAA z| l 3| es] 3| & 
“ Clinical findings . Pa! = Sf a 38 a 
| | 4a | 3.) ag] 3 |Z| 8 
3 S I q S g 
3 fu -H fu D fa 
Duration of illness be- 7 5-7] 13 8-2} 45 5-6 
fore admission ne mths. mths mths. 
Ascites ©.. 8 4 19 18 | 60 53 
Heematemesis. . oe 99 1 ” 3 ” 12 
Other hemorrhages .. |» 0 is 2 55 3 
(Edema of legs üi x 2 a 7 j 31 
Fever on admission .. » 2 ” 5 » 5 
J aundice es oe ” 1 ” 2 ” 
$ Cholæmia ea ee 39 0 n” 4 ” 12 
Splenomegaly.. os ” 4)» 7 » 11 
Alcoholism .. ga a 1 š 9 5 17 
Malaria s 3i ” 2 ‘ E š 11 
Hy ovitaminosis : 
ight-blindness.. ” 1 ” Pe 3 
Bitot’s spots $4 ” 0 e 0 n 2 
Glossitis ee n 1 ” . 0 
Syphilis (Wassermann 
reaction positive) .. 5 0 5 1 14 5 
gentery : 
M ri èi 8 0 19 0 60 2 
Feeces examined 4 0 6 . 0 21 1 
Tuberculosis .. 5s 0 19 0 60 3 
Ankylostomiasis as ” 4 9” 3 j 8 
Diet history : ¿3 6 11 26 
Ae. ah ri 0 2 14 
B |œ bly - 0 2 2 
O as si Pe 0 6 5 
D es ne és 6 2 5 
Average stay in hos- 8 28 19 27 60 | 29 
pital days days days 
Discharged improved Pe 1 5 5 8 
Discharged unim- > 4 » 10 $ 33 
proved 
Deaths -.. .«- 3 3 á 4 ý 19 
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Fig. 6—Blopsy specimen of liver = extensive fatty Infiltration and portal 
fibrosis. Patient was a woman, aged 22, whose diet had been deficient 
in proteins and fats. No history of alcohol. (x 22) . . 


bile-pigments, as against a slight icterus, was not found 
in this group of cases. l $ 
There was increased urobilinuria (more than 1/10 
dilution) in 25 of the 64 patients examined. The Takata- 
Ara test was positive in 63 of 68 patients examined 
(93%). Quick’s hippuric-acid test showed that the liver 
function was not more than 50% of normal in 85% of 
41 patients examined. The plasma-proteins showed the 
changes characteristic of liver dysfunction. The serum- 
albumin level was less than 4 g. per 100 ml. in 85% of 
33 cases examined; in 36% of cases it was even below 
2 g. per 100 ml. On the other hand, the globulin was 
“increased above 2 g. per 100 ml. in 79%. 


Only 4 of the 53 patients examined had a hemoglobin. 
percentage above 75 (Dare’s). The rest of the patients 
were anzmic, the average hemoglobin percentage being | 
63. The anemia was of the macrocytic hyperchromic 
type in 4 (7-5%) and macrocytic hypochromic type in 
13 (24:5%). In 18 (34%) it was normocytic hypochromic. 
In 8 (15%) there was, in addition to a microcytic hypo- 
chromic anemia, spherocytosis also. Thus the hemato- 
poietic factor was deficient in nearly a third of the cases, 
and iron and the other materials necessary for hemo- 
globin formation were lacking in about three-quarters. 
A normocytic normochromic anemia was found-in 6 
cases (11%) and was apparently due to a hypoplastic 
condition of the marrow. The white cells were within the 
normal range in 28 of the 60 cases examined (47%) ; 
in 17 (28%) there was leucopenia; and in 15 (25%) 
leucocytosis. The leucocytosis when present was poly- 
morph in type. The platelets were reduced below 
50,000 per c.mm. only in 1 case, but in 10 (20%) it 


‘ was between 50,000 and 100,000 per c.mm. The clotting- 


time of blood was increased in only 1 of 48 cases examined. 


Atiological Factors 

Malaria and dysentery have been considered of 
importance in the etiology of cirrhosis in the tropics. A 
history of malaria was available in 18 of the 87 patients 
(20-7%) in this group. Only 2 patients (1-3%) could 
remember having had dysentery. Of 31 patients whose 
stools were examined microscopically for dysentery only 
1 was positive for Entameba histolytica. As a control, 
400 patients admitted to the medical wards of the 


cirrhosis. 
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hospital for various illnesses other than cirrhosis were 


questioned for a history of malaria and dysentery ; 


15-5% gave a history of malaria within a period of five 
years, and 6-5% of dysentery. The incidence of dysentery 
in the patients with cirrhosis is by.no means greater than 
in the other patients, but the incidence of malaria was 
about 25% higher in the patients with cirrhosis. 

Alcohol has long been’ recognised as of etiological 
importance in cirrhosis. A history of alcohol was available 
in 19 (44%) of the 43 patients in whom a detailed dietetic 
history was available. Of these, 7 took alcohol only 
occasionally, and 12 (28%) took it daily. Of the 400 
controls 28-5% were in the habit of taking alcohol, but 
19%, took it only occasionally ; hence only 9-5% were 
regular alcoholics. The incidence of alcoholism among 
the cirrhotics is about three times that in the other 
patients. - ` 

Recent work has suggested that diet may be an 
important ætiological factor in the pathogenesis of 
A detailed dietetic history was available in 
43 cases. The diets fell into four main categories 
designated in the tables as A, B, C, and D. 


Diet A is one in which, besides the staple food (rice or 
preparations made of fiour), vegetables and some animal 


4 


= Fig. 7—Same as fig. 6. 


(x 90.) 


protein, such as dry fish, fresh fish, or meat, were consumed 
daily. Generally: two good meals were taken at noon and 
night, and a light meal in the morning. 

Diet B consists of rice or preparations made of flour and 
vegetables taken daily with meat or fish about twice a week. 
The number of meals was three, as in A. 


Diet C is similar to B except that no animal proteins are 
taken. 


Diet D is a very deficient one; it normally consisted of 
rice or preparations of flour or some yams with about one 
vegetable ; meat. or fish was taken very infrequently, such 
as once or twice a month ornot at all. Moreover, the quantities 
taken at a meal were insufficient, and the meals were not 
taken regularly, sometimes only one meal a day being taken. 

The amount of eggs and milk consumed in any one of these 
diets is negligible. Condiments consisting of chillies, pepper, 
mustard, &c., are used as flavouring agents in the preparation 
of curries and are more likely to be present in greater quantity 
in the better-class diets which contain several curries than in 
the others. A sambol consisting of ground chillies, onions, 
maldive fish, and lime-juice or vinegar is usually taken in 
small quantities as an appetiser along with the rice and 
curries and may be considered as common to all categories of 
diets. Fats are usually obtained in the form of coconut and 
coconut oil. 7 


It was impossible to determine from the history the 
actual quantities of the different foods consumed in 
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Fig. 9—Same ‘as fig. 8. (x 70.) l 


these diets ; however, Nicholls (1936) has measured the 
average daily amounts of proteins, fats, and carbo- 
hydrates per ‘“ man value” consumed by. the poorer 
classes of the community in Ceylon, who live mainly on 
rice, dry fish, coconut, coconut oil, and vegetables. He 
found they consisted of 55-5 g.. of protein, 32 g. of fat, 
and 365 g. of carbohydrates. This was the content of 
a diet that included fish daily. Diets B and C would 
correspond to this as regards carbohydrates and 
fats but inferior to it in proteins. Diet A would 
be better in the protein content but similar in fats 
and carbohydrates. Diet D would be inferior in all 
respects. oe re figs whee re 
Table 11 gives the distribution of the diets among the 
cirrhosis patients and among the 400 non-cirrhotic 
controls. It shows that the percentage of patients in the 
poorer categories of diets (C and D) among the cirrhosis 
patients is about four times that in the controls. Simi- 
larly, whereas 64-5% take a good diet (A) among the 
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controls, only about half that number do so among the 
cirrhotics. . 

The dietetic history of the patients in the group of 
“ fatty infiltration’? and early cirrhosis is particularly 
noteworthy, since in many of these cases the diagnosis 
has been confirmed by histological examination of the 
liver. In this group the dietetic history was available in 
6. All belonged to category D. 


One was also an alcoholic, who consumed about 1/, bottles 
of arrack daily and, owing to loss of appetite, had neglected 
his meals for over one and a half years, though he was 
economically in a position to take a good diet. 

Three were so poor that they could not afford to take 
regular meals, their food normally consisting of yams and 
coconut or rice and one vegetable ; they were able to afford 
dry fish only very occasionally, once or twice a month. Nor 
were they able to afford even two good meals a day. 

One patient was a postmaster in an inaccessible and isolated 
station for over two years. His regular meals consisted of 
rice with one vegetable or bread with plantains ; meat, fish, 
eggs, or milk were not available for months. At the end of 
the period he developed ascites; in hospital he made good 
recovery on a good diet. 

The remaining case was in a young woman who had deyel- 
oped anorexia. Vegetables, meat, fish, . and milk made her 


TABLE I—DIET AND CIRRHOSIS 


Cirrhosis Other diseases 


Dies a |- wo, ot oases 
No. of cases No. of cases 

A 16 (37°2 %) 10 (32:2 %) 258 (64:5 %) 

B ‘4 (93%) 4 (12-9 %) 88 (22-0 %) 

OC 10 (23-2 %) 9 (29-0 %) 21 (5-25 %) 

13 (30-2 %) 8 (25-8 %) 33 (8-25 %) 


31 . 400 
sick, and for over a year her food consisted only of bread 
with sambol and plain tea with sugar. She was admitted to 


hospital because of progressive enlargement of the liver. 
None of these 5 patients took. alcohol. 


DISCUSSION 


The facts recorded here suggest that a history of an 
illness characterised by jaundice preceding the onset of 
cirrhosis is valuable evidence for- differentiating toxic 
cirrhosis from Laennec’s cirrhosis. The clinical picture 
in advanced stages of the two conditions may be identi- 
cal, and some means of differentiating between them is 
desirable, since their pathogenesis, and therefore the 
‘prevention and treatment, are so different. 

Toxic cirrhosis follows necrotising lesions of the liver, 
as the alternative names, postnecrotic cirrhosis and post- 
necrotic fibrosis, indicate. These necrotising lesions 
according to their severity are called acute or subacute 
yellow atrophy of the liver. Acute yellow atrophy has 
followed the administration of certain chemical com- 
pounds, such as ‘ Atophan,’ for therapeutic purposes, and 
it has occurred in those exposed to certain industrial 
chemicals, such as trinitrotoluene and tetrachlorethane ; 
idiopathic cases are met with most commonly in associa- 
tion with pregnancy, infective hepatitis, and homologoys 
serum jaundice. The cause of the massive necrosis of 
the liver in these cases has been an enigma. Only a small 
proportion of those exposed to the chemical compounds 
or infections referred to develop it, and the pathological 
findings in the liver differ fundamentally from the diffuse 
zonal necrosis found in these infections (Mallory 1947). 
Himsworth and Glynn (1944), who noted the similarity 
of the massive necrosis-of the liver in animals produced 
by a protein-deficient diet .to. that in human yellow 
atrophy, have suggested that the cause of massive 


` 


necrosis is deficiency of the protective amino-acids in 
the blood reaching the liver. In infective hepatitis thiš 
deficiency may be due to faulty composition of the diet, 
or deficient intake of food, or the swelling of the liver 
inside the comparatively tough capsule may interferè 
with the blood-flow to certain regions. They have 
quoted impressive evidence in support of this view. 

The question is whether massive necrosis may, occur 
clinically apart from infective hepatitis, chemical poisons, 
&c., and owing to deficient diet alone. The occurrence of 
it in association with pregnancy uncomplicated by 
infective hepatitis favours such a possibility. In our 15 
cases of toxic cirrhosis the clinical history in 8 suggested 
that the illness had started as an infective hepatitis, and 
that subacute yellow atrophy had set in as a complication. 
The diet in these cases was not deficient ; and, if the 
pathogenesis of the liver necrosis is as described above, 
the protein deficiency must have been conditioned by 
the anorexia and vomiting and by swelling in the liver. 
In 6 patients definitely, and possibly in a seventh, a 
diet very deficient in proteins had been taken for a long 
time before the onset of the cirrhosis. In 4 of these a 
severe illness characterised by jaundice had set in after 
this period of dietetic deficiency, and this was later 
succeeded by the clinical picture of cirrhosis. In 2 a 
history of jaundice was absent altogether, though the 
pathological findings were those of toxic cirrhosis. -In 
these 6 cases at least it looked as if the experiments of 
Himsworth and Glynn (1944) had been reproduced 


unwittingly. 


The pathogenesis of the multilobular, or Laennec’s, 
cirrhosis is different. Experimentally it has been produced. 
by two different procedures. In oneahepatotoxic substance 
which produces a diffuse zonal type of necrosis of the 
liver has been administered at short intervals for a long 
time (Cameron and Karunaratne 1936) ; -in the other 
either a high-fat diet or one deficient in lipotropic factors 
has been administered for a long time. This produces. 
fatty infiltration of the liver, and prolonged fatty infiltra- 
tion is followed by cirrhosis (Himsworth and Glynn 1944). 
The essential mechanism involved seems to be the 
constant absorption of the autolytic products of dead 
liver cells into the portal canals, where they stimulate. 
the fibrous tissue to proliferate. 

The conditions under which Laennec’s cirrhosis 
develops in man are probably the same. An isolated 
injury, or one that operates at long intervals, is not likely 
to produce the repeated destruction of the liver paren- 
chyma for long peridds that is necessary. For this reason 
infective hepatitis, in which second attacks are uncommon 
and in which recovery usually occurs, with the develop- 
ment of considerable immunity (Havens 1947), is. not 
likely to be a cause of Laennec’s cirrhosis though it is 
the most important precursor of toxic cirrhosis. Malaria 
and dysentery, being self-limited diseases, are also unlikely 
to be of etiological importance. Where people have 
been constantly exposed to toxic chemicals, as in certain 
occupations, cirrhosis has resulted (Butsch 1932, Poin- 
dexter and Greene 1934), though such cases are rare. 
Alcohol, which experimentally produces fatty infiltration 
of the liver (Rolleston and McNee 1929), has long been 
observed clinically to be an important etiological agent 
of human cirrhosis. In Africa a high incidence of cirrhosis 
has been observed in those surviving the condition of 
malignant malnutrition, sometimes called kwashiorkor, 
in which severe fatty infiltration of the liver is a prominent. 
feature (Gillman and Gillman 1945, Trowell and Muwazi 
1945). The: question is whether the cirrhosis which is 
so prevalent in the tropics, and in which neither alcohol 
nor severe malnutrition is a feature, may not be due to 
lipotropic deficiency in the diet. 

A full dietetic history was available in only 43 patients 
of this group. There was no evidence that their diets. 
contained more condiments than did those of the non- 
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cirrhotic patients in the hospital. Nineteen patients con- 
fessed to taking alcohol: of these 7 took alcohol only very 
occasionally and 12 were regular alcoholics. In only 
27-9% therefore can alcohol be considered a cause of the 
cirrhosis. Eight patients had been subsisting for long 
periods on an all-round deficient diet, and 13 others had 
been on a diet whose protein and fat contents were below 
the requirements for health. The common factor in these 
21 patients (48-8%) was a diet deficient in proteins and 
fats, and the evolution of the pathological lesion in the 
liver in these patients, as in‘the alcoholics, seemed to 
have gone through an initial stage of fatty infiltration. 
In the absence of a high-fat diet this fatty infiltration 
could only have been due to lipotropic deficiency. The 
common dietary substances having high lipotropic 
activity are, besides choline, animal proteins, such as 
egg albumin, beef muscle, casein of milk, &c. Vegetable 
proteins are inferior in this respect (Hadfield and Garrod 
1947). Since the diets of these patients were very 
deficient in animal proteins, one may fairly conclude that 
in 48-8% the cause of the cirrhosis was fatty infiltration 


of the liver caused by lipotropic deficiency in the diet. | 
In the remaining 10 cases (23-3%) there was neither a | 


history of alcoholism nor a deficient diet to explain the 
cirrhosis ; por had they ever had jaundice. | 
Whether the fatty infiltration of the liver observed in 
chronic alcoholisnf is due to a direct action of the alcohol 
on the liver cells or to lipotropic deficiency induced by 
a state of conditioned starvation has yet to be decided. 
The evidence in our series suggests that it may be due 


to a direct action and not necessarily to concomitant | 


starvation. Of the 12 patients who were in the habit of 
_ taking alcohol daily and whose dietetic history . was 

known, 6 (50%) were in the dietetic category A and not 
only took their meals regularly but also were in the habit 
of supplementing their regular meals with other food. 


SUMMARY 


The incidence of cirrhosis of the liver in Ceylon appears 
to be-intermediate between its incidence in Europe and 
in India. = —* - 

A review is given of 102 cases of cirrhosis of the liver, 


with special reference to the clinical types and their rela-_ 


tion to diet. 

Of the 102 cases, 15 (14-7%) were toxic or postnecrotic 
cirrhosis: In 8 of these 15 the cirrhosis had apparently 
followed infective hepatitis in persons on a good diet, 
whereas in 6 a long period of protein deficiency had 
preceded the onset of the cirrhosis and appeared to have 
been concerned in the pathogenesis. 

The remaining 87 cases (85°3%) were Laennec’s 


cirrhosis. Malaria, dysentery, and dietary condiments- 


apparently played no part in the causation. In 48:8% 
of 43 patients in whom a detailed dietetic history was 
available the cause of the cirrhosis appeared to be fatty 
infiltration of the liver due todipotropic deficiency in the 
diet, whereas in 27-9% the cirrhosis was apparently due 
‘to alcoholism. In 23-3% the cause of the cirrhosis was 
‘not determined. : 

A history of an illness characterised by jaundice 
‘preceding the onset of cirrhosis is considered valuable 
evidence for differentiating toxic cirrhosis from Laennec’s 
cirrhosis, in which the onset is insidious. The clinical 
picture in the late stages of the two conditions may be 
identical. pA 7 
. We wish to thank Prof. W. A. E. Karunaratne and Dr. 

G. H. Gooray, of the department of pathology, for their 
valuable help in studying the pathological material; Dr. 
G. S. W. de Saram, Dr. G. R. Handy, and Dr. W. D. 
Ratnavale, pathologists of the General Hospital, for their 
-codperation; Prof. Milroy Paul, Dr. J. H. F. Jayasuriya, and 
Dr. A. S. Rajasingham, surgeons to the General Hospital, for 
obtaining biopsy cpecimens of the liver, and Mr. G.: Webster 
for the photomicrographs. 
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ACUTE atropine poisoning is not uncommon; it is 
fully discussed in the standard textbooks, and cases due 
to the ingestion of mixtures (Morton 1939, Comroe 1933, 
Alexander et al. 1946), the application of an ointment 
(Jones 1945), the accidental drinking of a liniment 
(Carter 1940), and the instillation of eye-drops (Duggan 
1937, Hopkins and Robyns-Jones 1937) containing this 
alkaloid have been reported. No toxic reactions after 
the administration of atropine by subcutaneous injection 
have been reported in recent years. 

Owing to an error in dispensing a stock solution, 
nine patients (cases 5-13 in the accompanying table) 
each received by subcutaneous injection atropine sulphate 
gr. 1/, instead of the gr. 1/100 prescribed preoperatively. 
Four of these patients developed toxic signs and were 
observed by us. We have second-hand knowledge of 
four others (cases 1—4) who developed toxic signs. They 
probably received a similar amount of atropine, but the 
exact dose is not known. The main facts about the 
patients and the dates are shown in the table. All were 


LATE 


young men with septic conditions requiring minor 


operations. Only one had a severe infection. The moat 
severe cases were seen on Jan. 15, 1947, and it was not 
until after this that we suspected atropine poisoning. 
The whole incident was then investigated. 


Case 8 received his atropine injection at 4 P.M. and was 
operated on at 5.15 p.m. At 6 P.m. he was excited, acutely 
confused, and hallucinated. His gait was ataxic. He was 
very talkative, though his speech was slurred, and he was 
disoriented both in time and in space. He asked to go to 
the toilet for a wash and brush-up, tried to put out an 
imaginary fire, addressed a girl friend by her nickname, 
looked inside people’s coats, and so on. ‘He seemed fatigued 
and allowed himself to be laid down, only to jump up again 
a few moments later. He-.even tried to kiss a male orderly. 
Though not aggressive he was very active and had to be 
forcibly restrained. He was flushed, and his pupils were 
dilated, but this was assumed to be due to his excitement. 
He was 
thought to be in an acute confusional state precipitated by 
the anæsthetic and operation. Morphine gr. 4/, was given 
intravenously without effect. About half an hour later, 
paraldehyde 6 ml. was given intramuscularly, and the patient 


was transferred to the psychiatric block, where he settled into a 


deep sleep. He awoke next morning to find himself consider- 
ably bruised. Remembering nothing of the previous night’s 
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CASES OF ATROPINE POISONING 


Ag Size of 


(se Era body | Complexion Diagnosis 
20 Large Redhead Paronychia 
23 Average Dark- Abscess of arm 
20 5 os Abscess of buttock 
19 Small a Paronychia 
19 Average es Subcutaneous abscess 
` of finger 
22 Large b Paronychia 
21 Average Fair Abscess of ankle 
26 PA sò Paronychia 
22 Large és % 
f | 
21 Small 99 ry) 
21 Large Very fair | Pulp-space infection | 
33 - | Average Dark Large perineal abscess, 
/ | very toxic 
22 Large 3 Abscess of arm 


happenings, he was alarmed to find himself under restraint. 
The psychiatrist could find no evidence of mental illness, 
and ‘the patient was transferred back to the septic surgical 
ward. At 10 a.m. he was extremely apologetic, and appeared 
normal apart from his septic finger. His pupils were not 
dilated, and his skin and pulse-rate were normal. 


Three other patients who had been operated on at 
the same time as case 8 were found the same evening 
to be behaving strangely four or five hours after receiving 
‘atropine : 

Case 9 was sitting up in bed plucking at his bandage and 
talking in a confused manner. He was picking imaginary 
objects off his chest and placing them carefully on the locker 
beside his bed. He settled down and slept after being given 
an injection of “Omnopon’ gr. 1/ and scopolamine gr. 1/150- 

Case 10 was sitting up in bed, sewing his sheet with an 
imaginary needle and thread. He talked about his sewing 
and, when it was suggested that he should go to sleep, 
remarked that he could never sleep in the daytime (although 
it was now tark). 
© Case 11 insisted on getting out of bed repeatedly and 
attempted to light numerous imaginary cigarettes. 


All the patients were mentally. normal next morning, 
and showed no dilation of the pupils. The least severely 
affected (case 11) was the only one who remembered 
anything of the night’s excitement. He also had blurring 
_of vision, which passed off during the morning. 
Some days previously two other patients had shown 
similar behaviour, though neither was observed by us: 
Case 3 had stripped his bed and gone round the ward 
searching for a tall pair of steps so that he could climb on to 
a high shelf. 
Case 4 had asked for a nail-brush and gone to the bathroom, 
where he stayed for a long time scrubbing his nails. 


A few days earlier two patients (cases 1 and 2) had 
complained of blurring of vision on the morning after 
operation, and both stated that they had been troubled 
by nightmares. The blurring had passed off after a few 
hours and had not come to our notice at the time. 


Behaviour under Anesthesia 

In cases 1-4 and 9-13 anesthesia was induced by a 
small intravenous injection of soluble thiopentone 
(average 0'35 g.) and maintained by the inhalation of 
nitrous oxide and oxygen from a standard Boyle’s 
apparatus. Case 8 did not have soluble thiopentone. 
In cases 5-7, under the care of another anesthetist, a 
small amount of ‘ Trilene’ (trichlorethylene) had been 
added to the gas-and-oxygen mixture. 


r 


- jackets. 


Difficulty in — 


Aneesthetic Ansesthetising Toxic signs 
. Soluble thiopentone Norma] Blurred vision, 
and gas-and-oxygen resistance nightmares . 
oy) Nil “gp 
= Slight difficulty Delirium + 
P z No record . beg 
Soluble thiopentone, Nil NG 
gas-and-oxygen, and ~ 
trilene - 
9? 99 99 
3? s» » 
Gas-and-oxygen Very difficult | Delirium + ++ 
Soluble thiopentone Difficult Delirium + + 
and gas-and-oxygen l 
99 9» ; Delirium + 
29 s3 Delirium, blurred 
vision 
99 Ni ~- Nil 


23 29 - a > 


Great difficulty was experienced in anesthetising 


case 8, and some difficulty was also noted with cases 9-11. 


Their pupils were more dilated than is usual after 
atropine gr. 1/100, but no importance was attached to 
this at the time. No excessive drying of mucose or > 
tachycardia was observed. Difficulty was experienced 
in *“‘ settling ” the patients with gas and oxygen; they - 
either reacted violently to the stimulus of the operation 
on a normal gas-and-oxygen mixture or passed into the 
stage of jactitation when the oxygen percentage was 
reduced to deepen the level of anesthesia. The reaction 
to the surgical stimulus persisted even in the presence 
of extreme cyanosis. Case 8, who received no soluble 
thiopentone, was the most difficult to balance. With 
cases 5-7, who also received trilene, the other anesthetist 


found no great difficulty. 


The rate of recovery was normal in all cases—i.e., the 
patients were conscious before leaving the theatre, and 
sufficiently rational to recognise their own boots and 
While waiting to be taken back to the wards 
some of them fell asleep, and none showed any 
abnormality. in behaviour. 


DISCUSSION = 6 


The symptoms and signs of atropine poisoning may 
be divided into two classes: (1) those due to paralysis 
of postganglionic cholinergic nerves, in particular dilated 
pupils, with blurring of vision, hot dry skin, suppression 
of secretions and alterations in heart-rate ; and (2) those 
due to central nervous derangement, which include 
restlessness, confusion, delirium, hallucinations, and 
muscular incodrdination. It is easy for the attention 
to be diverted from the peripheral autonomic signs by 
the more striking central nervous signs. This was so 
with cases 8-11, “who were first seen in delirium in a 
dimly lit ward. After recovery there is no recollection 
of what has occurred. 

Atropine is absorbed rapidly into the body. About 
two-thirds is destroyed in the liver, and a third is 
excreted in the urine within fourteen hours. In case $` 
delirium came on within two hours of the injection of 
a toxic dose, and in cases 9-11 it was noted within 
five hours. Extreme dilatation of the pupils and difficulty 
in anesthetising was found in little over an hour. after 
the injection. In cases 3, 4, 8, 9, and 10 all toxic symptoms 
and signs passed off within eighteen hours, and in cases 
1, 2, and 11 symptoms persisted for only another two or 


` 


, four of them (tases 8—11) showed toxic effects. 


three hours. 


e ' 
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Surprisingly these three had the mildest 
symptoms in our series. It is not unusual for recovery 
to be delayed for several days. ` 

It is interesting that omnopon and scopolamine 
quietened case 9. Had the nature of the condition been 
recognised when this was ordered, scopolamine would 
not have been used because. of its atropine-like action ; 
but this appears to have been outweighed by its depressive 
action on the central nervous system. 

The difficulty in anesthetising could be explained first 
by the increased stimulation of the central nervous 
system, especialty the higher centres, and secondly by 
the basal metabolic rate, which is said to be raised 
after atropinisation. 

Doses up to gr. 1/59 of atropine usually produce the 
effects of parasympathetic paralysis; gr. 1/,;, produces 
these effects and restlessness; and doses of gr. 1/ẹ or 
more produce mental symptoms and ataxia. Nine 
patients (cases 5-13) received doses gr. 1/,, which is 
ten times the maximal pharmacopeeial dose, yet only 
All were 
healthy young men, who gave no history of having 
taken medicines containing atropine or similar drugs. 
It is therefore unlikely that any had an acquired tolerance. 
Individual variations in susceptibility to atropine are 
common ; but apart from this there are several possible 


‘reasons for the tolerance of the remaining five. 


Cases 5—7 were anesthetised with trilene, which has 
a more powerful and lasting depressive action on the 
central nervous system than has gas-and-oxygen or 
soluble thiopentone in the small doses given to these 
patients. Perhaps this prevented the onset of restlessness 
and delirium.. Conversely, case 8, who was the most 
delirious of all, did not even have the benefit of depression 
due to soluble thiopentone. Case 7, who was not affected, 
had trilene, but not soluble thiopentone. 


Case 12 had a very large collection of pus (about 2 pints) 


and -was very toxic. He was pale and weak and in 
great pain ; his pulse was rapid.and thin. Such patients, 


being already depressed by the action of bacterial toxins, — 


usually require small amounts of anesthetic, and it may 
well be that they require correspondingly large doses of 
stimulants to produce delirium. Case 13 is more difficult 
to explain. He also had a large collection of pus, but 
was not nearly so ill as case 12. He was a large man 
of dark complexion '; his size may be significant but his 
complexion is probably not. Cases 8-11 were all fair- 

complexioned, but 3 of the earlier group of toxic patients 
(cases 2—4) were dark. It has already been remarked that 
cases 8-11 were suboxygenated during anesthesia, and 
this may have helped to precipitate the delirium. Case 8 
(the worst) had been the most deeply cyanosed, and in 


‘all cases the delirium was not apparent until after 


anæsthesia. 
SUMMARY 


Eight cases of acute poisoning from atropine used in 
premedication for anæsthesia are described. 

Six of these patients developed acute delirium, but all 
recovered completely. 

' Four of them and five others who showed no toxic 


signs are known to have received atropine sulphate 


gr. 1/, a8 a result of an error in dispensing: 


The symptoms and the difficulty in anesthetising the 


patients are discussed. 

Reasons are suggested for the tolerance of five patients 
to such a large dose. 

Trilene anesthesia appears to have antagonised the 
central nervous actions of the atropine in three of these 
cases. | 

We wish to thank the Director-General of Army Medical 
Services for permissioh to publish this paper. The cases 
were treated in a military hospital overseas. The dispensing 
error was made by a foreign civilian pharmacist, employed 


-in the hospital dispensary , who was familiar with the metric 
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system and confused by the Imperial system of dosage. We 
wish to thank our colleagues for permission to quote their 
cases and for help in the investigation. 3 
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A FORM of dressing which will keep out both liquids 
and bacteria from an open wound has long been needed. 
The dressings now available commercially are mostly 
made of synthetic rubber-like materials such as polyvinyl 
chloride, which have the serious disadvantage of render- 
ing the underlying skin sodden. The horny layer 
becomes macerated, the edges of wounds tend to gape, 
and there are many theoretical objections, such as the 
danger of washing bacteria from adjacent parts of the 
skin into the wound. The wetness of the skin comes not 
only from sweat-gland secretions but also from insensible 
perspiration. 

Up to now it has been tacitly accepted that material 
which -is waterproof must have this disadvantage, but 
in the search for suitable clothing for tropical warfare a 
new principle was established. A material can be proof 
against liquid water (and so keep off tropical rain) and 
yet be pervious to'water vapour (thus allowing the sweat 
and insensible perspiration to evaporate underneath 
the clothing and pass through in vapour form). Applied | 
to occlusive dressings this principle implies that a dressing 
ean keep out liquids and yet allow evaporation from the 
underlying skin. Accordingly an approach was made- 
to the technical plastic experts. 

The range of plastics now available includes substances 
with a very high resistance to water in liquid and vapour | 
form—e.g., polyvinyl chloride and ‘ Polythene.’ It also 
includes other substances which are highly permeable 
to water vapour, such as ‘ Cellophane’ (uncoated) and 
polyvinyl alcohol, and 
various ‘ Nylon’ derivatives. The substances in each 
class vary enormously in their chemical and mechanical 
properties. Films of the cellophane-like substances, 
for example, though tested clinically by Bloom (1945) 
and others, are naturally brittle when dry, and are only 
kept pliable by the incorporation of plasticisers—e.g., 
glycerin and tricresyl phosphate. Even when plasticised 
they are relatively inelastic and can be torn easily at 
the edges of the film. Polyvinyl alcohol, unless specially 
treated, is soluble in water. Some of the newer nylon 
derivatives have excellent mechanical properties. They 
are tough, pliable in themselves without the addition 
of any plasticiser, and somewhat, elastic. 


. EXPERIMENTAL NYLON-DERIVATIVE FILM 


One of the nylon derivatives, offered to us in the form 
of experimental film, showed such promising qualities 
that it was decided to experiment with this substance. 
The absence of a plasticiser is particularly desirable, 


since the film is unlikely to change its properties, and 


there are no risks of toxic effects when it is applied to 
the surface of an open wound. 
F2 
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The film has been supplied to us in sheets having an even 
thickness of about 3/iooo in. It is fully transparent, and 
even in this thickness quite tough. It can be sterilised by 
dry heat at 150°C without deterioration, though it cannot 
be boiled in water without softening and adhering to itself. 
Though soluble in 80% alcohol it is insoluble in most of the 
common industrial solvents—e.g., trilene, oils, cold water, 
weak acids, and alkalis. Its permeability to water vapour 
in a thickness of 4/3999 in. is about 8000 g. per 100 sq. m. 
per hour at 40°C, with a differential water-vapour pressure 
across the film equivalent to 53 mm. Hg. This permeability 
is of the same order as that of cellophane, and may be com- 
pared with the hourly water-vapour loss from the total 


. . human body surface (about 1-8 sq. m.) of about 20-25 g. 
of insensible perspiration. The corresponding figures for . 


plastics of low water-vapour permeability, such as polythene, 
are about 60 g. per 100 sq. m. per hour under the above 
conditions. 


Tests on the Film as a Barrier to Micro-organisms 

By means of experiments with a dressing applied to a 
model limb Dr. L. Colebrook (personal communication) 
has shown that micro-organisms readily pass through 
dressings as soon as they become moist with water or 
with serum. The dressings tested included cotton-wool 
pads carefully applied under crépe bandages. The 
organisms which pass most readily through these dressings 
are motile, such as Ps. pyocyanea. Non-motile organisms 
—e.g., hemolytic streptococci—can also pass through, 
though more slowly. For comparative purposes it was 
decided to test the ability of the plastic film to restrain 
the passage of Ps. pyocyanea. The most exacting condi- 
tions were ensured by containing a small quantity of 
broth-culture of the organism inside a sac made of the 
plastic and immersing it in sterile broth. At 24 hours 
the surrounding broth was still sterile, though the pig- 
ment from the bacterial culture had diffused through the 
plastic membrane. Similarly, a moist dressing incor- 
porating the nylon-derivative film on a mock limb 
effectively stopped the passage of the organisms. Other 
experiments showed that, though electrolytes passed 
through the film, particles as large as hemoglobin ‘were 
restrained. These tests showed conclusively that’ the 
film was free from pin-holes and was an efficient barrier 
against bacteria. 


. Tests on Human Skin 

Though theoretically the water-vapour permeability 
of the plastic was great enough to allow the passage of all 
the insensible perspiration from the skin, it is impossible 
to mimic the conditions of a dressing perfectly by in-vitro 
tests. Accordingly two pieces of film, each about 4 in. 
square, were applied to the forearm, and the edges sealed ° 
down with adhesive plaster. One piece of film was poly- 
thene, with a low water-vapour permeability, and the 
other was the selected nylon derivative. Within two 
hours the difference between the two films was apparent. 
The impermeable film had beneath it a thin layer of 
liquid water, which ran from one part of the “‘ dressing ” 
‘to another when it was squeezed against the skin of 
different areas. In contrast, the skin under the nylon- 
derivative film appeared normal. After removal ‘of the 
films the skin under the polythene was obviously sodden, 
and several minutes elapsed before the water had 


evaporated sufficiently to allow a finger run over the area . 


to detect the normal smooth and somewhat slippery 
surface of dry skin, whereas the skin beneath the nylon- 
derivative film looked ‘and felt dry. This finding was 
confirmed under dressings worn much longer (up to 
ten days). These experiments confirm that the skin 
under the experimental nylon-derivative film is unlikely 
. to become excessively moist. 


Difficulties of Sealing a Plastic Film Dressing 

The difficulties of sealing a film to the skin round the 
edges so as to ensure completely waterproof protection 
under conditions comparable with those that the workman 
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would encounter with his hands are very great. Initial 
experiments were made with a finger-stall of the plastic 
film, but it was very difficult with available adhesives and 
“ sticking plaster’ to ensure a complete seal round the 
base of the finger. With the coöperation of Messrs. 
Smith & Nephew a partial answer to the problem has been 
obtained by using ‘‘ window frames ” made of polyvinyl] 
material coated with adhesive. The nylon-derivative 
film is incorporated at its edges between two layers of the 
adhesive polyvinyl material, leaving one adhesive surface - 
for application to the underlying skin (see figure). These 


- Diagrammatic section of occlusive dressing, showing upper adhesive 


frame, transparent nylon-derivative film, and lower adhesive frame |: 
_ with protective crinoline (dotted line). 


windows adhere satisfactorily to the skin for days, 
provided, that the skin is free from grease when they are 
first applied and is not too heavily coated with hair. When 
oil is rubbed over the dressing, the adhesive is loosened and 
the dressing tends to ride up. For the special circum- 
stances of workers in oils, therefore, some additional 
forms of attachment may be required—e.g., painting 
over the edges of the adhesive with acrylic resin. In 
any case, if the part covered is to be subjected to appreci- 
able mechanical strain or friction, the dressing is best 
held in place with a light cover of plain or crépe bandage. 
In industry this bandage could be changed daily, leaving 


the underlying plastic seal untouched, thus permitting 


safe inspection of the wound and cosmetic cleanliness 
of the outer cover. In short, though other practical 
difficulties may no doubt arise, the possibility of an 
effective bacteria-proof dressing which will leave the 
underlying skin in a normal state has been demonstrated. 


Effect on Skin Bacteriology 
Before conducting therapeutic trials of the value of 


-such a dressing applied to wounds, it was thought 


desirable to determine the effect of such a dressing on 
the bacteriology of normal skin. This trial has consider- 
able theoretical interest in addition to its possible future 
practical applications. It is known that the normal 
skin has appreciable self-sterilising properties against 
many organisms. These properties probably reside 
mainly in its fatty-acid content, though they may also 
be assisted by the action of lysosyme and other substances 
(Burtenshaw 1945). The bacteriology of ordinary. skin 
exposed to the air, contact with the nose, &c., is com- 
plicated by many bacteria which can be regarded as 
simple surface contaminants. What will be the effect 
of covering the skin in such a way as to remove the 


possibility of surface contamination for days? The 


experiment is of special importance with regard to 
Staph. aureus. Studies by Williams and Miles (1945) 
have shown that this is the commonest contaminating 
organism of small wounds, and is probably the major 
cause of sepsis in small wounds in industry. Many studies, 
including a recent report from this unit (Moss et al, 
1948), have indicated that the main source of these. 
organisms, both in wounds and on normal skin, is the nose. 

f normal skin is covered with the plastic dressing for 
different periods of days; a characteristic change in the 
bacterial flora is observed. In an investigation of the 
skin of hospital patients, control areas before application 
of the dressing and adjoining areas at the time of its 
removal yielded Staph. aureus in 39 out of 77 cases 
(50-6%). The methods of swab culture were designed 
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to demonstrate Staph. aureus in small numbers and there- 
fore included an anaerobic broth technique as well as 
aerobic- culture on blood-agar plates (Williams and Miles 
1945). In a series of 24 observations Staph. aureus has 
never been recovered from under plastic dressings which 
have remained firmly sealed for three days or more, 
though in 14 of these it was recovered from the adjoining 
skin. This observed difference is statistically highly 
significant (x ? = 10:8, P = 0-001). 

Examination of the direct blood-agar plate not only 
supplied data on the presence or absence of Staph. aureus 
but. also revealed another difference between normal and 
occluded skin. The occluded skin yielded only a few 
types of bacterial colonies in contrast to the adjoining 
skin, from which a great variety of colonies were isolated. 
Further investigation of the organisms which survive on 
the occluded skin shows them to be gram-positive 


_ coagulase-negative cocci, most of which give biochemical " 


reactions similar to those of Staph. epidermidis. That 
these effects on the bacterial flora are not due to any 
antiseptic action of the nylon derivative is demonstrated 
by in-vitro control tests. It is thus clear that normal 
skin, cut off from outside contamination, can free itself 
from such pathogenic organisms as Staph. aureus. 

In-vitro tests showed that penicillin was not inacti- 
vated by the film. Tragacanth is a convenient vehicle 
for the application of penicillin under the dressings, since 
it does not loosen the adhesive. Under completely 
sealed dressings penicillin in tragacanth (0-2 ml. of 
50,000 units per ml.) dried to form a continuous pellicle, 
and in several cases the occluded skin was found to be 
sterile. - . 7 


Trial as Wound Dressing 
A clinical trial of the dressings for industrial and other 
wounds is now in progress. Preliminary results show 


that such a dressing is practicable and that wounds ' 


under it remain dry and heal well. The transparency of 


the film makes it possible to inspect the progress of healing | 


without disturbing the aseptic barrier. Exposure to 
oil may interfere with adhesion; this can be partly 
obviated by wearing a bandage over the dressing, and 


this bandage can be changed as required. When a 


complete seal is maintained, added infection cannot 
take place, though sepsis cannot always be prevented 
if the wound is infected before the dressing is applied. 


DISCUSSION 


These experiments with a plastic film which combines 
satisfactory mechanical, properties with a high perme- 
ability to water vapour demonstrate its suitability as 
a dressing material. Under this material skin remains 
dry and free from contamination and its considerable 
antibacterial powers are given full scope. The design 
of the dressings can doubtless be modified to facilitate 
application to particular areas and to improve adhesion, 


but it is felt that the principle of a dressing sealed but 


permeable to water vapour has now been established. 
The nylon-derivative material used was an experi- 
mental batch, and further supplies are not yet obtainable. 


SUMMARY 


The physical properties (in particular water-vapour 


permeability) of a nylon-derivative film suitable for 
wound dressings are described. 

The film is an effective barrier against micro-organisms. 

Tested on human skin, the permeability of this film 
to water vapour is sufficient to prevent the skin becoming 
sodden. 

The bacterial flora of the healthy skin under the 
occlusive dressing becomes modified: Staph. aureus 
disappears, and the variety of organisms is reduced. 

Clinical trials with the film as a wound dressing are 
in progress, and preliminary results are promising. 


indicating seborrhæœic dermatitis. 


We are indebted to Dr. Leonard Colebrook, director of the 
Medical Research Council Burns Unit, for his advice; to 
Mr. A. M. Hood for some of the bacteriological work ; and to 
Mr. J. C. Swallow, PH.D., and his colleagues of the Plastics 
Division of Imperial Chemical Industries Ltd., to Mesars. 
Courtaulds Ltd., and to Messrs. T. J. Smith & Nephew Ltd., 
for their assistance in the development of the occlusive 
dressing. 
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VITAMIN E (TOCOPHEROLS) IN THE 
_ COLLAGENOSES 


J. F. BURGESS 
M.D. Montreal, F.R.C.P.(C.) 


From the Department of Dermatology, M ontreal General 
Hospital 


THE increasing recognition of the importance of 
vitamin E (mixed tocopherols) in health and in disease and 
the knowledge gained from clinical and histopathological 
studies in certain dermatoses warrant a brief summary 
of its therapeutic uses. 

Vitamin E consists of several fat-soluble tocopherols, 
of which «, B, y, and 8 tocopherols have been isolated 
in their natural state: «-tocopherol is found in cotton- 
seed oil and is also produced synthetically ; 8-tocopherol 
is obtained from wheat germ; and y-tocopherol and 
§-tocopherol are derived from soya bean. ‘The natural 
tocopherols are extracted by vacuum distillation from 
these various sources.* Vitamin E is therefore called here 
vitamin-E complex. 


ATOPIC DERMATITIS 


As a result of personal observations, a series of cases 
of atopic dermatitis were treated over a period of nearly 
a year with vitamin-E complex by mouth. In several 
cases sebaceous secretion increased, with the appearance 
of comedones and dilated follicles where these had not 
been present before, together with exacerbation of a 
pityriasis capitis often accompanied by greasy scales 
In the absence of any 
signs pointing to endocrine overactivity, it was thought 
that vitamin-E complex might possibly affect sebaceous- 
gland activity and therefore fat-metabolism. Harris 
et al. (1947) have reported the stimulating effect of 
vitamin-E complex on quantity and quality (increased 
cream) in the production of cow’s milk 


GRANULOMATOUS ULCER OF LEG 


A long-standing case of granulomatous ulcer of the 
leg,’ compatible with ‘a diagnosis of necrobiosis dia- 
beticorum lipoidica and characterised histopathologically 
by the presence of necrobiotic collagenous zones with 


.lipoidal deposition, was treated with 2000 mg. of mixed 


tocopherols given intramuscularly in ten days (Burgess 
and Pritchard 1948a). (In the light of more experience 
intramuscular injections of 100-300 mg. of mixed toco- | 
pherols twice weekly are better tolerated. ) Favourable 

response was evident clinically within a week, and the 
patient, a female aged 53, was treated with mixed 
tocopherols by mouth for four months. Histopathological 
studies a month after the institution of therapy and 
again four months later, long after clinical cure, revealed 
the important finding that, coincident with the dis- 
appearance of lipoidal depositions, a considerable 
regeneration of degenerated collagen bundles had 
resulted, and indeed a demonstrable re-formation and 
rehabilitation of elastic-tissue fibres. Three months 
after the treatment had been stopped ulcers recurred 
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which, however, yielded satisfactorily to further treat- 
ment with vitamin-E complex. 


LUPUS ERYTHEMATOSUS 


It was logical, in view of the grouping by Klemperer 
et al. (1941) of certain diseases with a common collagenous 
degeneration, that such diseases should be similarly 
investigated therapeutically. Our attention was con- 
sequently directed to lupus erythematosus, and the 
results of therapy in 25 cases have been studied clinically 
and histopathologically (Burgess and Pritchard 1948b). 
The value of treatment with mixed tocopherols in this 
disease was very favourable, with some reservations. 
All the cases treated were of the more or less widespread 
but fixed types. Superficial cases of lupus erythematosus, 
no matter how old, responded almost specifically to 
tocopherol therapy in doses of 100-300 mg. by mouth. 
Long-standing cases with much infiltration, follicular 
plugging, and evident sclerosis and fibrosis yielded 
partially to treatment much more slowly on vitamin-E 


' complex 300-600 mg. daily, best administered on an- 


empty stomach. One ease of long standing, with a good 
deal of thickening in plaques on the face, yielded only 
slightly in that the thickening disappeared early. In 
some of these cases obvious but irremovable foci of 


infection would have a detrimental effect on the thera-- 


peutic value of curative agents. The severe cases were 
those encountered in the clinic, whereas superficial lesions 
yielding very satisfactorily to vitamin-E complex were 
seen in private practice. This probably has to do with 
relative adequacy of dict. 

‘“Histopathological studies in lupus erythematosus 
revealed that, apart from the inflammatory cellular 
reaction, evidence of collagenous degeneration was 
difficult: to demonstrate in superficial lesions, whereas 
in old-standing infiltrative lesions sclerosis of the 
collagenous bundles-was evident. Inflammatory infiltrates 
generally disappeared relatively rapidly and, in chronic 
cases with marked thickening, partial regeneration of 
collagenous tissue was demonstrable. A considerable 
hypertrophy of the epithelial layer of the skin and 
follicles is constantly found in lupus erythematosus ; 
therefore it is an important fact that this hypertrophy 
disappeared relatively early in the course of treatment. 

In some apparently cured cases lupus erythematosus 
recurred. It is obvious that either total histopatho- 
logical regeneration had not resulted and the treat- 
ment had been stopped too soon, or these patients 
required the administration of mixed tocopherols daily 
to maintain a satisfactory tissue-tocopherol level con- 
sistent with their normal needs. One case of twenty- 
five years’ duration recurred, after cure, while still tnder 
treatment with tocopherol. After the extraction of 
three infected teeth the response to continued tocopherol 
therapy was rapid, illustrating the point that the factor 
of infection should not be overlooked and that the 
tocopherols should be looked on as aids in treatment in 
conjunction with other sound well-proved measures. 

Those patients who were photosensitive did exceedingly 
well under this form of therapy. . Photosensitivity was 
`- lost, and the patients could go about in the sun in normal 
fashion and get tanned. 


SCLEROSIS OF THE LEGS 


Our attention was next directed to sclerosis of the 
legs, associated with ulcers (Burgess and Pritchard 
1948c). Shute et al. (1948) have also reported the 
results of treatment of leg ulcers with vitamin E. The 
clinical picture in these cases is consistently the same. 
Leg ulcers, with or without eczematisation, develop 
commonly in the lower third of one or both legs and are 
not infrequently viewed as ‘“‘stasis’’ or ‘“ varicose ”’ 
ulcers, particularly if œdema is present. The clinical 
picture is made up of a more or less sclerotic condition 
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of the legs, in some patients only moderately apparent 
through “feel,” in others the skin being hidebound, 
resulting in limitation of ankle movements (with or 
without varicosities, which are often present to a. 
minor degree), together with single or multiple ulcers, 
often callous, and of long duration or of frequent 
recurrence. 

In the present series we tried to assess tocopherol 
therapy without other additive measures such as com- 
presses, antiseptic ointments, and complete rest in bed. 
The results were particularly good in that the sclerosis dis~ 
appeared with the healing of the ulcers. The older 
the patient, the greater the fixity of the sclerotic process 
and hence slower response to therapy. Cure of the 
infective ulcerative process is undoubtedly hastened 
if tocopherol therapy is combined with other measures, 
notably antibiotic remedies either applied ee or 


given parenterally. 


OTHER COLLAGENOSES 


Experience with dermatomyositis, lichen sclerosis 
et atrophicus, scleroderma, morphea, and granuloma 
annulare has shown varied response to tocopherol 
therapy but in the main favourable. These observations 
parallel the experiences of Brigadier R. M. B. Mook eane 
(personal communication). | 


z DISCUSSION 


In our studies, clinical observation of the results of 
treatment with mixed tocopherols in the enumerated 
diseases with a common degenerative collagenous state 
has been closely correlated with histopathological 
studies. Further, vitamin-E complex has been given 
both intramuscularly and. by~ mouth, without the 
administration of vitamins A, B, or C, which might lead 


.to uncertainty in assessing the results. 


Action of Vitamin-E Complex.—The possible synergistic 
or sparing action of vitamin E on vitamin A, B, or C 
could only have an effect on what might bé absorbed 
in the daily food intake. This synergistic action may be 
the réle of vitamin-E complex but it does not seem logical 
or probable. On the other. hand, it seems much more 
likely that vitamin-E complex exerts a profound influence 
on enzymatic reactions within the cells—e.g., that 
of hyaluronidase. In the vegetable world where the 
tocopherols are created (the synthesis of vitamin E by 
animals or by bacteria has not been reported) the associa- 
tion is again with the cytoplasm rather than with the 


- oil depots (Hickman and Harris 1946). The tocopherols are 


known to exert an antioxidant action, as Hickman and 
Harris point out, and they are profoundly necessary in the 
maintenance of the structure of the cells whereby the 
cells through enzymatic action further coérdinate other 
metabolic activities. 

Infection —Lupus erythematosus, necrobiosis' with 
ulcer formation, dermatomyositis, granuloma: annulare, 
and sclerosis of the legs with ulcer formation are all 


- associated with infection either in situ or in some other 


part of the body. It is possible that scleroderma may 
be precipitated by obscure infections. Common banal 
infections (streptococcal, staphylococcal, &c.) are easily 
demonstrated in leg ulcers, discharges, &c. Perhaps 
virus infections may be not unimportant in the colla- 
genoses. The sclerosis in cases of leg ulcer is always 


much more pronounced in the ulcerated leg. It may 
be that infection causes the sclerosis or that the sclerosis, 


once present, is exaggerated by the presence of infection. 
That trauma is a factor in these leg -ulcer cases is shown 
by the fact that numerous incisions made for biopsy of 
sclerotic tissue before treatment have become the site of 
ulcers indistinguishable from those for which the patient 
sought treatment. We have had similar experience in a 
biopsy wound of the wrist through a plaque of morphea 
showing neither infection nor circulatory change. 
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After-treatment.—In all these cases of degenerative 
collagenoses where apparent cure has been obtained with 
vitamin-E complex further treatment is needed to retain 
the patient’s health. .The normal intake of vitamin E 
in food is about 15-30 mg. daily. Therefore patients 
with these degenerative states cannot acquire, assimilate, 
or utilise to advantage vitamin-E complex in the daily 
food intake. It may therefore be necessary to give 
large amounts of the concentrated product. Perhaps 
in-large doses vitamin-E complex exerts an antioxidant 
action, whereas in normal amounts it does not. More 


knowledge will be gained about requirements for preven- 


tion in individual cases. However, it is suggested that 
for a long. time various amounts of crude wheat germ 
which has not been defatted should be added daily to 
the diet. 

The skin is perhaps one of the largest and one of the 
most underestimated organs of the body. It is the most 


accessible and the most easily observed, and the patho- 


logical changes are but a mirror of those which may 
affect many organs. Further, the highest normal 
concentrations of vitamin E appear in the spleen, lungs, 
and muscle of the heart (Hickman and Harris 1946). 
Numerous reports have already appeared about its value 
in various diseases. 
complex in many other degenerative diseases may 
therefore be justified. 


I am grateful to Abbott Laboratories for liberal amounts of 
vitamin E, and to British Drug Houses for further supplies. 
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OCCUPATIONAL ANEURYSM OF THE 
PALMAR ARCH 
REPORT OF A CASE | 
D. W. SHORT 


: M.B., B.Sc. Glasg., F.R.C.S.E. 


-~ ASSISTANT IN THE ORTHOPÆDIO DEPARTMENT, GLASGOW 
ROYAL INFIRMARY 


ANEURYSMS of the palmar arteries are usually trau- 
matic. Most are false aneurysms which have developed 
after a penetrating wound of the palm, the term “‘ false ” 
being reserved for cases where no part of the aneurysm 
sac is derived from the parent wall. True aneurysms are 
rare. Middleton (1933) collected 16 reported cases of 
true palmar aneurysm. Of these, 14 were associated 
with trauma, and 2 ‘were regarded as having developed 
spontaneously. Middleton subdivided the traumatic 
true aneurysms into two classes: (1) acute, where the 
aneurysm followed a single definite contusion; and 
(2) chronic or occupational, where the condition followed 
repeated minor injuries. Of Middleton’s collected cases, 
6 were examples of occupational true aneurysm, and he 
contributed 2 more of his own. I have found accounts 
of 2 other cases, and report here 1 of my own. 


Michans et al. (1936) reported one in an old woman of 68 
and attributed it to the use of a rolling-pin. A tumour had 
been present in the hypothenar eminence for 2!/, years, and it 
had gradually swollen until, at the time of examination, it 
was about 2 in. in diameter. It was soft and reducible and had 
a palpable but not visible pulsation, and on auscultation over 
the swelling a systolic murmur of medium intensity was heard. 

Gee (1945) described another case in a soldier, who had a 
tender swelling in the left hypothenar eminence, which had 


appeared 3 months previously when he had had to man the. 


# 
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pumps intermittently for nearly 4 days. The lump had 
gradually enlarged and become more tender. It was a tense 
cystic swelling, 1 in. long by ?/, in. wide. Expansile pulsation 
could be felt, but there was no audible bruit. 


In neither of these cases was there any neurological 
or vascular disturbance of the hand. | 


| CASE-RECORD 


A marine engineer, aged 28, came to the orthopzedic depart- 
ment complaining of a tender lump irt his right palm of 6-7. 
weeks’ duration. . 

He had served in the Merchant Navy for about 5 years. 
About 9 months previously he had been transferred to a ship 
with a stiff reversing lever, which he shifted by hammering 
with the “‘ heel ”’ of his right hand. After doing this for about’ 
2 months, he had begun to have a continual bruised feeling: 
at the base of the thumb, and he had noted increasing tender- 
ness over this area, and a swelling which appeared to become 
larger. 

On examination there was an almond-shaped tumour about 
an inch long at the base of the hypothenar eminence and just 
distal to the pisiform bone. It seemed to be deep to the 
palmar fascia and was not attached to the overlying struc- 
tures. It was not mobile or pulsatile and felt like a cyst. 
There was _ no impairment of movement of wrist or fingers 
or any other abnormality. The Wassermann reaction was 
negative. 

Operation.—The swelling was explored after a tourniquet 
had been applied. It was found to be a saccular aneurysm 
arising from the superficial palmar arch immediately distal 
to the deep branch of the ulnar artery. It was not adherent to 
the surrounding tissues, and the adjacent ulnar nerve appeared 
healthy. The artery was ligated proximal and distal to the 
aneurysm, and the sac was excised. The saccular dilatation 
arose from the superficial aspect of the artery. It was about 
three-quarters of an inch long, with a thin smooth bluish 
wall, and was filled with firmly adherent thrombus. 
` Pathological report (Dr. R. I. Shaw Dunn).—“ Am 
aneurysmal sac measuring 8 x 6 x 5 mm. is present and 
it contains laminated thrombus. The wall of the sac is thin 
and partly atrophic, with small deposits of altered blood in its 
substance. Reactive changes are seen, with organisation of 
the periphery of the thrombus.” | 

Progress was uneventful, and the patient returned to work 
a month. later. 


DISCUSSION 


Traumatic true aneurysms in the palm are very 
uncommon. Though they have occasionally arisen from 
various parts of the superficial and, more rarely, the 
deep palmar arches, most of them are associated with 
the ulnar artery and are found deep to the inner border 
of the hypothenar eminence. 

The clinical diagnosis may be difficult, especially 
when, because of their site and because the aneurysmal 


` sac is filled with organising thrombus, no pulsation is 


detectable. Bradley (1945) described an acute true 
aneurysm in which no pulsation was felt, and in his 
view this is often so. Wapshaw (1936) suggested that a 
preliminary aspiration might be useful in diagnosis. 
Gee (1945), in his case, made two unsuccessful attempts 
to aspirate blood, and subsequently at operation found 
that the needles had entered the sac of the aneurysm 
but 1t was completely occluded by organising clot. 

The first symptoms have often been a persistent. 
bruised feeling, with a tender swelling appearing later. 
Sensory disturbances are sometimes prominent; but, 
in view of the close proximity of the ulnar nerve, it is 
interesting that such symptoms are so frequently absent. 
Neurological signs are more commonly present in false 
aneurysms, but here, in some cases at least, the neuro- 
logical upset is probably due to the original injury rather 
than to the aneurysm. 


SUMMARY 
A ease of true occupational aneurysm of the superficial 
palmar arch is reported. | 
The term ‘occupational’? is reserved for those 
aneurysms attributed to repeated minor injuries—in 


— 
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this case the practice of hammering a stiff lever with the 
palm of the hand. 

The first symptom was a persistent bruised feeling, 
which was first noted about two months after the 
patient had started this practice, and the swelling was 
noted four months later. 

The operative findings and sibsequsii progress are 
described. 

This is a rare condition, and only 10 other published 
_ cases were found. 


I wish to thank Mr. J. Patrick, surgeon-in-charge, ortho- 
pædic department, Glasgow Royal Infirmary, for permission 
to publish this case; Dr. R. I. Shaw Dunn for his report on 
the pathological specimen ; and Prof. J. W. S. Blacklock, of 
the department of pathology, Glasgow Royal Infirmary, "for 
permission to publish this report. 
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ASSOCIATED ECTOPIC ANUS AND UTERUS 
DIDELPHYS 


REPORT OF A CASE 


A. J. UNDERWOOD-WHITNEY 
7 M.B. Camb. | 
HOUSE-SURGEON, WESTMINSTER HOSPITAL 


A GIRL first attended Westminster Hospital in 1934 at 
the age of 18 months. At birth her anus had been 
found to be in the fourchette. ‘This opening had proved 
madequate, and. an inguinal colostomy had been 
performed at the age of 4 months. 


The ectopic anus barely admitted a lead pencil ; it was 
not dilatable, and there was no sign of a sphincter. The skin 
of the natal cleft at the normal site for an anus contracted 
on stimulation, suggesting that the sphincter was present in 
the normal position. The anus and anal canal were therefore 
dissected free and transferred to the normal position, to open 
through a well-defined mass of muscle-fibres lying just under 
the skin. No abnormality of the vagina was noted at this 
time. The new anus was kept dilated at regular intervals for 
some months, and after two years the colostomy was closed, 
the child then being 34 years old. The new anus worked 
very well, and after a year or two the patient was lost sight of. 

The patient reappeared at the age of 13 years in September, 
1945, at the outpatient department at Westminster Hospital. 
The presenting symptom waa an offensive vaginal discharge 
noted fourteen days after her first menstrual period two 
months previously and continuous since then. 

The previous operation appeared satisfactory ; the anus 
was lax, but there was an active anal reflex. The mother 
said that control was normal. There was a profuse offensive 
vaginal discharge, the exact origin of which could not be seen. 

In December, 1945, the patient was admitted to hospital 
for investigation. Examination under anesthesia revealed 
that the discharge was coming through a small sinus high up 
in the right lateral fornix, and that pressure on the right 
lateral wall of the vagina, ‘which was bulging medially, pro- 
duced a profuse brownish discharge, suggesting that the sinus 
~ led into a cavity lying beside the vagina. 
uterus appeared to be small, but otherwise normal. After a 
radio-opaque fluid had been injected through the sinus, 
radiography showed a cavity lying to the right of the vagina 
and extending from level of the vaginal vault to that of 
the vulva. This was thought to be probably a dermoid 
cyst associated with the congenital malformation of the 
proctodzum. 

An attempt was made to remove this cyst by dissection 
through the perineum. Owing to great difficulty in dis- 
secting the cyst from the vaginal wall, however, the incision, 
which was made along the line of junction of the right labium 
‘minor with the right vaginal wall, was carried through into 
the cyst, and the extent of the cyst was explored. The cyst 
contained a large quantity of foul-smelling grumous fluid with 
numerous small crystals of cholesterin. After this had all 


The cervix and- 


ae 


escaped, a speculum was passed into the cavity, and a small 

cervix was seen protruding into the vault. In fact there was | 
a uterus didelphys, with a septate vagina, the right labium 

minus meeting the septum and not the right lateral wall of 

the’ vagina. Hence a unilateral hematocolpos had resulted 

which was slowly discharging through the small sinus con- 

necting the two halves of the vagina at their upper ends. As 
much as possible of the septum in the vagina was removed, 

and the right labium minor was joined to the right lateral 

wall of the vagina. 


Postoperatively the patient made an uninterrupted 
recovery. When seen as an outpatient two months 
later she had still a slight discharge vaginally, but it 
was no longer offensive. 


I wish to thank Mr. G. T. Mullally for his helpfal criticism 
and permission to publish this report. | 


PYLORIC OBSTRUCTION WITH TETANY 
AND COMA 
REPORT OF A CASE 


H. GORDON UNGLEY 
V.R.D., M.D. Durh., F.R.C.S. 


{ 


HONORARY SURGEON, ROYAL WATERLOO HOSPITAL, LONDON; 


LATE SPECIALIST IN SURGERY, ROYAL NAVY Sa 


THE case reported here presented problems of diagnosis 
largely as a result of the absence of a history at the time 
of admission. 

A naval shipwright, aged 42, was admitted at 2.30 P.m.on 
May 24, 1942, with 3 days’ history of constipation. He 
denied any other symptoms and would not give further 
information in response to leading questions. 

It was only revealed during his convalescence that he had 
deliberately concealed a long history of indigestion and had 
instructed his wife to do the same, through fear of losing his 
job. 

On admission : temperature 96°4°F,, pulse-rate 61 per min. 
Grossly emaciated, with sunken cheeks and hollow eyes 
betokening severe dehydration. Rectum empty; a simple 
enema gave no result. Abdomen retracted, but.no mass or 
abnormality detected. 

May 25: general condition had deteriorated. At 9 a.m. 
another enema was given, with poor fecal result. At 11 a.m. 
patient vomited a few ounces of black fluid. Hiccuping 
started. Patient was now only semiconscious, and twitchings 
in the limbs were noted. At 1 P.m. he was unconscious and a 
convulsion started. No focal point evident. A tonic spasm, 
with inhibition of respiration, was followed by a period of 
relaxation and stertorous breathing. On examination after 
seizure, no abnormality in reflexes, tone, or muscular power 
was demonstrable. Fundi normal ; pupils reacted to light 
and accommodation. Blood-pressure 108/67 mm. Hg, pulse- 


i 


r 


‘ rate 60 per min. Urine contained albumin but no other 


abnormality. 

Blood-count: red cells 5,160,000 per c.mm., Hb (Sahli) 
110%, colour-index 1:06; white cells 14,200 per c.mm. 
(polymorphs 75%, lymphocytes 11%, large mononuclears 
13%, eosinophils 1%). Blood-urea 124 mg. per 100 ml 

Cerebrospinal fluid : 3 ml. of clear fluid ; cells 2 per c.mm., 
most being lymphocytes; protein 70 mg. per 100 ml. ; 
globulin normal. 

Differential diagnosis made by physician in charge: 
(1) secondary deposits in brain from carcinoma of stomach ; 
and (2) uremic convulsions associated with alkalosis of 
unknown cause. 

May 26: patient still unconscious, with periods of semi- 
consciousness. His condition being grave, surgical opinion 
was sought. Now showed advanced emaciation and dehydra- 
tion; abdomen board-like all over; respiration ,entirely 
thoracic ; liver dullness appreciably diminished ; soft fæces 
in rectum ; bladder slightly distended ; no abnormality found 
in rectum or pelvis. It was decided that immediate laparo- 
tomy offered the only hope of saving the patients life; and 
generalised peritonitis was tentatively diagnosed. The fits, 
hemoconcentration, and high blood-urea level remained 
unexplained. 

Urine just before operation:. sp. gr. 1014; 
neutral; a cloud of albumin; no sugar; many 
and some epithelial cells and red cells; no casts. 
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Intravenous drip infusion of saline and glucose was set up 
as soon as the decision to operate had been made. 


Operation (May 26)—A midline upper abdominal 
laparotomy was performed under local infiltration ansesthesia 
with 1 in 1000 ‘ Nupercaine’ assisted by gas-and-oxygén 
inhalation and a trace of ether. There was no free fluid or 
peritonitis ; stomach'enormously hypertrophied and moder- 
ately distended ; duodenum beyond pyloroduodenal junction 
collapsed and shrunken to a diameter of */, in. Clearly an 
advanced stenosis from duodenal ulceration was present. 
Radial streaks of white were seen in mesentery of upper 
jejunum, looking like fine pieces of string lying in subperitoneal 
tissue. Stomach was emptied of thick foul black fluid with 
stomach-tube passed by anesthetist. Gastrojejunostomy 
was rapidly performed. During operation patient stopped 
breathing several times and required artificial respiration. 
After operation patient was kept on operating-table 11/, hours 
before it was considered advisable to move him.to his bed. 

In the theatre and later in the ward the following ancillary” 
treatment was given: (1) intravenous infusion of isotonic 
glucose and saline, which had been set up before operation, 
was continued postoperatively for 24 hours; (2) inhalation 
of oxygen and carbon dioxide was continued for 6 hours 
after the anesthesia had ceased; (3) stomach-tube was left 
in for 24 hours ; and (4) foot of bed was raised so that bed was 
at an angle of 15° from horizontal. 


Postoperative progress. —Patient regained consciousness at, 
10 a.m.—i.e., 22 hours after the operation. Memory had been 
much affected by the illness: he said he had a hazy recollec- 
tion of some events on May 22, but that nothing remained in 
his mind from that date until the morning after the operation. 
He was told by his wife that he had made morning tea on 
May 23, but he had no recollection of this. This five-day 
amnesia remained permanently. 

Intravenous fluids, including hypertonic saline to raise the 
blood-chlorides, were stopped at 2.30 P.M. on May 27 after 

5 pints had been 
given. Watery 
drinks by 
mouth were 
tolerated well. 
May 28: 
milky drinks 
were started 
on this day 
and were much 
appreciated 
by the patient; 
end 10 ml. of 
710% calcium 
gluconate was 
given intra- 
venously. He 
slept almost 
the whole day 
o except for his 
24 49 4 feeds, which 
MAY JUNE JULY AUG. did not disturb 
Fig. l=Chart showing albumin in the urine and 
fail in blood-urea level after operation. 


OPERATION 


ALBUMIN 
IN URINE 


8LO0D-UREA mg. per 100 ml. 


went instantly 
to sleep after 
each one. 

Subsequent progress. —Apart from a few bouts of hiccup 
in the next few days, the patient continued to make excellent 
progress. On June | he was still very languid but was taking 
food and drinks well. Convalescence proceeded uneventfully, 
and he was allowed up in a chair on June 17—i.e., 22 days 
after operation. On July 4 he was sent on sick leave for 
28 days. 

On his return to hospital on Aug. 1 he was almost unrecog- 
nisable—he looked so fat and well. He had gained 11/, stone 
and could now take a good mixed diet without discomfort, 
provided that the meals were small. 

The patient was last seen in November, 1947, when he said 
he had remained in good health and was enjoying a mixed 
diet. He could eat fish and various meats and vegetables, 
but pain and flatulence were caused by the following articles 
of diet : tinned food (such as sardines, herrings, and baked 
beans); fish and meat pastes; sausages, pork, and any 
meat made up with seasoning, as in vienna steaks; curries 
and meat soups; cauliflower, brussels sprouts, and onions; 
and certain fried foods. 
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him, because he 
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| Figs. 1 and 2 show the changes in the blood-urea, albumin- 
uria, and urine chlorides during the postoperative period. 


The findings at operation made it clear that the 
emaciation, dehydration and thirst were explained by 
pyloric stenosis. The generalised abdominal rigidity, 
fits, cramps, and loss of consciousness were associated 


with the alkalosis and the consequent tetany. 


ADDITIONAL INFORMATION 


The s following details of the preoperative state and the 
history of prolonged gastric symptoms were only obtained 
from the 


patient and 20:0 
his wife in ^< 
the period X175 
of convales- N 
cence. This xı !50 
information & _. 
had been so > 
withheld on v yop À 
admission & x 
for the Q 7-5 Ñ 
reasons 3 8 
already Š. 50 | 
stated above. N 
In 1937 the & 25 
E A tooo S 
of  ndigest- 9 2637 21 4 
pas ees aly MAY JUNE JULY AUG. 
none epigastric Fig. 2—Chart showing rise in excretion of chlorides 


pain relieved 
by MacLean’s : 
powder in a few days. Patient remained well until May, 
1940, when he went to bed for five days because of stomach 
pain and thereafter returned to duty and was on a diet for 
four weeks with complete relief. 

In August, 1940, symptoms recurred, and patient was 
under treatment intermittently from this time until his 
operation in May, 1942. 

In July, 1941, he began to vomit, and in August, 1941, he 
was usually bringing up a pint or two of vomit about every 
third day, with considerable relief to the epigastric pain, 
which was now very frequent and usually occurring about 
1}/, hours after food. Some relief was obtained with 
magnesium trisilicate. 

In November, 1941, the vomiting was more severe and, as 
the months passed, ‘became a more and more prominent 
feature of the illness. At this time the patient was taking 
sodium bicarbonate to relieve his symptoms. Later he used 
MacLean’s powder in doses of 1 or 2 drachms each day and 
obtained some relief. 

Patient took a very intelligent interest in his condition 
and began to doubt if he could much longer conceal his true 
state of health. He made a daily record of vomiting. 


in urine. 


1941 
November 11-30 Vomited 10 out of 19 days 
December os Ss S 17 5 31 p 
1942 : í 
January Pr 4 j 21 i 31 ,, 
raai n 2l =SCy; 28 Cy, 
March . 3 21 p 31 s,, 


April ee W y D ” 23 as 30° 99 


In April, 1942, patient was vomiting two or three times a 
day on most days and often in the night too. It is not 
surprising that he complained of cramps in April, the first 
occasion when this symptom was present. The cramps 
appeared in the calves, feet, and toes. They never occurred 
in the day but only in bed and often wakened him from sleep. 
In May, 1942, the vomiting was even more severe and after 
every meal and consisted of several pints of acid fluid mingled 
with semi-digested foodstuffs. 

Cramps were now experienced in the hands as well as in 
the fees. Patient was, at this stage, much emaciated and 
dyspneeic on the slightest exertion. 

On May 17, 1942, he made this note in his diary : “ Vomiting 
occurs after breakfast and after lunch, but in the afternoon 
and evening and during the night nothing at all can be kept 


i 
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down but is rejected within half an hour of ingestion.” Thirst 
was now a severe symptom. - 


During the week preceding admission patient noted that 


the amount of urine was getting very small, and he learnt 
from his wife afterwards that from 9'a.m. on May 23 to his 
admission on May 24 he did not pass any urine at all. He 
was admitted in a deplorable state, a mere skeleton, emaciated 


' and dehydrated so that bony prominences looked like 


perforating the thin parchment-like skin. 
“ COMMENTS 


The semiconsciousness associated with a seizure and 


albuminuria raised the question of uremia. On the other 
hand, the generalised board-like rigidity (which resulted 
from the muscular spasm of tetany) and diminished 
liver dullness (probably from dilatation of the stomach) 
gave rise to a preoperative diagnosis of generalised 
| peritonitis. 

The reason for secrecy and avoidance of treatment 
lay in the ‘fact that the patient expected to lose his job 


out until alkalosis, tetany, a 


if he went sick with “‘ gastric trouble ”?” again. He held 
and coma overcame him.. 

After operation a fractional test-meal showed the 
presence of hydrochloric acid in the stomach, and it is 
evident that the alkalotic tetany resulted both from 
the loss of hydrochloric acid and the ingestion of large 
amounts of alkaline stomach powders (see above). 
Under war-time conditions it was unfortunately impos- 
sible to make full biochemical investigations before 
operation. . 

SUMMARY . 


A case of advanced pyloric stenosis is described in 
which persistent and severe vomiting brought about 
alkalosis, tetany, and coma. The patient completely 


recovered after operation. 


I wish to thank Surgeon Vice-Admiral H. C. Colson, 
0.B., C.B.E., D.P.H., Medical Director-General, Royal Navy, for 
permission to publish this case. 


Reviews of Books ‘< 


Lectures on the Liver and its Diseases 
H. P. HIMSWORTH, M.D., F.R.C.P., professor of medicine in 
the University of London, and director of the medical 
unit, University College Hospital, London. Oxford: 
Blackwell Scientific Publications. 1948. Pp. 204. 
18s. 6d. 


Professor Himsworth begins by reviewing the types 
of liver damage produced in animals by dietary means, 
by poisons, and by interference with the circulation. 
Of particular interest is the importance he attaches to 
local vascular factors in determining the distribution 
and extent of hepatic lesions. His cardinal point is 
that the pathological sequence of events depends not so 
much on the nature of the causative agent as on the 
anatomical form of the initial injury. 

This concept he then applies to .the classification and 
interpretation of human liver disease. Here the question 
arises whether dietary deficiency can cause liver injury 
in man as it does in animals. Professor Himsworth 
believes that it cam: he suggests that the fatty liver of 
alcoholism and the hepatic necroses of pregnancy are 
both essentially effects of malnutrition, and he cites the 
observations of Trowell, the Gillmans, and others in the 
tropics to show that in malnourished populations a human 
parallel can be found to each of the types of liver injury 
that have been produced experimentally by diet. On 
such evidence he proposes a broad etiological classifica- 
tion of human liver disease into two groups—toxipathic 
and trophopathic hepatitis. The distinction is systematic 
rather than practical, and may be premature, but it 
will have served its purpose if it draws the attention of the 
general reader to a possibly unfamiliar field. The 
investigations in Africa undoubtedly have a significance 
far beyond the sphere of purely tropical disease, and 
a Himsworth was one of the first to recognise 

S 

The last chapters are soncem with the symptomato- 
logy of hepatic failure, and the clinical course of the 
syndromes whose pathology has been described. This 
is more familiar ground, but most readers will find 
something to learn. 

The- book has many omissions; but it is a series of 
lectures, not a textbook. In these days it takes courage, 
in a work of this kind, to dispense with a recapitulation 
of physiology and biochemistry, and to devote only 
a single page to laboratory tests and aids. Such a treat- 
ment inevitably produces an effect of onesidedness, but 
it has the advantage of throwing into clear relief the 
author’s own line of thought. At times too little attention 
seems to have been given to the work of others—for 
instance of Sebrell and his colleagues, and of Bollman. 
In places, too, the argument is finely drawn and over- 
ingenious. But Professor Himsworth does not claim to 
do more than put forward tentative hypotheses, which, 
he says, must be submitted to repeated and rigorous 
criticism. Taken in this sober spirit, the book is a valu- 
able contribution to medical science. It is also, in a 
sense, a work of art, for it shows an unusual blending 


and harmony of the intellectual approach of the bedside 
with that of the laboratory. - 


Modern Trends in Ophthalmology 


Vol. uo. Editor: ARNOLD SorsBy. London: 
worth. 1948. Pp. 600. 63s.. 


IN order to give a true picture of the direction in which 
ophthalmologists are working, the editor of this popular 
book, now in its second edition, has rightly cast-his net 
wide: of the 44 contributors 27 are from outside the 
British Isles, and he has even succeeded in enlisting the 
cooperation of Moscow. Among so many contributors of 
international repute it is hard to pick and choose, but it 
is pleasant to see recognition of the work of Ragnar 
Granit on the electrophysiology of the retina, and. of 


Butter- 


Stina Bjork on hypertensive retinopathy, both contri- 


butions coming from Sweden. A summary of his work on 
gonioscopy is given by Troncosa of Columbia University, 
and this is of special interest now that the use of the 
gonioscope has come to be recognised as an essential 
diagnostic procedure in glaucoma. Arruga, one of the 

world’s authorities on retinal detachment, gives his 
latest views on this subject, and Waardenburg ‘contributes 
a chapter on inheritance in ophthalmology. Professor 
Sorsby himself writes on several issues—-X-ray measure- 
ment of the diameters of the living eye, virus infections, 
penicillin, and the use of amniotic membrane i in eye burns. 
The book is outstanding. 


Sulfonamides and Allied Compounds . 
ErMoRE H. NORTHEY, PH.D., administrative direcion 
Stamford Research Laboratories, American Cyanamid 
Co., Connecticut. New York: Reinhold Publishing . 
OT acai London : J. & A. Churchill. 1948. Pp. 660. 
5s 


THIS is one of the Chemical Monographs in the well- 
known series produced under the auspices of the American 
Chemical Society. It attempts to cover tbe -chemical 
side of the sulphonamide group and also to provide 
pharmacologists and clinicians with data concerning 
chemotherapeutic activity, as well as references to other 
important information on properties. Some idea of its 
scope can be gauged from the fact that it contains 2668 
references, of which 599 are to chemical literature. 

The chemical aspect, indeed, occupies most of the 
book. After a succinct and accurate historical intro- 
duction, in which justice is done to British and French. 
workers, the pharmacology and toxicology of the sul- 
phonamides are well described, and there are interesting 
accounts of the theories of ‘the mechanism of action 
and of drug-resistance. The clinical section, occupying 
some 60 pages, is largely an uncritical review of published 
papers ; but, as Dr. Northey says, “ it is necessary that 
Ahose who are engaged in the long experimental approach 
of launching a new drug have some knowledge of the 
criteria on which the fruits of their labours will be 
judged.” He has provided the most complete existing 
survey of the literature of the sulphonamide drugs, and 
has enabled any chemist who is ambitious to synthesise 
a new sulphonamide to see at a glance What ground “has 
already been covered. 
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In ‘ Carbrital ’ Capsules the rapid, but relatively brief, hypnotic action 

of soluble pentobarbitone is combined with the prolonged sedative 
: effect of carbromal, and in insomnia ‘ Carbrital’ produces slumber 
simulating natural undisturbed sleep of adequate depth and duration, 
and patients awaken refreshed and alert. | 
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‘ Carbritał ’ is also indicated as a general sedative in neurasthenia etc. ; 
E . for pre-operative sedation ; in obstetrical practice ; and routinely in 
minor operations. 


Each ‘ Carbrital * Capsule contains 14 grains of soluble pentobarbitone 
and 4 grains of carbromal. 
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Í. the treatment of the severe crises of Addison’s disease, the adminis- 
tration of a natural extract containing the total active principles of the 
adrenal cortex is essential for maximum therapeutic effect. 


Eucortone is a natural extract of adrenal cortex biologically standardized 
on adrenalectomized animals. It supplies the factors necessary in Addison's 
disease for the restoration of the metabolic processes. 

Eucortone has been used with advantage in a number of other conditions, 
including hyperemesis gravidarum, the’ meningococcal-adrenal syndrome, 
infantile marasmus, and toxemia from severe burns. | 


In rubber-capped bottles of 10 c.c., 30/- 
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A Compromise ? 


CoNSULTANTS and specialists must have a central 
body to represent their interests in the National 
Health Service; and three proposalg have been made 
to this end.! The first is that a new and independent 
organisation should be formed by direct election of 
representatives to regional committees which in turn 
would elect a central council with its own secretariat. 
Such an organisation would have to start from scratch, 
and there is at present no sign of the determination 
needed to overcome this handicap. The second and 
more realistic proposal is that the representation of 
specialists; as of general practitioners, should be 
entrusted to the British Medical Association. But this 
too has its difficulties. Possessing their own ancient 
institutions, specialists have not in general been in 
the habit of looking to the B.M.A. for guidance, and 
by no means all of them share its confidence in the 
leadership it offers. They note that, though they are 
now accorded “autonomy ” within the association, 
the presentation of their views may ultimately depend 
on the approval of a council on which the general 
practitioner, by right of numbers, will always have 
the chief voice. One of the weaknesses of the B.M.A. 
has been that its representatives derive their authority 
from local meetings which are often poorly attended ; 
and in this case a further distorting factor will be 
introduced if a large proportion of the heads to be 
counted are those of part-time specialists. The 


. dilution of specialist labour which the National 


Health Service makes necessary should not be allowed 
to lead to a lowering of standards, of which the 
colleges have long been the guardians; and there is 
a real risk that it might do so. With all this in mind, 
many feel that, despite improvements, the B.M.A.’s 
consultants’ and specialists’ committee remains con- 
stitutionally unsuited to perform some of the functions 
it seeks to assume. Its lack of professional weight 
serves indeed to display certain contrasting advantages 
in the third proposal, under which the affairs of 
specialists would be entrusted to a central council of 
tripartite composition, drawing its representatives 
partly from the colleges, partly from the- specialist 
associations, and partly from the regions. Ideally 
arranged, this would give the specialist three forms 
of representation—first through his college, secondly 
through his technical association, and thirdly through 
his region (perhaps on a postal vote). The resultant 
body would command the more respect, both inside 
and outside the profession, in that it could speak 
with these three kinds of authority. The serious 
fault of the pilot model set up on June 14 was 
that the confusing situation prevented full representa- 
tion from the regions. 

As will be seen from the announcement on p. 239, 
& compromise is now suggested by which a compara- 


1. See Lancet, 1948, i, 991. 


’ tively small committee “to advise the Minister of 


Health on all matters concerning consultants and 
specialists ’’ would be established jointly by the Royal 
Colleges, the Royal Scottish Corporations, and the 
British Medical Association. The B.M.A.’s committee, 
and the colleges’ committee, would both remain in 
existence ‘‘to brief the joint committee,” and the . 
joint committee would allocate, as soon as practicable, 
fields in which its constituent bodies were ‘“‘free to - 
take independent action and to deal with govern- 
mental bodies direct.” Actually, the different aspects 
of consultant and specialist work are so closely con- 
nected that it is not easy to see how the functions of 
the two “ briefing ’’ committees could be separated 
without giving one or other the lion’s share. But if 
under Sir LioneL WHItTBY’s chairmanship a reasonable 
and fair division of labour can somehow be achieved, 
the compromise will be welcome. We have to ensure 
equally that the best traditions of consultant practice 
are preserved and that every specialist is represented 
and helped in the manner he would prefer. 


Food and the Liver 


In animals experimental deficient diets have pro- 
duced two distinct types of hepatic lesion—namely, 
fatty infiltration and massive necrosis.12 Fatty infil- 
tration, if sufficiently severe and long-continued, 
gradually develops into a diffuse fibrosis resembling 
Laennec’s cirrhosis ; massive necrosis, if not quickly 
fatal, tends to heal with nodular hyperplasia and. 
scaring.” 

There is fairly general. agreement that the nutri- 
tional defect responsible for the fatty infiltration is 
lack of choline, or of substances containing labile 
methyl groups which the body can utilise for choline 
synthesis ; but the mechanism by which fatty infiltra- 
tion leads to cirrhosis remains more doubtful. There 
is, however, some evidence that the integrity of the | 
liver cells, as of other cells, depends on a balance 
between their metabolic demand and their nutritional 
supply. Thus MoIver and: WINTER ê have shown 
that a degree of anoxia which is well withstood by 
normal rats will produce centrilobular zonal necrosis 
in rats whose metabolic rate has been raised by 
injections of thyroxine. Similarly, a dose of thyroxine 
which by itself causes no demonstrable hepatic injury 
will greatly enhance the toxicity of carbon tetra- 
chloride,‘ a drug whose hepatotoxic action has lately” 
been ascribed to the reduction in the. intralobular 
circulation that follows its administration. A similar 
impairment of the intralobular circulation is seen in 
fatty livers, as a result of sinusoidal compression by 
the fat-laden liver cells, 7 and HimswortH and 
GLYNN ? suggest that this leads to malnourishment of 
the centrilobular cells, which therefore undergo 
atrophy followed by fibrous replacement and conse- 
quent cirrhosis. Hypothyroidism, induced either 
surgically or chemically, lowers the metabolic activity 
of the liver cells, thereby enabling them to survive an 

1. Györgi, P P., Goldblatt, H. J. exp. Med. 1939, .70, 185 ; 


; Himiworth, H. P., Glynn, L. E. Clin. Sci. 1944, 
; MES. M. A., Winter, M. A. Arch. Surg., Oeo, 1943, 


i Molver, M. A. Proc. Soc. exp. Biol., N.Y. 1940, 45, 201. 
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POPULATION PRESSURES 


otherwise lethal degree of circulatory insufficiency ; ` 


and, as HANDLER § has shown, hypothyroidism gives 
protection against fatty cirrhosis even though it 
increases the amount of fat in the liver. 

Opinion differs more widely about massive necrosis. 
By means of diets deficient in thio-amino-acids some 
workers produce. this condition consistently, others 
only occasionally, and others (using ostensibly the 
same technique) not at all. Variations in strain 
susceptibility, in the nature of the yeast and vitamin 
supplements, in the intestinal flora, and in climatic 
conditions are relevant factors, summarised by Rao °? 
and awaiting elucidation. The irregularity of: the 
results obtained in different experiments, and par- 
ticularly in different laboratories, strongly suggests 
that an infective agent is also playing an important 
part; but neither GĠGYÖRGI and GoLpBLatT! nor 
HimswortH and GLYNN? could find any evidence of 
such an agent, either by culture, animal passage, or 
epidemiological studies. One notable difference, how- 
ever, between diets which have caused necrosis and 
similar diets which have not done so is the 
presence in the latter of a supplement of vitamin E. 
Though Scowarz !® previously called attention to the 
value of tocopherol as a protective agent against 
hepatic injury, Gy6rcI" was the first to establish 
that massive necrosis cannot be produced dietetically 
in rats unless the diet is deficient in vitamin E. He 
thinks that “as a further nutritional factor the 
quality of dietary fat should probably be taken into 
. consideration.” 

+ In man, as in animals, it has been easier to demon- 
strate a relation between diet and fatty cirrhosis than 
‘between diet and massive necrosis. The work of 
TROWELL !? in Uganda,. the Gmrmans ! in South 
Africa, and WATERLOW 14 in the West Indies, and of 
many others, has drawn. attention to the remarkably 
high incidence of hepatic disease in badly nourished 
people in widely separate parts of the world; and, 
though parasitic infections are partly responsible for 


J 


this damage to the liver, the response to nutritional 


therapy leaves little doubt that nutritional deficiency 
is usually the major factor. Further suggestive evi- 
dence to this effect is given in our present issue by 
Professor FERNANDO and his colleagues in Ceylon, who 
recognise two types of cirrhosis—a “‘ toxic cirrhosis ” 
following acute or subacute massive necrosis, and a 
fine diffuse fibrosis, or Laennec’s cirrhosis, following 
fatty infiltration. A significantly high proportion of all 
their cirrhosis cases had subsisted for a year or more 
on a diet grossly deficient in protein, especially animal 
protein; but their data do not make it possible to 
relate the two types of cirrhosis to different types of 
diet. Since in nature a diet deficient in lipotropic 
factors is usually deficient in thio-amino-acids, and 
vice versa, it seems probable that in these patients 
the onset of massive necrosis is determined not by a 
specific dietary deficiency but by some extraneous 
factor such as an attack of infective hepatitis. It is 
clear, too, that in some malnourished populations, as 
. Handler, P. J. biol. Chom. 1948, 173, 295. | 

. Rao, M. V, R. Nature, Lond. 1948, 161, 446. 

. Schwarz, K. Hoppe-Seyl. Z. 1944, 281, 101 and 109. 
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in some animal experiments, the incidence of hepatic 
lesions is surprisingly low.1* 

Nevertheless, it would be a grave error to conclude - 
from this that nutritional factors are of little moment. 
In massive hepatic necrosis multiple nutritional 
factors are concerned, of which at least two have 
already been defined, and there can be little doubt 
that relative as well as absolute deficiency is of great 
importance. HimswortH and GLYNN,? for example, 
found that, whereas hepatic necrosis developed when 
the total daily intake of casein per rat fell below 
500 mg., it was not seen when the intake was further 
reduced below 200 mg. Similarly, a small supplement of 
milk given to rats maintained on a diet of mealy pap 


precipitates their death with extensive liver lesions 1° 


—a finding possibly connected with the growth- 


stimulating effects of small protein supplements, and 


the consequent diversion to other tissues of factors 
essential for normal liver metabolism. Though we 
cannot yet account for these apparently anomalous 
findings, it is already certain that the integrity of 
the liver depends very largely on nutrition. 


Population Pressures 


Tue threat of war and starvation in this tightly _ 
packed island led many speakers in a recent House 
of Lords debate to urge the imperial dispersion of 
our population. In so far as it would mean selective 
emigration of the young and the fit, this policy has 
obvious dangers, not only for this country but also 
for the whole British Commonwealth, whose 
strength partly depends on our maintaining in Britain 
a well-balanced working force not too much encum- 
bered by aged dependants. To this end we must 
achieve at least a balance between the death-rate 
and the number of children surviving to adulthood. 
Here the measure of success is the net reproduction- 
rate, which summarises the trend of movement as in 
a kaleidoscopic sequence: a net reproduction-rate of 
1:00 means that at prevailing birth and death rates, 
100 women will be replaced by 100 of their daughters 
surviving to child-bearing age in the next generation. 
Only from such data can any long-term demographic 
predictions be made; but we need no refined tech- 
niques to know the extent of the short-term problem 
of population structure. The numbers of new young 
entrants to industry available in 1950 has been 
already decided. by their births in 1934; except by 
migration, their numbers are unchangeable. The 
figures show that the age pyramid has in fact already 
become top-heavy, and it is evident that any precipi- 
tate removal of the young might, be disastrous. Our 
position is shared, of course, by many of the countries 
encompassed by Western’ Union. Two reports from 
the World Health Organisation, 1” which give details 
of the shifting balance of births and deaths in many 
countries, show that France’s situation, for example, 
is even more critical than ours, since she has already 
On the 
other hand the trend of her net reproduction-rate, 
which reached a nadir of 0°77 in 1941, has latterly 
been reversed, and there is hope that a balance 
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struck between deaths and replacements will put 
France into the low stationary phase, where, as in 
the United States, most of Western Europe, and 
the British Dominions, low birth-rates are matched 
by low death-rates to keep the population stable in 


numbers. 


Preoccupation with the immediate difficulties of 
Teplacement in Western Europe should not blind us 
to the broader picture of the movements and pressures 
of population in the world at large. BLACKER 28 
describes how, in the last thousand years, the small 


- European centre outstripped the rest of the world in 


technical achievement. Exploration and colonisation 
spread the European stock over the Americas, Africa, 
and the East: indeed in North America what 
Wooprow Wasoxn called the “swarming of the 
English” resulted in an eleven-fold increase in 
the population. A high birth-rate combined with 
falling death-rates to produce in both colonisers 
and subject peoples the early expansive phase of 
population growth. The checks and balances of 
epidemic and famine, operating as in modern China 
with its equally high birth and death rates and stable 
population, were obliterated by advances in agricul- 
tural and sanitary science. These effects persist among 
but a new 
demographic stage appeared in the centres from 
which these colonising influences came. Industrialisa- 
tion and urbanisation in the “ advanced ”’ countries 
of Western Europe were accompanied by closing of 
the gap between birth and death rates, and even, 
in the middle 1930s, by the stage of declining numbers. 


Areas of low fertility formed and grew steadily 
‘wider until, just before the second world war, the 


trend altered and an increase in the birth-rate set in. 
The late war certainly did not arrest this reversal, 


and most Western European countries now have’ 


higher hopes of demographic stability. In Eastern 
Europe, particularly in the Soviet Union and in J apan, 


there exists a different state—one of late expansion, 


where the death-rates are declining more quickly than 
the birth-rates and population increase continues. 


‘In the Mohammedan world, breeding to capacity 


continues but the high death-rates hamper numerical 
increase. Vital statistics in the Middle East, as in 
in India, 
for example, the village chowkidar is notoriously 
selective in recording births and deaths. Yet it seems 
clear that among the mixed blessings derived from a 
contact with Western civilisation has been a decrease 
in death-rates and a resultant expansion of the already 
teeming millions of South-East Asia. 

These facts raise questions of material and moral - 
importance. The pressure of population and the 
demand for Lebensraum has long been held to be a 
potential cause of war; and in war the position of 
the relatively infertile Western European appendage 
to the great land mass of Eurasia is unenviable. 
Again, the new food morality preached by Sir JoHN 
Boyp Orr, whereby each country receives a slice of 
world’s food cake in proportion to its human needs 
rather than to its economic purchasing-power, 
may have serious repercussions in this country. 
Even our present dietetic standards are princely 
compared with the bare subsistence of the Indian 


18. Blacker, C. P. Eugen. Rev. 1947, 39, 88. 


THE FIRST MONTH 


'(aucusr 7, 1948 223 


peasant, and any strict egalitarianism would, BLACKER 


suggests “ keep our wives and perhaps our daughters 


‘that, for many of them, surgeries 


standing in queues for many years to come.” But, 
as ORR would no doubt point out, we have defied 
Malthusian prophecies thus far, and the science of 
food production and distribution is still in its infancy. © 
Beyond a certain point too, demography ceases to 


be an exact science. Long-term population forecasts 


which (said Strowmayn) “are made with impunity only 
because no-one reads them ten years after they are 
published,” are often little better than educated 
guesses. All turns on the emancipation and education 
of women in countries where over-population may be 
the prelude to war. Through them, the contraceptive 
limitation of families may balance the death-diminish- 
ing powers of sanitary progress, and relieve both their 
own arduous lives and the pressing demands of too 
many hungry mouths. 


Annotations “i 


THE FIRST MONTH 


DocrTORS and patients have now had a whole month in 
which to sample the advantages, disadvantages, and 
shortcomings of the National Health Service. Most 
practitioners would agree, we believe, that the month 
has brought fewer changes than eu feared. It is true 
have been, unusually . 
heavy ; ; but some of the extra work will not have to be 
repeated. Patients uncertain of their rights, or how to 
obtain them, have come to ask questions, or to hand 
in forms. Others have waited for July 5 before presenting 


‘ themselves to have their eyes tested, or their minor 


~ 


retiring from general practice. 


operations arranged. Private patients who formerly 
had repeat prescriptions filled by pharmacists now come 
to have each prescription written on to the official form ; 

but in course of time this additional labour will be 
reducible by prescribing, in some of the cases, medicine 


of a type or quantity that will demand less frequent 


repetition. 
Administratively the ital stages pruceed steadily and 


with surprisingly few hitches. The final count of doctors 
joining the service will not be known until allowance 


can be made for those whose names. now appear on the 
lists of more than one executive council, and for those 
who. have joined the service to secure their right to 
compensation, but who for reasons of age or infirmity, 
or because they now intend to specialise, will soon be 
-Even now, however, it 
is safe to say that enough doctors have joined to provide 
in all areas an adequate service. The patients have not 
been backward in completing their application forms, 
and the number of patients on doctors’ lists is already 
said to approach 90% of the population. The cards 
have come in quitkly and many an executive council 
office has found it hard to keep pace with its inordinately 
heavy .daily intake. Some delay, is inevitable while 
patients’ cards are sorted, counted, and recorded, and 
one cannot éxpect the new record cards to arrive 
immediately after dispatch of the application forms. 
What is less excusable is that stocks of prescription and 
certificate forms received by executive councils before 
the appointed day have sometimes been insufficient to 
meet the practitioners’ needs, and that schemes are 
announced for opting out of superannuation, and for 
claiming compensation, before executive councils possess 
the memoranda and application forms that will enable 
practitioners to make their claims. 

The rapid enrolment of so high a proportion of the 
public has only too quickly revealed the uneven distri- 
bution of doctors. Reports from some under-doctored 
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areas tell of. doctors with lists already more than 
` saturated, while from others come reports of groups of 
doctors faced with unexpectedly small lists, and shrinking 
incomes, spontaneously approaching the newly formed 
Medical Practices Committee with requests that their 
particular area shall be declared over-doctored, and 
closed to the entry of further practitioners. Evidently 
the committee’s purpose, as well as its personnel, has 
been tacitly accepted, and it has quietly embarked on 
its tasks. It has delegated considerable power to the 
executive councils over such matters as the sanctioning 
of the employment of assistants, and the admission of 
new principals, only asking to be specifically consulted 
in æ short schedule of cases where permission might 
well need to be withheld. 

The local obstetric committees, too, have begun work 
in most areas. For the most part they are interpreting 
their mandate leniently, and refusing permission to few 
doctors who have signified their willingness to accept 
midwifery responsibilities. Allocation committees have 
so far had very few cases to deal with—surprisingly 
few when one considers the very large numbers of 
patients (over 18 million) who have sought to be freshly 
included in doctors’ lists in these few' short weeks. 
The fact that these cases have been so few goes far 
to show that the complaints of doctors refusing for all 
manner of reasons to accept certain patients, to which 
so much prominence has been given in the press and in 
Parliament, cannot concern more than a small minority 
of doctors. 

Patients have been confused. In particular, the 
simultaneous launching of a National Health Service, 
participation in which is optional, and a National 
Insurance scheme, compulsory under penalty for most 
families, has led to every permutation of misunderstand- 


ing. But it does now seem that the relatively high 


rate of weekly insurance contribution which has become 
payable has been the determining factor which has 
decided so many to enter so quickly. Conversely, a 
remarkably high proportion of elderly people have said 
that, as no direct weekly contribution is being asked of 
them, they feel it unfair to avail themselves of the 
benefits to which they are entitled. It is probable that 
many who so far have not signed cards will do so if in 
the ensuing months they need medical care. The fact 
that medicines cannot be supplied at the expense of 
the service to any but enrolled patients has brought 
many, and will continue to bring others, into the service. 
It will be surprising if the estimated 98% of acceptances 
_ in the first two years is not reached long before this term 
is up. 

July began with very unseasonable weather which did 
nothing to improve the health or the temper of the 
British public. The incidence of infectious illnesses, 
too, seemed somehow to linger on this year. and the 
load of measles, mumps, and chickenpox remained 
greater than usual. Nevertheless; we have got through the 
first month without undue disturbance, and the months 


that follow should allow the new service to get well into ` 


its stride before it has to bear the burdens of winter. 


A SCRUTINY OF MENTAL HEALTH PROBLEMS 


AGGRESSION, world citizenship, and guilt are the 
themes of the three international conferences embodied 
in the International Congress on Mental Health, to be 
held from Aug. 11 to 21 at the Central Hall, Westminster. 
For this congress, organised by the National Association 
for Mental Health at the request of the International 
Committees on Child Psychiatry and Mental Hygiene, 
and the International Federation for Medical Psycho- 
therapy, some 2000 delegates, drawn from nearly 


50 countries, have registered. About 900 delegates are- 4, Aschoff, J. Lancet, 1948, i, 4 


coming from abroad, and only Soviet Russia, among 
the great powers, has failed to send any. 


An unusual plan of preparation has been followed : 
for some months past nearly 300 groups of people, 
including psychiatrists, doctors, psychologists, social 
workers, clergy, lawyers, and others havé been at work 
in more than 20 countries examining questions which 
are to be considered at the congress. Reports of their 
investigations have been sent to the organising committee 
in London, where they have been edited for consideration 
by an international preparatory commission. This 
commission, composed of 30 leading people in the mental 
health field from various countries, will meet at Roffey 
Park, Sussex, for a fortnight before the opening of the 
congress, to read the reports and decide which aspects 
of them should be considered further at the congress. 

The main purpose of the three conferences is°to study 
group relations in the community, in industry, and 
between nations. It is, perhaps, from such studies that 
we shall at last achieve the ability to live at peace in a 
small and crowded world. 


GERMANY'S FOOD 


How much food are the Germans eating today ? This 
question has had the attention of many trained observers, 
but their answers are no more than conjectures since the 
scale of rations bears little relation to the amount of 
food consumed. Some months ago Dr. Aschoff,! a German 
nutritionist, told us that between last November. and 
February the rations might yield as little as 866-1135 
calories a day. But these figures take no account of 
unrationed food: or of rationed foods from the black 
market, which in Germany is many times more active 
than any we have known in Britain. By some this black 
market has been actually defended ; for the time being, 
it is argued, there is not enough productive work for 
the population, and the two or three days spent each 
week in foraging for supplies averts the trouble usually 
said to come from idle hands and brains. Nevertheless, 
there are ample reasons for not regarding such, a situation 
as satisfactory. Any black market is acutely competitive : 
without money to buy or goods to barter the customer 
goes without, and many city-dwellers are physically 
incapable of getting to the farms where the market 
chiefly thrives. Moreover, the effect on the German mind 
of the present slender official rations must also be con- 
sidered. Naturally the Germans are preoccupied with the 
rationing restrictions because of their comparative 
novelty and their severity; and naturally, too, as a 
defeated people, they seek to circumvent a system 
which may seem to be imposed by their conquerors. 
The danger now is that isolation, frustration, intro- 
version, and sélf-pity, reinforced by the meagreness of 
the official rations, by rumour, and by false propaganda, 
will establish a myth that the population was deliberately 
starved after the second world war. One example of this 
propaganda is to be found in German reports of gross 
increase in the incidence of tuberculosis—an increase not 
substantiated by competent outside observers.2 How 
rumour may take root is shown again in Dr. Wolff- 
Eisner’s recent book, of which an account is given on 
p. 228. His integrity in describing the conditions of 
starvation and neglect which he saw and suffered at 
Theresienstadt concentration camp is beyond dispute ; 
and no doubt he brings the same honest intention to 
bear on his later passages where he suggests that condi- 
tions in Germany today are not much better than in the 
camp. This contention, however, is supported only by. 
reference to the publications of other German doctors 
in which the possible effects of inadequate nutrition are 
described in general terms, and by rumours of conditions 
in Hamburg and Disseldorf. Unlike most Germans, 
Wolff-Eisner shows awareness of the post-war plight of 
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other countries—Greece, Yugoslavia, Italy, and Poland 
—and he reminds his readers of the Allied agreement that 
Germany should not be better fed than the Allied 
nations. Significantly, he adds that there is little oppor- 
tunity to read the truth about the present state of 
nutrition in Germany, and suggests that this is kept out 
of the papers in order to prevent public alarm.. 

In this light it seems doubly unfortunate that last 
October’s report by the Combined U.S.-British-French 
Nutrition Committee has not been made public. In 
reply to a question in the House of Commons, Mr. C. P. 
Mayhew,’ speaking for the Foreign Secretary, quoted 
this report as saying that nutrition of the urban popula- 


tion in the Western Zones had improved in the previous 


six months, that famine odema was very rare, and that 
the weight. of adults had not declined. Why were the 
Germans not told this? Similarly, the recent official 


report on the incidence of tuberculosis in the British 


Zone should receive the widest publicity. We trust that 
there will be no concealment of the findings of the 
bipartite nutrition survey committee which in April 
toured the British and American Zones. As Dr. Wolff- 
Eisner’s conclusion clearly shows, suppression of the 
facts makes the people think that there is something 
to hide. 


THE PAY OF A STUDENT NURSE 


On July 5, when nurses began to contribute some 
£18 a year to National Insurance, the payment received 
by 4 first-year student nurse fell from £55 a year to 
£37 4s. 8d., and hence to the monthly sum of just over 
£3. Those in the later years of training were a few 
shillings a month better off. A group of six or seven 
hundred nurses, drawn from St. Mary’s Hospital, Plaistow, 
Whipps Cross Hospital, the Prince of Wales’s Hospital, 
Tottenham, and other institutions threatened to resign 


on Aug. 1 unless their claims for higher pay were officially | 


considered. To help to allay their anxiety the Ministry 
of Health announced that a final recommendation of 
the Rushcliffe Committee—that student nurses should 
have an additional £15 a year—had been accepted and 


was to come into force forthwith; but this ill-timed - 


announcement of an already agreed plan was mistaken 
for a niggardly concession, and has merely roused the 
students further. For the rise still leaves them poorer 
by some £3 a year, though they will be now entitled 
to benefits which they could not previously command. 
On July 27, at a meeting convened by the Confederation 
of Health Service Employees, at Canning Town, student 
nurses called upon the Functional Council to 
proceed with negotiations for a £5 a week wage for 
them ; according to the Times of July 28 the meeting 
was attended by nurses from more than a dozen London 
hospitals. This seems to indicate a growing dissatisfac- 
tion, since at the original meeting, on July 22, the general 
feeling is reported to have been in favour of an increase 
of £50 a year. 

It is stimulating to find nurses—who usually seem too 
busy or too tired for polemics—taking an active line for 


once. Many will sympathise with their protest, especially | 
-since—in the best traditions of their profession—they 


are prepared to stay at work for a time after Aug. 1 
in order to give the hospitals a chance of getting new 
staff. Over a year ago a correspondent ¢ in our columns 
outlined the following budget. for a student nurse 
receiving £55 a year: £20 for essential clothing other 
than uniform (including underwear, stockings, shoes and 
shoe repairs, as well as outdoor clothes); £25 for 
expenses when off duty, including fares and modest 
entertainments ; and £5-£10 for insurance and super- 
annuation (as the cost ran then) ; leaving £5 for petty 


items such as cigarettes, tooth-paste, small repairs, 
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Christmas presents, hairdressing, and textbooks. This 
narrow budget has become even more stringent in the 
months which have passed since then: for example, 
clothing cannot be covered within the prescribed limit, 
especially as some items, such as shoes and stockings, 
are the nurse’s contribution to her uniform and suffer 
heavy wear; and shoes are now particularly costly. 
Even a light smoker pays heavily for the privilége ; fares 
have risen ; and almost all small expenses have increased. 
These items are hardly offset by the saving of £5-£10 for 
insurance and superannuation—now covered, of course, 
by the National Insurance contribution of £18. In 
short, to meet all their expenses student nurses must 
have some help from home ; and many of them inevitably 
come from homes where the parents feel that the grown 
child should be a contributor, not an expense. 

‘Our contributor thought, in February, 1947, that there 
was a good case for giving all student nurses a main- 
tenance grant at a flat rate of £100 a year throughout 
training. At that time, however, the long-standing 


` objection could be made that the more the hospitals 


paid their student nurses the more they would exact in | 
service and the less they would regard them as students. 
Now, the position is changed. The contract of the 
nurse is no longer with the hospital but with the regional 
hospital board ; and though her pay comes to her through 
the hospital management committee, it actually derives 
from the regional board by way of the block grant. 

The hospitals are thus no longer in a position to feel. 
that they “ employ ” their nurses; while the nursing 
subcommittees of the regional boards ‘will doubtless 
take a responsible part in raising and maintaining 
student status. A fresh study of the pay of student 
nurses is urgently needed ; but it is specially unfortunate 
that their claims have been so neglected and mis- 
managed that they have been driven to forcible protest. 
An emergency meeting of the Whitley Councils’ Nurses’ 
and Midwives’ Functional Council has been called for 
Aug. 20 to consider the position, but a reassuring interim 
measure of some kind would be welcome. 


THE CEREBELLUM RECONSIDERED 


UNTIL lately the cerebellum has been the most baffling 
part of the central nervous system. Though its removal 
produces grave motor incapacity it is largely unresponsive 
to electrical stimulation, and it is only in the past year 
that its function has been shown to be as precisely 
localised as that of the motor cortex. 

When Dr. John Fulton, professor of physiology at 
Yale, spoke about the cerebellum at the National 
Hospital, Queen Square, on June 11, he laid stress on the 
relation between the mode of stimulation in the central 
nervous system and the response evoked. Wyss and 
Obrador found that there was a difference in the optimal 
duration of stimulation of the motor area of the cerebral 
cortex for proximal and distal muscles. Indeed, this 
optimal duration varied for contiguous muscles, and not 
only the duration of stimulus but its shape and frequency 
will modify the resulting cortical activity. This is true 
for area 4 and area 6, and the mode of stimulation 
seems to be even more important for those parts of the 
cortex from which autonomic activity can be evoked 
than for those representing voluntary movements. 
Stimulation of an area anterior to the motor cortex 
from which eye movements can be evoked will cause 
conjugate deviation of the eyes to the same side or to the 
opposite when the frequency of stimulation is changed. 
Then there is an area of the cerebral cortex, in the same 
region as that which induces conjugate deviation of the 
eyes, where stimulation results in the motor activity of 
the ‘‘ waking state”’ and the “sleeping state.” Thus, 
two opposite forms of activity can be induced at will by 
applying stimuli of different frequency to the same area. 
Professor Fulton had the experience of invoking the 
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“ waking state” in an anesthetised female gorilla with 
an aberrant stimulus during some experiments on the 
motor cortex, and he left his hearers to visualise the 
response produced in his own central nervous system. 
Again, Davy found that stimulation of part of area 8 
with 20 millisec. pulses caused such violent intestinal peri- 
stalsis that intussusception invariably occurred. Earlier 
experiments, in which the duration and frequency of 
stimulus. had not been so well controlled, had such 
divergent effects on the activity of the gut that the 
results could not be interpreted. The same was true of 
experiments on the activity of the gastric: mucosa, in 
secreting hydrochloric acid and pepsin. 

From all this evidence Professor Fulton urged that 
knowledge of the correct parameters of stimulation were 
essential for the interpretation of cortical activity. He 
went on to apply these considerable advances in the 
technique of experiments on the cerebrum to the results 
of stimulation of the cerebellum. 

In considering localisation of function and of the 
representation of the body in the cerebellum, Professor 
Fulton dealt with its anatomy and then with the effects 
of ablation and stimulation. The generally accepted 
division of the cerebellum is that of Larsell. On the 
basis of this division, the lobulus simplex of the anterior 
lobe represents movement of the head on the trunk, 
_ the culmen of the arm, the lobulus centralis of the leg, 
and the lingula of the caudal region. Hence, the spider 
monkey, which has.an active and prehensile tail, has an 
extraordinarily well-developed lingula, which is very 
small in man. ° 

Isolated removal of the nodulus causes a disturbance 
of equilibration, as Dow found, and this experimental 
observation is supported by the clinical fact that mid- 
line cerebellar lesions cause a disorder of balance without 
a commensurate disturbance of movement of the limb. 
Furthermore, medulloblastomas, which originate in the 
nodulus in children, are often present with a disorder 
of equilibration. Bard found that, whereas removal of 
parts or all of the cerebral hemispheres had no effect on 
motion sickness in dogs and monkeys, it was impossible 
to produce any disturbance in these animals after 
extirpation of the nodulus of the cerebellum. 
` It is difficult to remove the anterior lobe of the cere- 
bellum, but if this is achieved there are grossly 
exaggerated supporting reactions which when studied 
alone are hard to interpret. When motor disorder is 
produced by experimental removal of the motor and 
premotor cortex in dogs, with a resulting hemiplegia, 
the effect of local removal of part of the anterior lobe 
`of the cerebellum becomes more obvious; and, as 
Adrian has shown, there is clearly a close relationship 
between areas of the motor cortex and of the anterior 
cerebellar lobe. 

If individual muscles are made to contract by stimuli 
applied to the motor cortex, and if the same procedures 
are carried out with simultaneous stimulation of special 
areas in the anterior lobe of the cerebellum, the resulting 
muscular contractions can be inhibited. But the 
importance of accurately controlling the form of stimulus 
is illustrated by the finding that, with different rates and 
durations of stimuli, facilitation and not inhibition will 
occur. Furthermore, some parts of the cerebellum are 
. mainly concerned with inhibition and others with 
facilitation of movements which have been induced by 
cortical stimulation. Destruction of the dentate nucleus 
abolishes all inhibitory activity, and destruction of the 
fastigial nucleus abolishes all facilitation, when the 
appropriate areas of the cerebellum are stimulated. 

Experiments of this kind show that there is accurate 
representation of the body in the anterior lobe of the 
cerebellum. .The body in fact is represented spread- 
eagled, head downwards. The limbs are represented 
laterally, the digits being farthest out. The anterior lobe 
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is concerned with posture, the body being accurately 
represented in it ; the posterior lobe is concerned with the 
phasic relations of muscles ; and the nodulus is responsible 
for equilibration. The cerebellar mechanism seems to 
be integrated with that of the cerebral cortex by causing 
inhibition or facilitation of muscular contraction as the 
needs of the moment demand, and there is now some 
experimentad evidence as to how this is brought about. 


THE BEWILDERED TEREE 


To describe the delinquent as a “rebel against 
authority,” Dr. Iago Galdston remarks,! is to introduce 
a corrupting fiction ; ; for it suggests that on one side 
stands authority, and on the other a youth who will. 
not accept or yield to that authority. But suppose the 
boy sees authority as a dangerous enemy? Or suppose 
he wishes to yield to authority but cannot? Is he still 
a rebel? The phrase, which Dr. Galdston quotes from: 
New York County Lawyers Association’s “statement of 
purpose,” is partly redeemed by a further concept of 
the juvenile delinquent as sick rather than guilty. But 
to this he adds the query: “ ‘Sick, how, as with typhoid 
or as with rickets?’ For this makes all the difference 
possible.” In one case the patient is attacked by a 
bacillus, in the other he is deprived of a need. If we 
ask ‘‘ what makes the criminal ? ” we are shuffling off 
the blame, saying “there but for the grace of ‘God 
gol;” and that, in Dr. Galdston’s view, is a pharisaical 
and "blasphemous remark—‘‘ as if it were all up to 
God, or to Fate, or to what you will, but not including 
us ! t. 39 

Man is born, he reminds us, a grossly asocial animal, 
ridden hard and fast by his primitive instinctual drives; . 
but carrying too the competence to love and the ability 
to learn by experience. The competence to love, in which 
all altruism is rooted, can only be realised in experience, 
however ; and for too many people the chance is wanting. 
What experience they get inhibits rather than advances 
their social development. ‘‘ Neither neurotic nor criminal 
behavior is individually or socially effective, and at 
the root of both failures lies the unrealised potentialities 
to love.” Delinquency, then, is a deficiency disease, 
and the treatment is to alter the cultural atmosphere 
of our civilisation so that it allows the individual to 
realise his capacity for love and altruism. Specifically 
this could be done, he thinks, by creating colonies for 
confirmed criminals, in which, though segregated, they 
could lead productive lives, as near to-normal as 
possible ; by getting rid of reformatories by degrees, and 
placing juvenile delinquents in specially selected foster 
homes; by training a large body of psychiatrically 
informed teachers, nursery-school supervisors, nurses, 
and social workers to keep guard over the young; and 


by providing plenty of child-guidance centres. 


THE SUPERANNUATION OPTION 

In a leading article last week we drew attention to 
what we regarded as a fault in the arrangements by which 
practitioners holding suitable life-assurance policies may 
opt out of the National Health Service superannuation 
scheme. The condition : whose. effect would in some 
cases, we thought, be unfair was that the doctor would not 
have this option if his policy had been assigned to any 
other person. We are glad therefore to learn from the 
British Medical Association that, where the policy 
has been assigned for’ the purpose of a loan on 
the purchase of a practice, the Ministry of Health has 
agreed to waive this condition, provided the practitioner 
undertakes (1) to render the policy free from assignment 
as soon as possible and, in any case, when. he receives his 
compensation under the Act for the loss of the right to 
sell his practice, and (2) not to assign the policy again. 
1. A Medical and Social Critique of Delinquency. Address delivered 


at the Colloquium on Juvenile Delinquency, March 20, 1948, 
under the auspices of the New York County Lawyers Association. 
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Special Articles 
` ISSUE OF APPLIANCES 


ne Arrangements under the Act 


General practitioners may prescribe for their patients 
the appliances scheduled in the appropriate regulations. 
Other medical and surgical appliances are provided 
through the hospital service. in which any appliance 
considered necessary may be prescribed. In general, appli- 
ances will be issued free; but in the case of spectacles, 
artificial limbs, and dentures, certain more expensive 
alternatives approved by the Minister will be issued on 
payment of the extra cost. Repairs and replacements 
will be made without charge except where the need has 
arisen through the patient’s carelessness. In the case of 
spectacles for pupils whose medical care is the responsi- 
bility of the local education authority, any charge is to 
be recovered, not from the pupil, but from the authority. 


| OPHTHALMIC SERVICES 
Normally, a patient wishing to obtain spectacles, 
whether or not he already has a pair, must obtain a note 


. from his family doctor, who need not necessarily be on 


the local executive council’s list. Provision is made for 
patients who are ‘unable or are. unwilling on con- 
scientious grounds?’ to get a doctor’s certificate ; these 
are to get in touch with the executive council. 

Having obtained a note from his doctor the patient 
may then attend either an ophthalmologist or an 
ophthalmic optician. No doctor’s note is needed’ for 
subsequent visits. | l - 

.If glasses are required, the prescription is sent through 
the post; and the patient then chooses an ophthalmic 
or dispensing optician from whom %o obtain them. The 
Ministry’s schedule allows for the free issue of the 
following types of lens: spherical, cylindrical, or sphero- 
cylindrical, prisms, tinted, lenticulars,- and, when 
clinically necessary, bifocals. Meniscus or toric lenses, or 
equivalent forms, and a wider range of frames are listed 


as obtainable on payment by the patient of the extra 


cost. As regards replacements and repairs, part of the 
cost, in the case of these special lenses and frames, 
will be borne by the patient ; and if the need has arisen 
through carelessness the patient will always pay the 
whole cost. 

The supplementary ophthalmic service is to be 
replaced by the permanent hospital ophthalmic service 
as soon as this can be built up. In the meantime boards 
of governors and management committees are urged to 
appoint dispensing opticians, on either a whole-time or 
a part-time basis; and, on behalf of hospitals, the 
Ministry’s supplies division are to negotiate contracts 
with manufacturers and prescription houses. Patients 
who obtain their prescriptions at a hospital are at liberty 
to take them to an outside ophthalmic or dispensing 
optician ; and in this event the optician recovers his 
charge from the hospital. . 

Artificial eyes are to be provided exclusively by the 
hospital, service, and will be prescribed by ophthal- 
mologists. Acrylic eyes are made by the Ministry of 
Pensions, which is able to supply these at short notice ; 
and hospital committees and boards are advised to 
notify this Ministry’s chief regional officer when the 
attendance of a fitter is required. In difficult cases 
a special eye will be made from a cast, at the Ministry’s 
optical appliances depot. Contracts are being placed 


“with firms for the supply of artificial eyes. 


‘HEARING-AIDS 


The ‘ Medresco’ hearing-aid, devised by the electro-: 


acoustics committee of the Medical Research Council 
with the help of the Post Office research department, 
is to be issued in. two forms—one with external magnetic 
receiver, and the other with insert crystal receiver. The 
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aids are to be issued, serviced, and supplied with batteries, 
free ; but they will remain Government property. Initially 
only a limited number of hospitals will take part in the 


scheme, which will, gradually be expanded. It is 


expected that by the end of this year there. will be 
sufficient audiometers for the principal hospitals parti- 
cipating in the scheme. Patients will normally be 
examined only on reference by their family doctor.. 
The number. requiring aids is uncertain; but since in 
the early stages demand is certain to exceed supply, 
priority will have to be given to the very deaf and to 
those handicapped in their work. . 

Major repairs are to be undertaken by the ‘manu- 
facturing firms. Distribution. centres will receive`a 
supply of replacements; the patient with a defective 
aid which has to be sent away will have the receivers 
removed and attached to a replacement, which will be 
issued in exchange for the defective aid. Minor repairs 
will be undertaken by technicians on the spot. ~ | 


MEDICAL AND SURGICAL APPLIANCES l 

For patients both inside and outside the hospital, 
medical and surgical appliances are to be prescribed through 
the hospital service. Subject to special arrangements for 
artificial limbs, wheel chairs, and hearing-aids, it will 
be for the practitioner in charge of the patient to pre- 
scribe the appliance he considers necessary. But though, 
for the control of materials, ` children’s shoes such as 
‘Start-Rite ’ can be obtained only on medical certification, 
these are not regarded as appliances and will not be 
supplied under these arrangements. _ | 

Appliances will be obtained by hospitals under a system 
of central contracts arranged by the Ministry of Pensions ; 


_and where necessary the contractor should be asked to — 


arrange for the attendance of a fitter. Appliances so 
provided will be of good workmanship, design, and 

quality, and made from materials of high quality. Any 
patient wanting an appliance more expensive 


-must make his own arrangements and. meet the whole 
cost, except in the case of artificial limbs and dentures ; 


here, as with glasses, the patient may have more expensive 
types approved by the Minister on payment of the 
extra cost. Duplicate appliances will be supplied only 
where the patient would suffer undue hardship through 
a single appliance becoming unserviceable, and where the 
occasional or alternative use of two appliances is medically 
desirable. | 

For the supply of an artificial limb the surgeon in 
charge of the patient may prescribe the type of limb 
required ; or alternatively he may leave the prescription 
to the Ministry of Pensions limb surgeon. Hospitals will 
always inform the Ministry of Pensions of any patient 
needing an artificial limb; and arrangements will then 
be made for the patient’s transfer to a Ministry of. 


` Pensions hospital or for his attendance as an outpatient 


at a limb-fitting centre. If desired, non-urgent cases 
requiring amputation will be transferred for the operation 
to a Ministry of Pensions hospital. In all cases subsequent 
action for the supply, repair, and renewal of artificial] 
limbs will be undertaken by this Ministry; and for 
these purposes patients should be advised to com- 
municate with the chief regional officer of the Ministry 
of Pensions. . 

The Ministry of Pensions is also responsible for the 
issue, repair, and renewal of wheel chairs. Motor- 
propelled chairs will normally be provided for patients 
who: (1) have undergone amputation of both legs, at 
least one above the knee; (2) are paraplegic; (3) have 
totally or almost totally lost the use of the legs; or 
(4) are badly disabled and need a machine to obtain or 
retain employment. Hand-propelled chairs will normally 
be provided to patients who: (1) are entitled to a motor- : 
propelled chair but are medically unfit to drive one or 
prefer a hand-propelled chair; (2) have undergone 
double amputation below the knee; (3) need a chair 
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in the interest of health; or (4) have undergone double 
amputation and need an invalid chair for indoor use to 
afford relief from the wearing of artificial limbs. 
Replacements and repairs (except of artificial limbs, 
and invalid chairs and tricycles, for which the Ministry 
of Pensions is responsible) will be done through a hospital. 
But to relieve hospitals, minor defects not affecting 
function will be referred by the patient to the Ministry 
of Pensions regional office or sub-office, which will 
arrange for the repair to be done and the appliance 
returned to the patient. The liability of the patient to 
pay for replacements or repairs occasioned by carelessness 
will be decided by hospital management committees or 
boards of governors ; and the patient will have the right 
to appear before the committee or board. Patients under 
treatment in private blocks will be entitled to the free 
issue of appliances ; and it will be for regional boards to 
ensure that hospitals outside the service with whom they 
have contractual arrangements for the treatment of 
patients are able to obtain any necessary appliances for 
these patients. À 


LIFE AND DEATH IN A CONCENTRATION 
CAMP 


THE clinical consequences of famine have been well 
described by several British doctors released from 
Japanese prison camps.! But in Europe, where starvation 
diets have usually consisted of black bread (baked from 
wheat or rye and often adulterated with barley, potato 
flour, or even sawdust), bean soup, and variable amounts 
of potatoes and other root vegetables, the pattern of 
deficiency disease differs from the pattern in the Far 
East, where polished rice is preponderant: Since famine 
is rare in Europe, and the doctors on the spot have 
seldom had the time or experience to make careful records, 
good clinical observations are scarce, and those made 
by Dr. Wolff-Eisner ? while a prisoner in Theresienstadt 
concentration camp are correspondingly valuable. 

Wolff-Eisner is well known in Germany for his work in 
clinical serology. Born in.1877, he was a professor of internal 
medicine in the University of Berlin, and sub-chief of the 
Robert Koch Institute, until his imprisonment by the Nazis. 
“Since his release he has become medical director of the 
Schwabinger Hospital for Displaced Persons in Munich and 
director of the serological laboratory of the Munich University 
clinic for nervous diseases. 


DESCRIPTION OF THE CAMP 


Theresienstadt, an old fortress near Vienna, was a 
“ privileged ” concentration camp intended primarily for 
elderly Jews. The inmates, increasing from 30,000 to 
60,000 between 1942 and 1945, came mainly from 
Germany but ‘also from Denmark and Holland. In 


addition there were some, of all ages, from Czechoslovakia. . 


It seems that at first conditions were reasonably humane. 
The buildings, though antiquated (mainly 18th century) 
and poorly ventilated, were adequate. The inmates had 
a certain degree of self-government ; small food parcels 
were occasionally received from relatives 
Germany, and the camp was inspected by observers 
- from neutral countries. A little smuggled money was in 
circulation. The medical service, staffed by imprisoned 
university teachers, had a hospital of 5000 beds with good 
X-ray and routine laboratory facilities, except that, 
significantly, no bacteriology was permitted. 
Gradually, however, the typical story unfolded. More 
and more prisoners arrived, often in a dreadful condition 
after appalling journeys in cattle-trucks from various 
1. For oe simp S J. Lancet, 1946, i, 959. cba p C. rey 
Sneddon, I 734. Harrison, "G. F. Ibid, p. 961. 
Hobbs, H. E., Forbes, F. A. Ibid, 1946, il, Hie Burgess, R. C. 


Ibid, p. 411. Mitchell, J. B., Black, J. A. Ibid 
J. H., Rossiter, R. J., Lehmann, H. Ibid, ‘1047, i 
2. Wolff- Eisner, A. 
im Konzentrationslager 
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injections often caused abscesses. 


outside — 


transit camps. (Wolff-Eisner quotes a heartrending 
account by Dr. Roland, who accompanied Paul Ehrlich’s 
son on onesuch journey.) The camp became overcrowded ; 
the food deteriorated; disease increased; and fleas, 
lice, and bedbugs swarmed everywhere, so that many 
preferred to sleep in the cold out of doors. As prisoners 
died they were rapidly replaced by new arrivals. Large 
numbers, estimated by Wolff-Eisner. at more than 
80,000, were taken off to Birkenau and Auschwitz for 
extermination. Last of all came the typhus. The end- 
result must sound very familiar to those who saw Belsen 
at the time of its liberation—people crowded into 3-tier 


bunks, those on the upper levels often too weak to move, 


with intractable diarrhwa, covered with vermin, and out 
of reach of medical care. 


THE CAMP DIET 


The official diet of those “‘ over age ” provided 330 g. 
of bread daily, with only 50-60 g. of fat and sugar weekly. 
The daily allowance of potatoes was 180-250 g., but these 
were often unwholesome. A “lentil extract 7 soup, of 
doubtful nutritional value, was especially dreaded for its 
laxative properties. Small quantities of other foods 
brought the official calorie-value of the rations up to 
1650 a head daily, but there must have been very many 
who got nothing like this amount, especially as the 
leaders. among the prisoners saw to it that children and 
workers had more than their official share. Then there 
was the inevitable black market around the kitchen, and 
the potato-peelers were often found stealing potatoes or 
eating them raw, with subsequent diarrhea in retribu- 
tion. When it is considered that many of the prisoners 
had undergone much privation before arrival, it is not 
surprising that nutritjonal disorders soon began to appear. 

Most of the prisoners became thin, losing up to 30-40% 
of their original weight. This, probably aided by frequent 
coughs, resulted in a high incidence of new hernias. 
Nocturia (4—5 times in a night) Wolff-Eisner puts down 
to “‘ irritable bladder,” but it was more probably part 


, of the polyuria which precedes famine cedema. “ Socially 


unpleasant ” flatulence, ascribed to the high-carbohydrate 
diet, was always troublesome and persisted for months 
after liberation and return to a good diet. Hemeralopia, 
attributed primarily to the low fat intake, was very 
common and is said to have responded “ fairly well ” to 
the administration of vitamin-A concentrates. Curiously 
enough, glaucoma also appears to have been common, - 
even among young people, and a number of cases were 
successfully treated by operation. At times the majority 
of inmates suffered from an intractable conjunctiyitis 
which sometimes left permanent damage to the cornea. 
Skin infections such as impetigo, furunculosis, and 
carbuncles, were very troublesome; and therapeutic 
Scabies is not recorded 
(it was also uncommon in Belsen). Frequent bedsores, 
atrophy of the skin, loss of hair and of its natural gloss, 
brittle nails, dysphagia, and loose teeth are other 
conditions mentioned. 


INTESTINAL DISORDERS 


Among the “special diseases” of Theresienstadt, 
enteritis was the most dreaded. The onset was usually a 
simple attack of diarrhea, often with Bome fever and 
perhaps the result of a simple infection ; but the diarrhea 
might persist and the patient sometimes died. The stools 
were bulky, paler than usual, foamy and highly acid, 
but (naturally, in view of the diet) contained little fat ; 
blood or mucus were rarely seen. Wolff-Eisner is 
undoubtedly right in thinking that this condition: was 


,due to nutritional deficiency rather than any specific 


dysenteric infection. It seems to have been identical with 
the “ famine -diarrheea ”’ with which workers at Belsen 
and in the Bengal famine became so familiar. He 
remarks on the frequency of osteoporosis and spontaneous 
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fractures in Theresienstadt and says that these are 
“ related to sprue.” Those who recovered from enteritis 
frequently developed cedema. 

Apparently edema was common. Like other workers 
in similar circumstances, Wolff-Eisner had difficulty in 
deciding which were simple cases of famine edema and 
which were due to other causes, notably heart-failure. 


_ This might well have been important in Theresienstadt 


because many of the inmates were elderly. Many had a 


_. low blood-pressure and vasomotor instability. 


VITAMIN DEFICIENCY 


The classical diseases of vitamin deficiency do not seem 
to have been encountered, except possibly pellagra, 
which is said to have been “frequent” and to have 
improved under treatment with niacin ; but there is no 
clear description from which the grounds for the diagnosis 
of pellagra may be judged. Scurvy is not mentioned, nor 
is there any clear indication of nutritional polyneuritis 
though the “spastic paretic’’ gait of many people 
walking about the camp is described ; they trailed their 


feet, with frequent falls sometimes resulting in fractures ` 


of the femur. No indication of the type and frequency 
of anemia is given, but two other doctors? interned in 
Theresienstadt have reported that it was usually ortho- 
chromic and was associated with several unusual clinical 
features. They attribute the anzemia to protein deficiency. 

The mental consequences of underfeeding are well 
described—difficulty in remembering the names of 
colleagues and even important recent events. This is 
mentioned in apology for the shortcomings of the report ; 
but the wonder is that Dr. Wolff-Eisner has been able 
to remember so much and describe it'in terms that leave 
no doubt of its essential accuracy. The mode of death in 
starvation is also well described. The patient, weak but 
lucid, is talking at one moment, and then after a sudden 
effort, such as trying to get out of bed, is found to be dead. 

| INFECTIOUS DISEASES 

The whole nutritional picture was complicated by the 
impact of various specific infectious diseases, as is usual 
in such circumstances. 

In 1942 and 1943 a large epidemic of enteric fever 
swept through the camp. Clinically, it was like what the 
author had seen in the 1914-18 war, but an unusual 
feature was the frequency of recurrent attacks, often 


with a return of typical typhoid roseola; out of 80 of 


his cases, 5 were recurrences. The epidemic progressed 
although the majority of prisoners had been inoculated 
with T.A.B., and then it gradually died out despite the 
onset of hot weather and the constant influx of new 
unexposed prisoners. This was probably the result of 
energetic measures by the prisoners themselves to improve 
the hygiene of the camp. Survivors from the fever were 
often left with cdema or tuberculosis. 

In 1943-44 there was an epidemic of a mild kind of 
encephalitis; from which the majority recovered. Scarlet 
fever and diphtheria occurred, and followed a normal 
course ; there was a plentiful supply of serum for treating 
the latter, but postdiphtheritic paralysis appeared to be a 
more frequent complication than usual. Mumps was 
common, with frequent orchitis; whooping-cough was 
rare. Pneumonia, said to have been mainly broncho- 
pheumonic with few physical signs, was responsible for a 
large morbidity ; recurrences were common, but the 
number of deaths ‘“‘ not as great as expected.” Tubercu- 
losis was very prevalent, usually with an insidious onset 
and rapid course; effusions were frequent and the 
spread was most often miliary. Many cases were not 
diagnosed until necropsy, as was also the case at Belsen. 

In the final month’ of the war there came the inevitable 
consignment of about 1000 emaciated, verminous, and 
typhus-ridden prisoners who, as at Belsen, were simply 
turned loose in the camp. An epidemic followed, with 
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Europe where typhus appeared in 19465, 
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about 30 new cases a day; but before the liberation, 
the number had dropped to 4-6 daily. As elsewhere in 
the disease 
carried a much lower mortality than the epidemics of . 
1918; despite the evident poor resistance of the inmates | 
and absence of previous immunisation, the mortality 
was only 15-20%. ? 
DEATHS 


The author gives some official statistics for the number 
of deaths between January, 1942, and April, 1944; 
these. are illustrated by the following round figures, 
derived from his tables, which relate to a population of 
30,000-60,000 in the mere months between August, 
1942, and July, 1943: 


“No of deaths 
“ Old age” 5400 
“ Enteritis ” 7800 
Pneumonia TA 4000 
Tuberculosis 500 
Total from all causes 23,200 


as Old age ” of course included many nutritional deaths, 
and ‘“‘ enteritis ’’ included deaths from both enteric fever 
and famine diarrhea. 


NATURE OF NUTRITIONAL DISORDERS | 

In discussing the ætiology of the nutritional disorders 
he observed, Wolff-Eisner introduces a number of 
concepts that will seem strange to those accustomed to 
the recent Anglo-American literature, with which, under- 
standably enough, he appears to be unfamiliar. He 
revives an old German idea that deficiency of fat is an 
important factor in the ætiology of famine edema, and 
he does not indicate that reduced plasma-albumin, 
resulting from insufficient protein intake, may itself be a 
cause of edema. He believes that some disturbance of 
the reticulo-endothelial system affects the albumin- 
globulin ratio and is responsible for the formation of 
tissue exudates and the rapid erythrocyte-sedimentation 
rate in starving people. He insists that simple lack of 
calories was not a significant factor in the mortality and 
that vitamin deficiencies were much more important— 
despite the fact that his descriptions provide no certain 
evidence of such deficiencies except for hemeralopia and 
the mention of cases of pellagra. He admits that yeast 
was distributed in the camp without effect on morbidity, 
but argues that this showed how very great was the 
deficiency of vitamin B. 

Translated into practical terms, he feels that what the 
prisoners needed most was not more.carbohydrate but 
more meat, fish, fat, fruit, and vegetables. With this 
conclusion there can be no quarrel; such protective 
foods would certainly be the best remedy for a starvation 
diet, as sources of both calories and essential nutrients. 


. But his reasons for the conclusion are less convincing. 


General experience is that vitamin deficiencies are rare 
with severe under-feeding, probably because the need 
for most vitamins diminishes as the calorie intake lessens. 


PHYSICAL ANTHROPOLOGY 
FROM A CORRESPONDENT IN NEW YORK 


Tue Viking Fund, of New York City, under the 
direction of Dr. Paul Fejos, has been supporting anthro- 


pological research for a good many years, but it is only 


recently that its efforts at stimulating physical as well 
as cultural anthropology have brought its activities to 
the attention of those in the medical field. 

This summer, for the third year in succession, the 
Fund has financed `a seminar, which discussed 
two subjects, each for five days; the first was Growth, 
and the second Evolution. The official discussants, 
whose expenses are paid by the Fund, included one 
British expert in each field: Dr. J. M. Tanner on growth, 
and Prof. W. E. Le Gros Clark, F.R.S., on evolution. 
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GROWTH 


Human and animal growth has long been neglected 
by anatomists, physical anthropologists, and physiolo- 
_ gists alike, despite the advantages inherent. in studying 
anatomical structure or physiological function through 
its developmental phases, in biological time as well as 
space. In consequence, the first half of the seminar was 
essentially non-technical minutia. Set papers were given by 
Prof. H. C. STUART on differential growth from the 
peediatric viewpoint, Dr. F. E. RANDALL on the termina- 
tion of growth in young males, Dr. PAULINE MACK on 
diet and growth, and Dr. W. M. KROGMAN on general 
organisation and objectives of growth studies. 

Professor STUART described his own growth study in 
the school of public health at Harvard University. He 
gave it as his opinion that predominantly endomorphic 
or fat adults are plump as babies, and thin adults thin 
as babies, despite regular variations in the average 
fatness of the entire group during the growing period ; 
and he remarked that the only sane way of diagnosing 
malnutrition in a child that he was aware of was the 
therapeutic test of response to a known optimal diet 
and environment over a period of about a month. 

Dr. RANDALL, in measuring U.S. Army personnel, 
had found no increase in stature or sitting height after 
age 18, and none in chest girth, waist girth, bideltoid 
diameter, and weight after 28, in an under-40 group. 
In the following discussion it emerged that head length 
similarly ceased growth at 18, but head breadth or 
circumference, which ineluded muscle and fat, continued 
growing into the twenties. 

Dr. MAcK gave some preliminary results from a most 
extensive study of growth and nutrition made in 
Philadelphia. She found that in orphanages weight and 

, stature gains could be increased somewhat by dietary 
means even though the orphans were getting the, to us, 
high rations recommended by the National Research 
Council: the important factor was high-class animal 
protein. Family studies had also shown, amusingly 
enough, that when economic factors were held constant: 
the best-nourished children next to old Americans were 
those with a German mother and an Irish father, and 
conversely the worst-nourished those with an Irish 
mother and a German father. 

In the discussion following Dr. Kioman s paper the 
. use of indices such as the cephalic index or height/weight 
index was attacked on biometric grounds by Dr. TANNER, 
who pointed out that such indices failed to do exactly 
that which they were supposed to—namely, rule out 
of consideration the aspect of ‘general largeness in 
comparing two or more animals for build differences. 
There emerged a very general agreement on the undesira- 
bility of indices, in particular the cephalic index, and a 
strong interest in the methods of factor analysis as 
applied both to the classification of human physique and 
in relation to the classificatory problems of the taxonamist. 
There was unanimous condemnation as downright vicious 
of the use of simple height/weight tables for assessing 
the growth, build, or nutrition of children.. 

In the final summarising speech of this part of the 
conference, Dr. TANNER stressed the need for publication 
of the raw data of human growth studies: such data 
took twenty or thirty years and enormous amounts of 
money to collect, and yet in several instances had been 
reported in such a fragmentary way (owing on at least 
one occasion to the death of the collector) that only a 
fraction of the possible information had become available. 


EVOLUTION 


Evolution occupied five sessions, two of which were 
devoted to discussion of the recent fossil finds in South 
Africa and Kenya. This material was described by 
Professor LE Gros CLARK, and the members of the 
seminar sent messages of thanks to the two anthropolo- 
gists, Dr. Broom and Dr. Leakey, who were responsible 
for digging up these most valuable finds. It was most 
unfortunate that Prof. F. Weidenreich, one of the 
chief discussants, was prevented from attending by 
illness. 

The ape status and erect posture of Australopithecus 
appeared to be a less disputable subject than on some 
previous occasions, and though Dr. STRAUSS, of Johns 
Hopkins University, still expressed a waning doubt 
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that the hip-bone and the others were from the same 
animal, the majority were convinced. 

Dr. A. H. SCHULTZ gave a paper on evolutionary 
trends amongst the primates, in which again the question 
of relative growth as expressed by indices—the arm- 
length/trunk-length and similar ones this time—was 
raised, Dr. ERICKSON, of Harvard University, feeling 
this was én insufficient way to adjust for size differences 
between species. A factorial-analysis approach by pooling 
related species’ measurements and using the factors to 
define new sets of species was adumbrated. 


CENTRAL HEALTH SERVICES COUNCIL 


THE council held its first meeting on July 27, when 
Mr. F. Messer, M.P., was elected chairman and Prof. 
Henry Cohen vice-chairman. The members are: 


EX OFFICIO 


Lord MORAN, M.C., M.D., president of Royal College of 
Physicians of London. Lord WEBB-JOHNSON, K.C.V.O., C.B.E:, 
D.S.O., president of Royal College of Surgeons of England. 
Sir WILLIAM GILLIATT, C.V.O., M.D., M.S., president of Royal 
College of Obstetricians and Gynecologists. Dr. H. G. Dar, 
chairman of council, British Medical Association. Sir 
HERBERT EASON, C.B., C.M.G., M.D., M.S., president of General 
Medical Council. Dr. G. F. ’ BUCHAN, F.R.C. P., chairman of 
council, Society of Medical Officers of Health. 


MEDICAL PRACTITIONERS 


Miss JANET AITKEN, M.D., F.R.C.P., senior physician to 
Elizabeth Garrett Anderson Hospital. Prof. W. G. BARNARD, 
F.R.C.P., dean of St. Thomas’s Hospital medical school. 
Mr. ALECK BOURNE, F.R.C.S., F.R.C.O.G., gynecologist to 
St. Mary’s Hospital. Dr. J. A. Brown, general practi- 
tioner in Birmingham and vice-chairman of representative 
body, B.M.A. Sir ERNEST Rock CARLING, F.R.C.S., F.R.C.P., 
consulting surgeon to Westminster Hospital. Prof. HENRY 
COHEN, F.R.C.P., physician to- Liverpool Royal Infirmary. 
Dr. E.A. GREGG, general practitioner in London and chairman 
of representative body, B.M.A. Dr. W. V. Howe tts, 
anesthetist to Swansea Hospital and member of council, 
B.M.A. Dr. Horace JOULES, F.R.c.P., medical director of 
Central Middlesex Hospital. Prof. A. J. LEWIS, F.R.c.P., 
director of clinical psychiatry, Maudsley Hospital. Dr. W. G. 
MASEFIELD, C.B.E., formerly „medical superintendent of 
Brentwood Mental ‘Hospital. Dr. W. N. PICKLES, M.E.C.P., 
general practitioner at Aysgarth, Yorks. Sir Harry PLATT, 
M.S., M.D., professor of orthopedic surgery in University of 
Manchester. Prof. J. C. SPENCE, M.C., F.R.0.P., physician to 
Royal Victoria Infirmary, Newcastle-on-Tyne.. Dr. C. W. 
WALKER, general practitioner in Cambridge. - 


' 


PERSONS WITH EXPERIENCE IN HOSPITAL MANAGEMENT 
Mr. F. J. CABLE, F.H.A. Mr. CLAYTON FRYERS, C.B.E., 
The Hon. A. J. P. HOWARD, C.V.O., M.P. Sir OWEN 


MORSHEAD, K.C.V.O., D.S.O., M.C. Major-General Sir HAROLD 


WERNHER, K.C.V.O. 
‘PERSONS . WITH EXPERIENCE IN LOCAL GOVERNMENT 
Alderman A. F. BRADBEER. Sir WYNNE CEMLYN JONES. 
Mr. FRED MESSER, M.P., J.P. Mrs. DoroTHY TURTLE. 
Alderman W. E. YorEs, J.P. l 
DENTAL PRACTITIONERS 


Mr. F. J. BALLARD. Mr. JOsEPH LAUER, L.D.S., R.C.S. 
Mr. H. T. Rorper-HALt, M.B. » M.D.S. 


PERSONS WITH EXPERIENCE IN MENTAL HEALTH SERVICES 
Sir CECIL OAKES, C.B.E. 


REGISTERED NURSES 


Miss ELEANOR J. MERRY, S.R.N., S.c.M. Miss Mary E. G. 
MILNE, 0.B.E., S.R.N., S.C.M. . 


CERTIFIED MIDWIFE 
Miss Nora B. DEANE, M.B.E., S.R.N., S.C.M. 


REGISTERED PHARMACISTS 


R. H. HENRIKSEN, A.R.I.C., M.P.S. 
M.P.S. 


Mr. Alderman W. J: 


TRISTRAM, J.P., 


. There is one further appointment to be made. The 
secretary is Mr. E. J. S. Clarke of the Ministry of Health. 


~ 
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Disabilities 
10. THE ALCOHOLIC * 


A person who has lost the sight of an eye, or who 
has had a leg amputated, is forced to face the fact 
that he must-adjust his life to suit his disability. It 
is the same with an alcoholic, who must also learn to 
accept his disability. Leaving aside the question of any 
higher power, nothing stands between him and the ravages 
of his disease but his own will. No-one can cure an 
alcoholic: he is incurable. No-one but himself can 
reclaim him, and the first Step in his reclamation must 
be the realisation that he is suffering from an incurable 
disease. Unlike his fellow men, the heavy drinkers and 
the light drinkers, he alone can ensure (in the words 
of Alcoholics Anonymous) that he “ never takes the first 
drink.” —_ 

What is an alcoholic? To me, as a layman, he is 
person who has no control over himself where lechol 
is concerned. Give him one drink and he will drown his 


‘body, his mind, and his reputation in alcohol and will 


go down for the third time still drinking. A drunk may 
drink until he passes out, but he will learn his lesson. An 
alcoholic can never learn his lesson, as long as he drinks. 

How does one become an alcoholic ? I suppose there 


are many ways, just as there are many degrees of 


alcoholism. I can only give my own experience. An 
alcoholic will always find something other than himself 
to blame, and I was no exception to the rule—the war 
(1914-18) ; the peace ; prohibition in America ; business 
worries ; an unfortunate love affair ; and again the war. 
I started drinking whisky as a young soldier at the age 
It was fun to get drunk, and what did it 
matter? One might be dead tomorrow. By the time 
the war ended I was used to drinking. It was still fun, and 
in the London of the ’twenties there were always parties, 
so why not get drunk? During prohibition in America 
every body drank all they could get. So again, why not ? 
The fact remains that, though I did not know it at the 
time, I was an alcoholic from the moment I took my first 
drink. 


It took & good many years for the thing to creep up | 


on me, and a good many more for me to realise it. From 
the enjoyment of a party, with a good deal to drink 
and a reasonably clear head the next day, came the 


foregone conclusion that I would get drunk, and pay for - 


it with a monumental hangover. It was a short step 
from there to the morning drink (the hair of the dog) to 
cure the hangover and eventually to lead to the next one. 
` I began to dread parties. I knew that my friends 


bore with me only because of affection for my wife, a 


great tolerance, and the fact that I usually passed out 
quietly without particularly bothering anyone. In the 
mornings I remembered nothing. It was only by artful 
games of cross questions and crooked answers with my 
wife that I found out what had happened—what gaffes 
I had committed, what decantings into taxis, what 
fallings down stairs, what hundred and one shaming 
episodes which still did not build up into one warning 
big enough for me to see. 

By this time I was in a pretty bad state physically. 
I was either not sleeping at all or sleeping for a few 
hours and waking with a jerk, to lie shaking with nerves 
for the rest of the night. I had become antisocial, 
avoiding my friends and the company of people who 
knew me. When actually drinking I would talk to 
anyone who would talk to me, but I usually chose someone 


‘ of a lower social level, probably because it gave me a 


much-needed feeling of superiority.. I was intolerant 
of criticism, my attitude in general being “‘ If you don’t 
approve of my behaviour it shows what a fool you are.” 


e By a Member | of Alcoholics Anonymous, BM/AAL, London, 
Cyl = 


As to why I was drinking, I don’t really know. To 
escape from situations which I did not like and which 
I knew, inwardly, were of my own making. My home 
life, such as it was, was unhappy. My wife nagged, 
because she was frightened and I was practically impotent 
sexually. I had a continuous craving for excitement, 
emotional experiences, and friendships. 
escape from the boredom and worries of everyday life 
and the dissatisfaction with my job, which was in turn 
caused by my drinking. The more I drank the less I 
found what I wanted or was capable of responding to 
it if I found it. I was in a vicious cage, from which 


‘the only escape seemed to be drink. 


Finally, to use a cinema cliché, “ came the dawn.” 
I woke one morning feeling worse than ever before. 
I remembered. nothing. I didn’t know where I was and 
I had no money in my pockets. I knew, not for the 
first time, that I was playing ducks and drakes with my 
future and was likely to lose my job at any minute. 
I swore I would never take another drink—but what 


was the use? I had done that before. Maybe I wouldn’t . 


drink for a while, but sooner or later, at the most 
unlikely moment-(probably) I would take the first drink. 


The merry-go-round would start, and I should be a | 
` passenger until such time as it chose to stop. 


It was then that I sought out Alcoholics Anonymous 

(A.A. to its members) and learnt the two slogans which 
were to be—which are to be, please God—my salvation. 
The first is, ‘‘ Never take the first drink,” but the second 
is the more important : 
—not for a week, not for a month, not never, but just 
today. 
- Most alcoholics are by nature convivial. They like 
the fun of social intercourse, of parties, of people, and 
by the very nature of their disease these things lead 
to the indulgence in alcohol which is, to them, fatal. 


How then does an alcoholic who does not drink carry 


on with his normal life? I was in the habit of going 
to a pub or a club in the evenings. Some of my fellow 
members of A.A. had, I knew, viven up their drinking 
friends, resigned from their golf clubs, cut themselves 
off from all their normal outlets for relaxation. They 
had, in general, behaved like startled hermit crabs. 
I made up my mind that I would do no such thing. 
If I did, I would inevitably start drinking again from 
sheer boredom, which was ‘about the one excuse I had 
never used. 

I continued to see my friends, drunk and sober, but 
I didn’t drink. ‘If my friends bored me rathér, when 
they were drunk, it was a useful yardstick to measure 
how boring I must have been to them. 

At first I drank tomato juice, until I found that over- 
indulgence in that beverage had an effect different from 
but almost ‘as uncomfortable as over-indulgence in 
alcohol. Thereafter I varied my temperance tipples 
—ginger beer if it was hot; 
cold; and as a standby gin and tonic without the gin. 
In bars where I am known, and where the double whisky 
used to be set up as I came through the door, I now 
order a double gin and tonic. ‘This is an accepted joke, 
but if I tried to get the gin into it I would find myself 
involved in an embarrassing explanation with the 
barman, who knows and approves of what I am doing. 

My friends, with one or two exceptions (who are not 
perhaps as good friends as I thought), are delighted. 
I know that, even if I begged for it, I wouldn’t get a 
drink in their houses or in their company, and I’m 
proud of it. I am not, as I feared, a bore; on the 
contrary, I was a bore before, but didn’t know it. 


There are, I have discovered, worse deprivations than | 


that of alcohol, and freedom from it brings many and 
unexpected benefits. I now know that what can’t be 
cured can be endured far more easily than I had thought. 
For the first time in years I feel well. My hand is steady 


- I longed to 


! 


“ I won’t have a drink today ” ` 


‘tomato juice if it was . 


-_ 
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and my brain functions as it ought. I take pleasure 
in many activities, mental and physical, which had long 
been closed books to me. My home life is normal and 
happy. 

There are, of course, moments of depression, moments 
of temptation—times when things go wrong and it 
seems that nothing but a good stiff drink will ease the 
situation. There always seems to be, though, another 
fellow who needs help over the stiles far more than I 


need a drink, and in helping him the moment passes. 


There lies the strength of A.A. You would be'a 
pretty, poor sport if you refused to help someone because 


you wanted a drink yourself, and you would be a pretty 


good hypocrite if you had a drink first and didn’t admit 
it. And anyway, you can’t fool an alcoholic on alcohol. 
He knows more answers than you can think up. 
I no longer say, “ I will never drink again.” I know 
that it is always Pasa that I may take a drink 
tomorrow, but I say, with ever increasing confidence, 
“I won’t have a dlink today.” . And so it adds up. 
= One day without a drink added to another soon makes 
a week; a month. Every person helped is another 
prop to one’s own defences, and every alcoholic reclaimed 
is another member of A.A., and so it goes on. : 
. A diabetic does not voluntarily. take sugar. He 
certainly wouldn’t if he knew that having had one 
spoonful he would inevitably finish the bowl. Alcohol, 
to the alcoholic, is like that. And-this is why an 
- alcoholic can never drink. He must adjust his life 
rationally to his incurable disability and make the most 
of the great deal which. is left. 


Medicine and the Law os 


Mistaken Diagnosis of Cancer 


Mr. Justice Birkett’s decision in Whiteford v. Hunter 
and Gleed is disquieting to the medical profession. 
A 70-year-old plaintiff sued a surgeon and a general 
practitioner for damages on the ground of their negligence 
in wrongly diagnosing his condition. They had told him, 
he said, that he was suffering from cancer and had only 
nine months to live. He had thereupon given up a 


business in London which brought him in £1600 a year, © 


and a company directorship worth another £150, had sold 
his books and furniture, and had gone off to America (his 
wife’s native country) to die. An American surgeon 
had then operated upon him for a bladder complaint 
which he declared to be the sole and the obvious cause 
of his condition. This operation. had established that 
there was no cancer and had restored him to health. 
The plaintiff claimed that he had suffered pecuniary 
loss and mental agony as a result of the defendant’s 
mistake. The allegations of negligence by way of 
mistaken diagnosis were made against both defendants 
without distinction, but, as' Mr. Justice Birkett observed 
during the course of the hearing, the defendants pleaded 
that the diagnosis was made by the surgeon (Mr. J. B. 
Hunter) and not by the general practitioner (Dr. S. R. 

Gleed) and that the latter had been acting under the 
former’s instructions. 

In the course of the hearing the judge asked the 
defendant’s counsel if there had ever been a case in 
which a court had assessed damages for the mental 
distress of a man who had been told that he was going 
to die. There has, of course, been considerable discussion 
in legal journals of ‘‘ shock ’’ cases, including those 
where a mother has claimed for mental distress on seeing 
her child placed in danger. The defendants naturally 
insisted that no practitioner guarantees his opinion to 
the extent of insuring the consequences to the patient. 
Mr. Whiteford had to show that no surgeon exercising 
reasonable care and skill could have come to the con- 
clusion reached by Mr. Hunter. Unless this was proved, 
the plaintiff failed to establish any lack of care and 
skill on the part of the defendants. 

Mr. Justice Birkett’s considered judgment, reported in 
the Times of July 30, stated that the plaintiff, when he 
saw Mr. Hunter, was suffering from acute urinary 
retention. Mr. Hunter formed the view that this was 


due to enlargement of the prostate; he advised imme- 
diate draining of the bladder and removal of the prostate 
gland later. The bladder was drained and the plaintiff 
subsequently attended hospital on April 5, 1942, for the 
operation. Mr. Hunter examined the bladder manually 
and visually ; he found an indurated mass in the bladder 
about the size of the palm of a man’s hand; there 
was no ulceration. After considering this condition for from 
20 to 25 minutes, he came to the conclusion that it was 
a carcinoma which had not yet ulcerated, and that it was 
inoperable. He made no examination with a cystoscope 
and took no specimen of the growth for microscopic 
examination. In the following September, when in 
New York, the patient came under the care of Dr. 
Benjamin Barringer who examined him with a cystoscope 
under a spinal anzsthetic and took a sample of the 
growth for pathological examination. This revealed 
cystitis but- no cancer. Dr. Barringer operated for 
removal of portions of the prostate gland; he found 
the bladder inflamed and a diverticulum "filled with 
calcareous matter. 

The learned judge held that no negligence could be 
attributed to Dr. Gleed. During Mr. Hunter’s examina- 


tion of the patient in April, Dr. Gleed had a partial view. . 


of the bladder but it was Mr. Hunter who had charge 
of the operation. There was no obligation upon Dr. Gleed 
as a general practitioner either to have or to use a cysto- 
scope. Mr. Whiteford’s action against him failed. 

As regards the claim against Mr. Hunter, everything 
turned upon the mistaken diagnosis of inoperable cancer 
which determined him to do nothing more and which 
occasioned the patient’s loss and damage. “ It was,’ 
said the judge, ‘‘ a virtual sentence of death.” It was 
now admitted that the diagnosis was wrong. Mr. Hunter 
had done nothing afterwards to confirm or verify it. 
He had given evidence of his reasons for not -using a 
cystoscope and for not making a microscopic pathological 
examination. There had been medical evidence of the 
close resemblance between true and simulated cancer. 
His Lordship said he was clearly of opinion that 
Mr. Hunter was negligent in not making the microscopic 


. examination ; he was lacking in his duty in taking no 


step to check or verify his diagnosis and.also in not 
making a .cystoscopic examination. Judgment was 
entered against Mr. Hunter for £6300—namely, £2000 
general damages for the patient’s pain and suffering, and 
£4300 for special damages claimed, such as his loss of 
income, ‘his out-of-pocket expenses 'in departing to 
America, and his loss on sale of books and furniture. <A 
stay of execution was granted with a view to appeal. — 

The importance of the decision is obvious. To omit 
to use all proper and accustomed aids to diagnosis is 
obviously a breach of professional duty, but Mr. Hunter 
had given the court his reasons for not having taken 
other steps. Neither specialists nor general practitioners 
can guarantee their opinions to be infallible. An honest 
error of judgment can fall far short of legal negligence. 
Distressing as they were to Mr. Whiteford, the mental 
consequences of Mr. Hunter’s diagnosis (the “ virtual 
death sentence ’’), though they made sensational head- 
lines in the lay press, do not alter the principles of law. 
It is so easy to be wise after the-event. If courts receive 
authoritative professional testimony that an opinion, 
although ultimately proved to be wrong, was neither 
impossible nor unreasonable at the time and in the 
circumstances of the particular case, nothing but over- 
whelming expert evidence to the contrary should justify 
a finding of negligence. 


= Public Health — 
Poliomyelitis - 


‘In the week ended July 24, 39 cases were notified in- 
England and Wales. In the weeks ended July 3, 10, 
and 17, notifications numbered respectively 36, 23, and 36. 


Paratyphoid Fever at Eastbourne 
Paratyphoid fever has been reported from Eastbourne, 
where up to last Monday 35 suspected cases had been 
found, of which 24 had been confirmed. Most of the 
patients are children ; in all the illness began about the 
same time, suggesting a common source of infection. 
None is seriously ill. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


Our Torch-bearer was due at the Cob Tree at 4.17 A.M., 
and we were lucky, because it was still dark. Much of 
the effect must be lost in daylight. Fred, who brought 
the torch 2!/, miles from the next village to the pub 
at the bottom of our lane, is a local lad in the building 
trade. He qualified for this job by winning a special 
8-mile race in the village sports. Why 8 miles I don’t 
know; perhaps to allow for the 2 lb. weight of the 
Torch, the possibility of bad weather, and the lowered 
metabolism of 4 a.m. He finished the 8 miles with 
remarkable sangfroid, and we noticed the same on the 
great day, when he arrived, smiling happily, without a 
hair out of place, at our pub. 


We had set the alarm clock for 3.50, but we were | 


only- just in time. As we came down the lane we saw 
@ procession of car and bicycle lamps coming slowly 
along the main road. “It’s him!” we cried, throwing 
grammar to the winds and breaking into a trot. It was 
Fred sure enough, preceded by an A.A. motor-cyclist, 
accompanied by bicyclists, and followed by a couple of 
motor coaches and a small string of private cars. There 
was no question which was the more out of breath—we 
after galloping a hundred yards downhill, or Fred after 
his long run. 

Half the village had got up to greet him, including all 
those in the lower age-groups, and there was a sprinkling 
of strangers in cars. Everyone was talking at once, 
pressing round Fred, smacking him on the back, cracking 
jokes, demanding a light for cigarettes from the torch ; 
one woman stood lighting them for people on the out- 


skirts of the crowd. There was a little wait, because Fred © 


had run his distance in under the allotted time; so all 
the children had a chance to hold the torch and read 
the inscription—‘*‘ Olympia to London, with thanks to 
the Bearer,” I think. In the end the next man emerged 
from one of the coaches, bald-headed and singlet-clad, 
with his unlit torch. While a photographer flashed his 
magnesium Fred formally handed on his flame, and we 
at last remembered to cheer when the new torch blazed 
up in fine style. Then, while Fred doused his torch in 
the saloon bar, aided by his admirers, the next man 
started off up the hill, and we watched his flame getting 
smaller among the trees until it passed round the bend. 
Within a couple of minutes it was light, and, like the 
audience emerging from a cinema, we noticed for’ the 
first time the details of our fellow-spectators ; some of 
the aristocracy with cars were clad in variegated 
dressing-gowns, and there were some flowing nighties 
showing under overcoats. 

“ Well,” said one of the fathers carrying ‘a little boy 
on his shoulders, “if you live to be a hundred you won’t 
see the Cob Tree open again at four in the morning.” 

* * * 


Some years ago I noticed that one of the main 
differences between a specialist and a general practitioner 
was the thoroughness with which the specialist examined 
cases. Had the general practitioner been nearly as 
thorough, he could not have failed to have reached the 
correct diagnosis. There are other important points 
of difference, such as experience and training, but this 
question of‘thoroughness seemed to me fundamental; 
so I set out to become a specialist, and have now achieved 
that status. During the last few years I have served in 
the Army in various capacities, done locums in general 
practice, and had quite a wide experience of hospital 
outpatient departments, teaching and otherwise. Most 
of the errors I have seen committed by myself and 
others have been due to lack of thoroughness, but the 
remedy does not lie wholly in ourselves ; the place where 
the patient is examined is also important. Proper 
examination is impossible in many surgeries, especially 
branch ones, and the conditions of work in many out- 
patient departments, with particular regard to noise 
and excessive numbers, are well known. If only many 
doctors had better facilities for examining patients the 
standard of medical practice would rise considerably. 
Let it be hoped that our planners will concentrate on 
providing conditions for thorough clinical examination 
before increasing the facilities for ancillary investigations 


p 


such as X-ray and laboratory services, many of which 
might be rendered unnecessary by clinical thoroughness. 
* $ + 


Why can’t we use simple words like normal, all rigħt, 
or nothing wrong, in our case-notes ? It always has to be 


. something like negative or N.A.D.—I would almost 


prefer 0.K. Our American colleagues are even better— 
or worse—at this little game. The following summary 
may not have appeared in its entirety in any American 
hospital chart (case-record), but the terminology is 
genuine : 

This was the first gastro-enterology visit of this thirty- 
two-year-old married white female, looking her stated age, 
and in no apparent distress. 

History : She had a case of diarrhea two weeks ago but 
has been asymptomatic since L.M.D. (local doctor) prescribed 
bismuth. Colitis of banal or ulcerative origin was suspected. 

Examination : Mouth: unremarkable. Teeth: in good 
repair. Pharynx: clear. Abdomen: non-contributory. 
Gastric analysis : physiological. X-ray ai no patho- 
logy. Other systems: benign. 

Diagnosis : ? Psychosomatic. 


RB: Close case in gastro-enterology. 
Refer to psychiatry for opinion and treatment. 
* * * 


Opposite the big white modern hotel is the Savannah, 
a huge flat stretch, with its racecourse, playing-fields, 
and huge samman trees around its periphery, where the 
single-decked, open-sided trams run. Right across the 
Savannah are the Botanic Gardens. As I went in I was 
approached by a little Indian man, or as we call them in 
the West Indies, an East Indian. I thought I was 
going to be pestered to buy beaten ‘“‘ silver ” bangles or 
“ Luckies,” but he announced himself as one of the 
gardeners and offered to show me round. When I 
told him I. was a doctor he concentrated mainly on — 
medicinal plants. I saw a large tree, with gum smelling 
of real friar’s balsam oozing from its bark, Myrospermum 
peruiferum; a Strychnos nux vomica tree, with fruit 
the size of small oranges; a Coca plant (Erythroxylon 
coca), rather like a blackthorn bush, with vivid green 
tapering leaves and small red berries. “‘ Over there,” 
said my guide, ‘‘ you get another tree that gives you 
dope—the kola nut. You get Coca-Cola from that.” 
We came to a large tree with dark green foliage and big 
red pæony-like flowers stuck all over it. He sank his 
voice to a whisper: ‘‘ This is the Venezuela mountain 
rose, most useful tree of all. You know when a woman 
gets a chill—the menstruation stops? Well, the’ flower 
of this tree brings it back again. One flower, one dose.” 
I tried to look knowing too. 

* x 


My daily maid turned up the other day all smiles and 
happiness. A long-forgotten relative in Australia had 
sent a food parcel, and she and her sister had enjoyed 
the first meal. The parcel had been badly knocked about 
and one cardboard box seemed to have no label. It 
contained a brownish powder, and since there were other 
packages of dried beef and the like they assumed the 
powder was some Australian kind of Bisto. So they 
sprinkled it on the dried beef and cooked it, They 
thought the flavour was fine. But the letter which 
arrived later produced nausea, anorexia, and other 
psychosomatic symptoms. It said they should take 


’ great care of the little brown box as Aunt Matilda had _ 


refently died and they were sending along a third share 
of the ashes. | 

* ba * 
- I do not know where I am with my face, and my photo-.- 
graph is even worse. I admit to a slight myopathic 
rire en travers grafted on an acromegalic background, 
possibly also to a flabby fissured tongue and a touch of 
oxycephaly here and there; but the photograph gives 
me not only lid-lag, a depressed nasal bridge, and risus 
sardonicus, but complete baldness as well. Can one 
wonder therefore at my horror when I saw that I was 
expected to submit a photograph with my application 
for a recent job; can one wonder that I sent a portrait of 
Mr. James Mason instead; can one wonder that I was 
then immediately short-listed but was thrown out on 
the point of my oxycephalus when they saw me ? 
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_. Letters to the Editor 


BEDS FOR PULMONARY TUBERCULOSIS 


Srr,— Dr. Bentley’s article and the correspondence 
arising from it are most stimulating. Excluding the 


beds which a chest physician requires for observation and 


diagnostic investigations, and also the beds required 
for major thoracic surgery, the bed needs of two 
groups of patients must be clearly appreciated: those 
needing medical treatment, and those needing nursing 
care. 

First there are patients who have some prospect 
of recovery, who require definite therapeutic procedures 
such as are usually carried out by physicians, and who 
ought to receive such. treatment more or less as soon as 
a diagnosis of phthisis is established. The treatment of 
such cases often need not occupy a sanatorium or hos- 
pital bed for longer than about three months at a time, 
since many can follow a regimen of protracted rest in 
their own home, if they have learned the principles of 
bed rest in hospital. | l 

During the last three years, in this town' with a 


population of 110,000, and a tuberculosis death-rate of 


60—70 per 100,000, the effective number of beds at my 
disposal has varied from about 15 to 25, and discrimina- 


tion has been needed to use them to best advantage. 


It has been my policy to see’ that first and foremost, 
cases requiring medical treatment as distinct from 
nursing care do not forgo this on account of the nursing 
shortage ; and therefore a candidate for collapse measures 
has always been admitted as soon as possible, to the 
exclusion of less hopeful more advanced cases. During 
the last couple of years such patients have been admitted 
after an average delay of a fortnight on the waiting- 
list. 

The justification for this policy is illustrated by the short- 
term-sputum-conversion-rate of the 95 sputum-positive cases 
diagnosed in 1947 : 22 of these patients were dead by the end 
of the year, and it is reasonable to assume that treatment 
would have been of little benefit to them. Of the remainder, 
however, by June, 1948, 40 had had appropriate collapse 
measures, sputum conversion being attained in 32 instances— 


‘i.e., 30% of the total infectious cases had become “safe ” 


within a year. Their ultimate fate is undetermined, but 
suffice it for the present argument that their period of 
infectivity has been reduced and their prospects of recovery 
unhampered by delay in treatment. 


What of the poignant cases left among their families? 
These are a great source of heartache and distress to all 
who seek to help them ; but can the physician be blamed 
who avoids blocking beds with such cases? With 
inadequate facilities it is all the more important to make 
optimum use of such beds as remain. On humane 
grounds I admit that one occasionally has to relieve the 
home situation by admitting such a patient. Without 
debating the importance of segregation, I would argue, 
as many others have done, that if a bed can be used to 
achieve sputum conversion in several patients as against 
the segregation of one patient, there can be no question 
as to its more effective use. 

Let us treat the treatable cases as speedily as possible 
in institutions, and arrange protracted spells of rest 
at the patient’s home. Let institutional facilities 


aim at attaining sputum conversion as the immediate’ 


objective. Such a programme is scarcely practicable 
if waiting-lists are handled by a central administration, 
or even by the superintendent of an institution. The 


closest collaboration between the chest physician, who 


knows the waiting patient, and the superintendent, who 
knows his bed limitations, is necessary. 

For less favourable cases, let everything possible be 
done to help the family with the care of the patient, by 
home domestic help, district nursing, boarding-out of 
children, and financial aid in every possible way; but 
let us not be misguided by our natural sympathy for 
these patients into allowing their nursing require- 
ments to jeopardise another patient’s prospects of 
recovery. | 
W. H. TATTERSALL 


Chest Clinic, Reading. Chest Physician. 


OPERATIONS FOR HERNIA 


Sir,—In his letter published in your issue of July 17, 
Professor Pannett raised a point of great interest to those. 


who are concerned with the repair of large hernias. - He 


suggests that unabsorbable sutures are of value in these 
repairs not because they remain unabsorbed but because 
they interfere less than catgut with the processes of 
repair. wo À 

There is little doubt that this is the case, but there is 


another aspect of the subject which should be brought 


to your notice: the ability of a lattice of unabsorbable 
material, anchored to healthy tissue at many points, 
to prevent stretching of young fibrous tissue. The 
distraction strains to which a recent hernial repair is 
submitted can thus be distributed diffusely over many 


- different points; the amount of strain to which any 


individual point is subjected is thereby much reduced. 
No doubt eventually fibrous tissue will -contribute the 
chief strength to the repair, but there is a good case for 
providing some form of inextensible support during the 
critical first six months. . | 7-4 


Edinburgh. D. M. DOUGLAS. - 


Sir,—In his letter Professor Pannett made some adverse 
comments on a point of theory I advanced in the article ° 
on July 10 on the treatment of hernia by a darn of nylon. 

I agree with Professor Pannett’s generalisations on | 
tissue repair, and also with the common observation that 
tight sutures cut through the tissues by pressure necrosis. 
Should he care to try the nylon darn type of repair 
I suggest he be sure to place the sutures without tension 
but with no slackness, to make them numerous, and to 
anchor them to sound surrounding tissues. The effect 
of this is to distribute a strong strain, when it comes, to 
many points and to curb it, as Gulliver was held by the 
threads of the Lilliputians. Unlike the continuous pressure 


‘of a tight suture, that of a-suture in a darn is inter- 


mittent and the tissues do not necessarily undergo a 
process of necrosis in such circumstances. The same 
contrast is seen, on the one hand in a plaster sore due to 
continuous pressure, and on the other in the survival from 
intermittent pressure of the skin tube in a cineplastic 
amputation. | oe l 
Professor Pannett’s point about the tissues being alive 
is also commonly observed. Some fibrous reaction is 


bound to occur where and when they take strain. This 


fibrous tissue and the blọck of it formed to fill the mesh 
of the darn will deal adequately with many strains, but 
I believe that the darn itself is the factor which enables 
high strains of short duration to be contained success- 
fully, repeatedly, and permanently. Fibrous tissue alone 
is fickle and liable to tear if not reinforced by a darn 
into:structures strong enough to take high strain. Thus 
sepsis in catgut or fascial darns provides ample amounts 
of laudable fibrous tissue, but such cases are prone to 
early and late recurrence. | 

Though Professor Pannett finds the theory unaccept- 
able, I hope he will condone it if he should try the nylon 
darn technique and find it giving satisfactory results. 


Oxford. G. E. MOLONEY. 


MEDICAL RECORDS 


SIR, —The attention which some lay officers in hospitals 
are giving to the care of medical records is bringing to 
light difficulties that are removable. At a recent tuition 
course of the Hospital Record Officers Association held 
in Manchester the difficulty of finding a good medical 
stenographer was acknowledged. On the other hand, 
the stenographer’s work would be aided, and the standard 
thereby improved, if the medical staff, and especially 
the younger generation, could dictate with fair ability. 
The basis of a good medical report is a thorough grasp 
of the information to be conveyed in it, and the capacity 
to express this in clear English. Medical records would 
certainly benefit if medical students’ were disciplined, 
as proposed by the B.M.A. medical curriculum com- 
mittee, ‘‘in the proper meaning and use of words and 
the relationship of names and words to ideas and things.” 2 
The discussions during the course provided evidence 
that the absence of this ability has to be made good by 


1.. The Training of a Doctor. London, 1948; para. 56. 
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the medical record officers. This dependence upon the 
lay staff, whjle testifying to their zeal and efficiency, 
seems in some cases to have reached a point where the 
main responsibility for the accuracy of records is placed 
upon the layman. In these medical record officers the 
medical staff may find valuable auxiliaries, but nothing 
will be gained by a confusion of functions. Distasteful 
as paper work may often be to the medical man, these 


records provide essential material for medical education 


and the efficient working of the National Health Service. 
l OBSERVER. 


CHARMS 
SIR, —One can but wholeheartedly agree with Dr. 


` Dillon that psychology on a scientific basis ought to be 


our ideal, and we must all share fully his aversion to 
procedures resembling—or imitating—the methods of 
superstition. But we must admit the ‘‘ metaphysical ” 
aspect of the human personality: that is, the deep- 
rooted desire for the belief in the supernatural and 
unexplainable, for the ceremonial and magical. Whether 
we like this aspect of personality, or deplore it as atavism 
and superstition, we cannot afford to ignore it. In some 
people an approach on these lines—whether. in the 
cause of morality or health—promises better and 
speedier results than the employment of logical and 
scientific concepts. In most people, indeed, this ‘‘ meta- 
physical’ aspect is strong, and may be stronger than 
the capacity for the “intelligible ” ; and in these the 
psychosomatic function responds better to magical than 
to scientific approaches. This has been abundantly 
illustrated by the appeal—and even therapeutic efficiency 
—of sacred wells, spiritual healings, and the less dignified 


activities of various quacks and therapeutic eccentrics. . 


If we wish to be sincere we cannot ignore the large 
number of cures, where scientific medicine had previously 
failed, by these healers and methods. As a psychiatrist 
with twenty years’ experience I find more people fit for 
magical methods than for modern psychotherapy.. We 
may regret that this is so, especially since we average 
ar sists cannot perform such miracles ; our training 

s made us unfit to use them, and our reputation as 
“ scientific psychiatrists ”? inhibits the patient’s belief in 
our magical powers. But I doubt whether any real harm 
is done by practitioners who feel able to apply them 
in selected cases. People helped by such primitive means 
may be more superstitious than intellectual, but they 
are not necessarily less happy or less reliable and 
It is unlikely that pure science and logic will 
ever dominate human and social life. While regretting 
this, we must be content to fight prejudice and super- 
stition where it is obviously antisocial, and tacitly 
accept the ‘‘metaphysical’’ aspect of the human 
personality where it brings advantages. I hope 
Dr. Dillon will forgive my spirit of compromise. 

Harley Street, W.1. S. Lowy. 


/ 


ATOMIC DEFENCE 


Sm,—Your admirable summing up, on July 24, of 
the implications of accepting the inevitability of atomic 
warfare constitutes a challenge to medical men which is 
both urgent and grave. 

It is clear that unless there is firm determination to 
grasp the opportunities which still exist to ensure the 
peace, we must abandon àll our cherished hopes and 
plans for improving the health and wellbeing of the 
nation ; for once we allow ourselves to accept the idea 
of war, all our energies must be bent to making what 
provision we can to limit the effects of the disaster. 
How little can be achieved by way of medical relief for 
the victims of atomic warfare, and at what enormous 
cost in organisation, mahpower, and material, is clearly 
to be seen from the articles you quote. 

But the choice which confronts us is not one between 
“ making defence henceforward the chief end and aim 
of our existence ” and neglect of the necessary measures 
of defence. Mercifully, the choice still lies between the 
path to war and a return to the path of peace. So long 
as such a choice exists—and time is short—surely the 
answer of our profession must be to take our stand for 
peace. 


Pontyclun, Glam. JOHN B. ATKINS. 


M.R.C.P. EXAMINATION 


/SIR,—I think the time has come for the Royal College 
of Physicians to devise a method of assessing the clinical 
acumen of candidates for the M.R.c.P. in some better and 
fairer way than at present. Everybody is aware that 
the “ luck of the case ” is practically 70 % of the examina- 
tion. There is an element of luck in every examination ; 
and surely a time will soon come when examinations 
will be superseded by some other method of testing. 
Till then examinations are necessary. | 

In the membership examination the cases shown are 
varied in type. Some are quite simple, and some are. 
made very simple by the kindliness of the patient ; but 
others are complicated and bristle with difficulties, 
especially when the time allotted is hardly sufficient 
to take a history, examine all the systems, and do 
the necessary urine tests. No candidate sitting this 
examination will ever grudge getting a difficult case, 
but he will certainly have a grudge when his friend, 
who is perhaps only half prepared for the examination, 
gets away with it merely because of the simplicity of his 
cases or because he has heard about the cases from some- 
one who has been asked to examine them the day before. 
The cases are often repeated from day to day and from 
examination to examination, though perhaps there is no 
remedy to this. But then why attach such importance 
to this qualification ? ; 

I suggest some better method of clinical testing should 
be devised. If the final pass percentage is 16%, about 
60% of the candidates should be weeded out by stiff 
papers which should be corrected before the clinical 
examination; and the balance of 30% (which will 
amount to 180. if 600 enter) should be given a very 
searching clinical test. Several cases should be shown, 
and the censors should watch how the candidates tackle 
the cases. Of course, the same number of examiners 
and hospitals as at present should be utilised to enable 
this type of clinical examination to be conducted. The 
pruning to the required percentage could be done in this 
and the next two rounds. i 

M.R.C.P. 


MOVEMENT OF THE DIAPHRAGM AFTER 
OPERATION 


Sir,—Mr. Howkins says in his Hunterian lecture; 
published in your issue of July 17, that postoperative 
diaphragmatic inhibition does not necess&rily occur on 
the same side as the abdominal incision, as found by 
Rees Jones. | 

An. investigation which is now proceeding, tends to 
show that the postoperative pulmonary changes occur on 
the same side as the subdiaphragmatic air-bubble. The 
changes are usually most pronounced where the quantity 
of intraperitoneal air is large. The right hemidiaphragm 
being higher than the left is a reason for the air to collect 
on the right. Added to this, of course, is the fact that 
the majority of incisions are on the right. In midline 
gynecological incisions the intraperitoneal air appears to 
be held under the omentum and in many cases does not 
reach the subdiaphragmatic area. 

It is unfortunate that Mr. Howkins’s X-ray plates 
have not been reproduced more clearly. 

ANGUS SMITH 

Charing Cross Hospital, London. Hon. Aneesthetist. 


T A TAX ON KNOWLEDGE 


SıR,—I noted with interest the leading article in your 
issue of July 10. I have been carrying on a correspohdence 
with the Departmental Claims Branch on this subject 
since April, though I am still not clear on some points. 

I find that the British Medical Association library is 
unable to supply quite a proportion of the original 
literature that I require, and I wished to apply for fellow- 
ship of the Royal Society of Medicine. I did not consider, 
however, that I could really afford yet another sub- 
scription, and I therefore inquired as to the possibility 
of claiming for this and various other subscriptions— 
e.g., to The Lancet, British Medical Journal, and Lewis’s 
Library. Mr. Justice Rowlatt’s judgment makes it clear 
that these are not admissible under the present wording 
of Schedule E. : From the wording of Schedule D, 
however, I take it that they are admissible for civilian 
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practitioners. This is surely an unjustifiable anomaly 
and one which every effort should be made to alter. 
Although it is not essential to subscribe to various 
journals in order to obtain or retain one’s commission, 
it 7s essential to subscribe in order to keep reasonably 
up to date, which any self-respecting doctor must do. 
Moreover, in many appointments in the Services, as in 
my present one, there is comparative professional isola- 
tion, the stimulating effect of discussion with colleagues 
is sadly missed, and it is more than ever necessary to 
attempt to redress the balance with additional reading. 
I hope that you will not allow this matter to rest. 


SURGEON LIEUTENANT. 


CARS FOR DOCTORS | 


Smr,—The present unsatisfactory situation in respect 
of doctors’ cars can well be illustrated by my own case. 

To save myself five hours’ daily in buses, I bought a pre- 
war car early this summer at an inflated price, having had it 
expertly examined first. However, it is an old car and the 
parts are inevitably worn ;. so far I have had to replace the 
crown wheel and pinion, the front springs, and the battery, 
as well as many smaller repairs over three months. It is 
more than I can afford, but there is no alternative. 

I live ina wealthy area where new cars are commoner on 
the roads than old ones, and I often wonder how the priority 
system makes this possible. The other day I went to view 
another second-hand car which the owner was selling, having 
just acquired a new Austin A 40 Devon Saloon—the very 
car I have on order with a B.M.A. priority. The man 


explained that he had no priority, being an ordinary business- © 


man, but that he had waited “‘ a long time—over 18 months.” 
INDIGNANT. 


EMETINE FOR VARIOUS INFECTIONS 


Sm,—Emetine has long been known as an effective 
agent for amoebic abscess of the liver. It has also been 
used for pulmonary abscesses ; and where improvement 
has been achieved, this has been accepted as proof of an 
amoebic origin. But I found that emetine can also be 
very effective against non-amoebic liver abscesses, and 
this led me to try it against many other septic infections. 
My results, of which only a small part has hitherto been 
published,’ have been very satisfactory and often rather 
surprising. 


In each of 9 cases of virulent furuncle of the lip, most: 


of them very severe, which were treated with emetine, 
prompt recovery ensued. In 4 cases of traumatic puru- 
lent meningitis the cerebrospinal fluid became sterile 
after a few days’ treatment; 3 cases’ were definitely 
cured, while 1 died six weeks afterwards in consequence 
of a brain abscess. All of 20 cases of severe biliary 
infection responded to emetine ; in some no other treat- 
ment was used, while in others surgical treatment had 
been undertaken and had proved insufficient. In many 
cases of severe purulent peritonitis (mostly of appen- 
dicular or traumatic origin) and of gaseous gangrene, and 
in some cases of brain abscess, very good results were 
obtained. 

Emetine is sometimes highly effective against infections 
due to penicillin-resistant organisms—notably, Bact. coli 
and Pseudomonas pyocyanea—particularly where peni- 
cillin cannot be applied directly or when its action is 
ype by thick abscess membrane or much necrotic 

issue 

With infected mice Bernoulli? has experimentally 
confirmed my clinical results. Of 10 animals infected 
with Staphylococcus aureus and treated with emetine, 
6 were still alive ten days afterwards, whereas of the 
untreated animals none survived more than five days. 
In vitro the bactericidal action of emetine was observed 
to be slight, but the bacteriostatic action was long- 
continued. Fischer and Almasy ‘ have lately studied 
the effect of emetine on the metabolism of Oidium 
albicans. Further experimental and clinical investi- 
gations are desirable. E. MELCHIOR. 

Surgical Clinic of the Niimune Hastanesi, Ankara. 


1. Melchior, E. Schweiz. med. Wschr. 1943, 73, 385; Ibid, 1946, 
76,1054; Pr. méd. 1946, 53,729; Ars Med. 1947, 37, 299; ‘Ann. 
Univ. Ankara, 1947, p. 229. 

2. Florey, H. W. Experientia, 1946, 2,160. 

3. Bernoulli, P. Schweiz. Z. Path. Bakt. 1944, 7, 525; Ibid, 1945, 


8, 96. 
4 Fischer, H., Almasy, F. Helv. physiol. Darn Acta, 1946, 4, 423. 


DAME AGNES HUNT 


‘Ayrshire Central Hospital, Irvine. 
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NEGOTIATING BODY FOR PUBLIC-HEALTH 
MEDICAL OFFICERS ’ 


Smr,—I refer to the advertisement in your issue. 
of July 24 in connexion with the appointment of medical 
officer of health for the county borough of Reading. 
It states that the appointment is subject to the conditions 
of service promulgated by the National Joint Council 
for Local Authorities’ Administrative, Professional, 
Technical, and Clerical Services. This gives the 
impression that the National Joint Council, which is the 
negotiating machinery for certain categories of local- 
government officer, includes local-authority medical 
officers within its purview. This is not so, and I should 
be glad if you would permit me, through your columns, 
to correct any such impression which may have formed 
in the minds of your readers. .The British Medical 
Association is recognised by the Ministry of Health and 
the Associations of Local Authorities as the negotiating 
body for public-health medical officers, and until the new 
salary scales and conditions of service are negotiated, the 
Askwith Memorandum, as revised, is the only agreement 
which applies to medical officers. 

Furthermore, the Association is not represented on . 
the National Joint Council and was not consulted in the 
formulation of the latter’s scheme. l 

CHARLES HILL 


British Međical Association, 
Tavistock Square, London, W.C.1. Secretary. 


*.* We published the advertisement, without omis- 
sions, so that possible applicants should be aware of 
the attitude of the Reading corporation. Dr. Hill is, 
of course, entirely right in holding that conditions of 
service for doctors in public health, as in other branches 


of the National Health Service, should be negotiated 


with representative medical organisations. So far as 
the medical profession is concerned, conditions of service 
promulgated by the National J oint Council have no 
validity.— ED. L. | 


AN OBSTETRIC EMERGENCY SERVICE | 


Sim,—It is with particular interest and pleasure that 
I have read your article (July 24) on- the Ayrshire 
Emergency Domiciliary Service. 

Mention is made in it of the attempt to replace the 
amount of blood or plasma transfused by encouraging 
the relatives of recipients to donate blood. This scheme 
has been developed by Dr. de Soldenhoff, not only in 
the emergency service, but in his hospital work at the 
During the past 
nine months Ayrshire Central Hospital has used blood 
and plasma equivalent to 325 blood donations; in the 
same period 182 donations have been made under the 


replacement scheme, representing 56 % replacement. 


This work has been carried out by the medical and 
nursing staff of a busy obstetric hospital, and reflects 
great credit on all concerned. It shows how much 


can be achieved in replacing blood used; and the 


scheme might well be developed in all large hospitals. 
Such contributions are of great value to the regional 
transfusion service, not only by keeping the blood banks 
adequately stocked, but also by showing how much ‘the 
hospital appreciates any help which is given by the 
transfusion service. 

. DorotHy NELSON 

Organising Secretary, Glasgow 


and West of Scotland 


15, North Portland Street, 
~ Blood Transfusion Service. 


Glasgow, C.1. 


DAME AGNES HUNT 


IN supplement to our annotation last week J. M. M. 
writes: ‘‘ Dame Agnes Hunt wrote a delightful little 
book called This is My Life in which she records her own 
victory over pain and recurring disability, and the 
steps that led up to the founding of Baschurch Home in 
1900. This brave story, which appeared in 1938, ought 
to be republished, ‘No splendid vision. prompted this 
open-air hospital,’ she says with simple truth ; and these 
words serve to remind us of her two greatest qualities. 
The first was genius for’ improvisation. Agnes Hunt 
did not bother much about the distant scene, but she 
knew with unerring. intuition the next step. The 
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second Was her remarkable technical skill in nursing, 

in devising apparatus, and in doing what was necessary 

.to make the patient well. She has taken a leading part. 
in the advance of non-operative orthopedics. In addi- 

tion, she felt the inly touch of love for cripples and she 

knew how to make them happy.” | 


Parliament | 


Rural Water-supplies 


In the House of Commons on July 27 Mr. JoHN 
EDWARDS, parliamentary secretary to the Ministry of 
Health, said that the Government would have to consider 
what further provision for rural water-supplies should 
be made when the £15 million voted for grants in 1944 


= was exhausted. He did not think that it would prove 


enough: The Government had put forward a great 
effort to improve rural water-sipplies, and local 
authorities had been encouraged to submit schemes, 
and the estimated cost. of such proposals submitted to 
the Ministry exceeded £35 million. Permission for 
work to start had been given to schemes costing about 
£5 million. In, addition, schemes to a total of about 
£8 million ‘had been approved in principle, and the 
Government had promised grants under the 1944 Act 
for schemes costing nearly £9 million. | 

Parliament adjourned on July 30 for the summer 
recess until Sept. 13. 

The Royal Assent was given to the Veterinary Surgeons 
Act, the Nurseries and Child-minders Regulation Act, 
the Factories: Act, the Criminal Justice Act, and the 
Statute Law Revision Act. 


QUESTION TIME | 
Hospital Accommodation for Private Patients 


Mr. G. M. SHARP asked the Minister of Health what 
instructions he had given to regional hospital boards about 
the amount of. hospital accommodation which might be 
reserved for doctors’ private patients ; who decided to which 
patients this should be allocated; how the charges made 
would be determined ; and for what purposes the receipts 
would be used.—Mr. ANEURIN BEVAN replied: As an interim 
measure, I have approved the continued use for this purpose 
of any accommodation so used immediately before the 
appointed day until regional boards can review the position 
and draw up considered proposals. The hospital manage- 
ment committee concerned is responsible for the admission 
arrangements. Hospital charges will be determined by that 
committee in accordance with the National Health Service 
(Pay-bed Accommodation in Hospitals, &c.) Regulations, 
which also prescribe maximum fees recoverable by the medical 
practitioner for professional services. The receipts from 
hospital charges will be paid into the Exchequer. 


Employment of Assistants under N.H.S. 


Sir ERNEST GRAHAM-LITTLE asked the Minister whether 
he was aware of hardship to many doctors resulting from the 
change-over in health services; and whether he would make 
an interim regulation allowing those doctors who had 
employed assistants for a minimum period of six months prior 
to July 5.to continue to employ them as of right for a further 
period of six months under the terms set out in the Minister’s 
circular dealing with the remuneration of general practi- 
tioners.—Mr. BEVAN replied : Executive councils have been 
asked to consent without question to the continued employ- 
ment in the National Health Service of assistants employed 
before the appointed day. The remuneration of such assistants 
is a matter for their principals. The arrangements for grants 
for training assistants without previous experience are under 
diseussion with the profession. 


Excessive Prescribing 


Mr. H. E. RANDALL asked the Minister of Health if he was 
aware thatthe regulations issued in connexion with the National 
Health Service concerning the procedure to be adopted for 
the investigation of excessive prescribing had created consider- 
able feeling among the medical profession, and whether he 
would give an assurance that, whilst such procedure might 
be necessary to prevent extravagance, it would not be used to 
restrict the doctors.—Mr. BEVAN replied: This procedure 


1. Lancet, July 31, p. 193. « 
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is on similar lines to that which has been in operation for- 
many years under the old National Health Insurance Scheme. 
It is aimed exclusively at extravagant prescribing and will 
certainly not be used to restrict any prescribing necessary 
for the treatment of the patient. 

Sir Tuomas Moore asked the Minister what authority had 
been delegated to local medical committees to prevent a 
medical practitioner from prescribing any drug or medicine 
which he considered necessary for the treatment of an insured 
patient.—Mr. Bevan replied: I should like it to be quite 
clear that patients are entitled to all drugs necessary for their 
proper treatment. Local medical committees have only power 
to investigate excessive prescribing. i 


Remuneration of Junior Specialists 


Sir ERNEST GRAHAM-LITTLE asked the Minister whether 
he was aware that a large class of younger specialists, including 
holders of grants under the various grades of the health 
scheme, had not been offered even interim contracts under 
the Act, and that they were receiving approximately half . 
the salary which they might expect from the Spens report 
recommendations, and as many of them, as in an example 
submitted, had been qualified 10 years, were married, had 
families and were suffering from financial strain, whether he 
would give an assurance to them that the adjustments would 
be retrospective and would be made quickly.—Mr. BEVAN 
replied: No interim contracts are necessary where, as was 
usual, holders of junior hospital appointments immediately 
before July 5 were whole-time officers, because they passed 
as transferred officers automatically into the employment of 
the appropriate hospital management committee or board 
of governors. Any adjustment of their present remuneration 


` (which, I am aware, is often -less than that recommended by 


the Spens Committee) must await the drawing up of agreed 
rates with tho profession, as in the case of specialists ; as soon 
as agreed rates are evolved I shall do my best to see that - 
retrospective adjustments from July 5 are carried out quickly. 


Distribution of Hearing-aids 


Mr. ELLIS SMITH asked the Minister when the Medresco 
hearing-aid would be available for all who required it ; ‘and 
if he would give an assurance that supplies, as they became 


available,-would be distributed evenly between all industrial 


centres.—Mr. Bevan replied: I cannot foretell the exact 
date on which every patient who would benefit from a hearing- 
aid will be able to obtain one. The number of distribution | 
centres will, however, as the supply position improves, be 
steadily increased until there is one reasonably accessible 
in every part of the country. 

Lieut.-Colonel Marcus Lipton asked how many of the 
Government’s deaf-aid appliances had been manufactured 
and issued.—_Mr. BEVAN replied : 1680 Medresco aids had been 
delivered from the manufacturers up to July 26, and 1200 
had been issued in hospitals in England and Wales. 

i Spa Treatment 

Sir WALDRON SMITHERS asked the Minister of Health if, 
in view of the resignation of Dr. Mackenna of Droitwich, 
he would make a statement as to spa treatment under 
National Health Service.—Mr. BEVAN replied: I think the 
doctor may have been under a misapprehension. For patients 
of the appropriate hospitals in the National Health Service 
requiring treatment of the spa type, it is open to a regional 
hospital board to arrange for convenient facilities for this 
treatment to be used, at the discretion of the medical staff 
of the hospital, to supplement the hospital’s own resources. 
It is not a responsibility of the hospital service to provide 
treatment at spa establishments otherwise than in this way. 


Financial Interest in Patent Medicines 


Mr. PETER FREEMAN asked the Minister whether his regula- 
tions allowed doctors or dentists employed in the National 
Health Service to hold financial interests in patent medicines 
or other proprietary articles of a medical nature.—Mr. BEVAN 
replied : There is no power in the National Health Service . 
Act to make regulations on this point. 


Hearing-aids 


Sir ROBERT Youne asked the Minister whether, during the 
shortage of supply of hearing-aids to those prescribed them, 
there would be any system of priority laid down for men and 
women employed in essential industries when their impair- 
ment would cause an otherwise unnecessary withdrawal of 
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their labour.—Mr. Brvan replied: Otologists are being asked 
to give priority to the most deaf patients and those who are 
seriously handicapped in their work for lack of an aid. 


Venereal Disease 


Mr. R. W. SORENSEN asked the Minister of Health why 
the statutory protection of secrecy had. been withdrawn 
from persons attending V.D. clinics under the new National 
Health Service Act.—Mr. Bevan replied: The withdrawal 
results from the revoking of the Public Health (Venereal 
Diseases) Regulations now that responsibility is transferred 
to regional hospital boards. But I would emphasise 
that treatment for venereal disease will continue to be as 
confidential as it always has been. 


Supplies of T.T. Milk 


Mr. PHILIP Prrarim asked the Minister of Food to what 


extent tuberculin-tested milk not bottled by the farmer was 
subsequently kept separate by the bottles and sold as T.T. ; 
and what steps he took to ensure that such milk was not 
mixed with non-T.T. milk.—Dr. EDITH SUMMERSKILL replied : 
In May, 1948, approximately 27% of the T.T. milk sold by 
producer-wholesalers in England and Wales was retailed as 
such. Under the Milk (Special Designations) Regulations 
T.T. milk sold as such must be kept separate from all other 
milk and sold to the consumer in sealed containers specially 
labelled and fitted with overlapping caps. Failure to comply 
with these conditions may involve dairymen in the revocation 
or suspension of their licences to sell T.T. milk. 

Mr. Prratin: Is it not the case that a certain amount of 
- T.T milk is not sold as T.T. milk at all, and is therefore wasted 
so far as the quality is concerned, since it is mixed with 
ordinary milk before being sold? T.r. milk should be sold 
as such, because there is a wide demand for it.— Dr. SUMMER- 
SKILL: Unfortunately the hon. gentleman is wrong. I wish 
there were a wide demand for it. Only 27% is sold as T.T. 
milk. We cannot govern consumer preference. 


Hygiene in the Food Trades 


Dr. ` SANTO JEGER asked the Minister of Food if he had 
considered the reports of the proceedings at the congress 
of the Royal Sanitary Institute and at the annual conference 
of the Sanitary Inspectors Association, attended by his officials, 
at which the need for a campaign to improve the standards 
of hygiene in the food trades was urged’; and whether he ` 
would make a statement.—Mr. J. STRACHEY replied: Yes, 
I have seen the reports. Under the Transfer of Functions 
(Food and Drugs) Order, 1948, which came into operation 
on March 1, and the several Public Health (Amendment) 
Regulations which came into operation on June 1, my depart- 
ment has taken over from the Ministry of Health tif central 
responsibility for food inspection and food hygiene generally. 
It is my intention to seek the coöperation of local authorities 
and their officers, the food trade, and the public in a concerted 
effort to combat the dangers to health which result from the 
preparation, storage, or handling of food in unclean or other- , 
wise unsatisfactory conditions. Unfortunately, shortage of 
essential equipment and of building labour and materials 
hamper immediate improvements in many directions. I 
believe, however, that existing legislation can be made. more 
effective by voluntary and more detailed codes of practice 
applicable to particular trades, and by stimulating amongst 
all concerned a more positive attitude to food hygiene 
generally. In these matters my department will work in 
close consultation with the Ministry of Health, which remains 
responsible for measures for dealing with- infected food and 
food-poisoning, and with the local authorities concerned with 
the enforcement of the relevant provisions of the Food and 
Drugs Act, 1938, and of the regulations made thereunder. 
I feel sure that I can rely upon all concerned—and not least 
the general public—to give their wholehearted support to 
this effort. 


Scholarships for Medical Students 


Mr. SOMERVILLE Hastes asked the Minister of Education 
‘ what percentage of those now undergoing training as medical 
students in England and Wales were in receipt of maintenance 
scholarships from the Government and how these compared 
with pre-war figures—Mr. GEoRGE TomLinson replied : 
As stated by the Chancellor of the Exchequer on July 13 last, 
2840 medical students out of a total of 9671 at universities 
in England and Wales are assisted with State awards. The 
number of medical students in 1937-38 was 8623 and the 
number holding State scholarships was 29. s 


BIRTHS, MARRIAGES, AND DEATHS 


while commanding an Israeli medical unit. 
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Imports of Technical Publications 


Replying to Mr. T. E. N. Drrsere Mr. H. Witson, president 
‘of the Board of Trade, said that a further notice had been 
sent to importers which amended the department’s memoran- - 
dum no. 281 of March 17 last. This new notice gave effect 
to the arrangements under which any person might import 
for himself or on behalf of others single postal copies of 
learned, scientific, technical, and religious periodicals printed 
exclusively i in a foreign language. 


Treatment for Sexual Offenders 


Mr. Hector HuGHEs asked the Home Secretary if his- 
attention had been drawn to the case of which details had 
been sent to him of a man of 82 described by the police as a 
pest, against whom many complaints of interference with 
young children had been made, who in East London was 
convicted of assault on a 4- year-old girl, and sent to prison 


- for one month ; and what therapeutic treatment was provided 


in prison for this and similar cases.—Mr. CHUTER EpE replied : 
I have obtained particulars about this conviction. Treatment 
is provided in prison in cases where it is likely to be of benefit, 
but it would be useless to attempt such treatment in this 
case in view of the age of the prisoner and the shortness of 
his sentence. , . / 


. Obituary 


ISAIAH MORRIS 
M.C., M.R.C.S., D.O.H. 


Dr. Isaiah’ Morris was killed in Gallilee on June 11 
He was 
30 years of age. Born in Glasgow, the youngest son of 
Dr. Nathan Morris, he received his early education in 
that city. He studied medicine at University College 
Hospital, qualifying in 1942. During the invasion of 
Europe he was awarded the Military Cross while serving 
as regimental medical officer to the lst Suffolks. He. 
worked in England for over a year after his demobilisa- 

tion, and in November last he left for France, where he 
worked for some months in camps for displaced persons. 
For many years he had wished to practice as a children’s 
doctor in Palestine, and he eventually reached that 
country this year. 

“ Isaiah Morris,” writes a colleague, “ was outstanding 
among his generation for the intensity with which he 
thought and acted, and for the clear light of principle 
which guided him. He was naturally friendly ; 
gaiety and lightness of heart attracted people to him, and 
they founda spirit of unbounded generosity and deep 
humanity. He was a delightful colleague and com- 
panion; he had many friends, on whom his influence 
was profound. He set himself ‘the highest standards of 
life, and he lived up to them, selflessly devoting himself 
to the cause of the relief of suffering. He died as he 
would have chosen to die, serving humanity among his 
own people, where service was most needed.” - 


Births, Marriages, and Deaths 


BIRTHS 


BrYcE-SMITH.—On July 26, at Oxford, the wife of Dr. Roger 
Bryce-Smith—a daughter. 

GEAKE.—On July 24, at Woking, the wife of Dr. M. R. Geake 
—-a son. 

HALL-SMITH.—On July 21, at Hov ve to Dr. Angela Hall-Smith and 
Dr. Patrick Hall- Smith—-a SO 

OLLERENSHAW.—On July 28, at "Cardiff, the wife of Dr. A. F. 
Ollerenshaw—a daughter. 

SmMirH.—On July 25, at Norwich, the wife of Dr. E. S. Orford 
Smith—a son. j 


MARRIAGES 


CoRY—HORREX.—On July 28, at Woodbridge, R. F. P. Cory, C.B.E., 
surgeon rear-admiral, R.N., retd., to Kathleen Horrex. 

FITZPATRICK —TRAVERS.—-On. J uly in, at Y elling, Hunts, J. M. 
Fitzpatrick, surgeon commander, R.N., to Eva Dionys Travers. 


DEATHS ` va 


CASTELLAIN.— On July 23, Herménégild George Pourtalès Castellain, 
M.A. Oxfd, M.A., M.D. Camb.: , 

Dav E .—On July 29, at Colwyn Bay, Hugh Collin Davics, M.D. 
MASE. 

Dickson.—On July 25, at Thames Ditton, Surrey, William Arnott 
Dickson, M.D. St. And., M.R.C.P., F.R.C.S.E., D.P.H. 

McIver.—On J uly 24, Colin McIver, M.D. Edin., D.P.H., lieut.- 
colonel, 1.M.8. retd. 
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Notes and News. 


REPRESENTATION OF SPECIALISTS 


A CONFERENCE. of representatives of the Royal Colleges, 
two of the ‘Royal Scottish Corporations, and the British 
Medical Association was held at the Royal College of Surgeons 
on July 28, to discuss the general question of the organisation 
to represent consultants in the future, Sit Lionel Whitby, 
president of the British Medical Association, presided. After 
discussion it was decided to submit to the bodies invited 
to the conference the following propositions : 


(i) That a Joint Committee of the “Royal Colleges, the 

' Royal Scottish Corporations and the British Medical 
Association be established to advise the Minister of 
Health on all matters concerning consultants and 
specialists. 

(ii) That the existing Committee of the Colleges and 
Corporations, and the Central Consultants and 
Specialists Committee established by ‘the British 
Medical Association, continue in existence to brief the 
Joint Committee. 

(iii) That the Joint Committee be requested to allocate, 

| as soon as practicable, fields in which their constituent 
bodies are free to take independent action and to 
deal with governmental bodies direct. 


` It was agreed to establish an exploratory committee of nine 
members with Sir Lionel Whitby as chairman. 


University of Oxford © 

`- At a convocation on July 21, the honorary degree of D.c.L. 
was conferred on Sir Arcot Lakshmenaswami Mudaliar, 
F.R.C.0.@., vice-chancellor of the University of Madras. 

Dr. D. s. Hayton-Williams has passed the examination for 
B.A. (honours jurisprudence). 


University of Cambridge 

On July 26 a doctorate of law was conferred on Dr. T. B. 
Davie, who has lately been appointed vice-chancellor of the 
University of Cape Town. 

The Copeman medal for medical or biological research has 
been awarded to Dr. David Vérel. 


University of London 


Dr. E. P. Sharpey-Schafer has been apponi to the 
chair of medicine at St..Thomas’s Hospital medical school, 
from Oct. 1. 


Mr. D. S. Bertani PH.D., has been appointed to the reader- 
in entomology at the London School of Hygiene and - 


shin 
Tropical Medicine, and Mr. F. L. Warren, D.sc., to the 
readership in biochemistry at University College. 

The title of prófessor emeritus has been conferred'on Dr. A. B. 
Appleton and Dr. O. L. V. de Wesselow, on their retirement 


from the chairs of anatomy and medicine at ‘St. Thomas’s 


Hospital medical school; on Dr. D. T. Harris on his 
retirement from the chair of physiology at the London 
Hospital medical college; and on Dr. T. Baillie Johnston 
on his retirement from the chair of anatomy at Guy’s 
Hospital medical school. 


University of St. Anarews 


Dr. R. B. Hunter has been appointed to the chair of materia 
medica in succession to Prof. F. J. Charteris. 


Dr. Hunter graduated M.B. in 1938 at Edinburgh University, 
where he was president of the Royal Medical Society. Later he 
held nous er poe and a clinical tutorship at the Edinburgh 

Roya Infirmary. During the war, while serving in the R.A.M.C. 

the rank of major, he acted as personal parioa to Field- 
Marshal Montgomery; and he was appointed M.B.E. Since his 
return to Edinburgh he has become lecturer in therapeutics in the 
university and assistant director of the Edinburgh Post-Graduate 
Board for Medicine. 
of anti-histamine substances. 


Royal College of Physicians of London 

At a comitia held on July 29, with Lord Moran, the president, 
in the chair, the following fellows were elected officers for the 
ensuing year : 


Censors : Dr. Donald Hunter, Prof. J. Crighton Bramwell, Dr. J. 
Forest Smith, Prof. R. V. Christie. Treasurer : Prof. W.G. Barnard, 
Registrar : ‘Dr. H. E. A. Boldero. Harveian Librarian: 
Dr. Archibald Gilpin. Assistant Registrar : Dr. W. D. W. Brooks. 
Members of the library committee: Dr. Macdonald Critchley, Dr. J. 
Bishop Harman, Dr. M. L. Rosenheim, Dr. R. R. Bomford. Finance 
committee: Dr. J. St 
Dr. C. T. Potter.. 


. M.B. Calcutta, 


_ Marshall, M.B. Manc., 


He has published papers on the clinical use 


e. C. Elkington, Dr. G. B. Mitchell-Heggs, 


The following were elected examiners : 


Chemistry : Mr. Alexander Lawson, PH.D., Mr. John ‘Lowndes, 


F..c. Physics: Mr. Stanley Rowlands, PH.D., Mr. J. E. Roberts, 
PH.D Materia medica a pharmacology : Prof. E. J. Wayne, 
Dr. E. F. Scowen, Dr. Ra Oakley, Dr. J. Bishop Harman, 


Prof. A. C. Frazer, Dr. J. Woolley. Physiolo : Prof. W. R. 
Spurrell, Prof. J. L. DAA. Anatomy: Prof. Thomas Nicol. 
Pathology ’ Prof. R. J. Pulvertaft, Dr. Archibald Gilpin, Prof. 
W. D. Newcomb, Dr. Kenneth Robson. Medical anatomy and 
principles and practice of medicine : Dr. A. H. Douthwaite, Dr. L. B. 
Cole, Dr. J. L. Livingstone, Dr. K. Shirley Smith, C. B. 
Levick, Dr. T. C. Hunt, Dr. Robert Coope, Dr. H. L. Marriott, 
Dr. Horace Evans, Dr. J. C.' Hawksley, Dr. F. P. Lee Lander, 
Dr. William Brockbank. Midwifery and ti peculiar to women: 
Mr. D. H. Macleod, Mr. H. L. Shepherd, . A. Brews, Mr. J. E 


Stacey, Mr. G. F. Gibberd. Public health: part 1, Prof. J. M. 
Mackintosh, Prof. M. E. Delafield; part II, Dr. J ohn Greenwood 
Wilson. Tropical - medicine: section . A. Major-General. Sir 


Alexander Biggam ; section B, Dr. George Macdonald. Ophthalmic 
medicine and surgery: Dr. E. A. Blake Pritchard. . Psychological 
medicine: part I, Dr. W. D. Nicol; part II, Prof. P. C. P. Cloake, 
Dr. Noel Harris. Laryngology a otology: Mr. M. EA Formby. 
Medical radiology: Prof. Gilbert Stead, D.sc., Dr. Peter Kerley, 
Prof. D. W. Smithers. Anesthetics : a Kenneth Robson, Dr. C. A. 
Keele, Dr. A. D. Marston, Dr. B. R. M. Johnson. Child health: 
Dr. Kenneth ‘Tallerman, Dr. A. G. Watkins. . Physical medicine : 
part I, Dr. J. W. Litchfield, Prof. W. V. Mayneord, D.sc.; part IT, 
Dr. W. S. O. Copeman, Dr. D. C. Shields. Industrial health : pert I, 
Dr. J. A. Charles; part II, Prof. R. EB. Lane. 


The following lecturers were appointed : 


Dr. Geoffrey Marshall (Harveian orator); Dr. J. G. Scadding 
(Bradshaw), Dr. A. P. Thomson (Lumleian), Dr. C. Gavey 
(Goulstonian), Prof. H. P. Himsworth (Oliver-Sharpey), Dr. N. B. 
Capon (Charles West), Dr. J. H. Sheldon (F. E. Williams), Dr. Donald 
Hunter (Ernestine Henry)—all for 1949; and Dr. A. E. Clark- 
Kennedy (Croonian) for 1950. x 


The Murchison scholarship, held this year in London, was 
awarded to Dr. Mary Holt. The Moxon medal was awarded — 
to Dr. N. Hamilton Fairley, F.R.S., for his work on blood- 
pigments and malaria, and the Weber-Parkes prize to Dr. S. 
Roodhouse Gloyne for his work on the morbid anatomy of 
pulmonary tuberculosis and its differentiation from diseases 
due to dust. 


The following, having satisfied the censors’ board, were 
elected to the membership : 


Z. H. Abdeen, M.B. Cairo, J. C. L. Adams, M.B. Lond., A. K. 8. 
Ahmed, M.B. Calcutta, Andrew Allison, M.B. Glasg., R. P. Aronson, 
M.B. Lond., D. V. Bates, M.B. Camb., J. M. Beare, M.D. Belf., T. P. 
Bianshard, M.D. Lond., A. W. Branwood, M.D. Edip., F. S. W 
Brimblecombe, M.B. Lond., K. P. Brown, M.B. Lond., major R.A.M.C., 
G. N. Chandler, B.M. Oxfd, M. V. Chari, M.B. Rangoon, E. K. 
Cruickshank, M.B. Aberd., Marc Daniels, M.D. Paris, Stanley Davis, 
M.B. Lond., fight lieutenant R.A.F., G. K. Dhariwal, M.B. Punjab, 
R. S. Duff, M.B. Glasg., R. Duncan, M.B. Manc., J. H. Ebbs,; 
M.D. Birm. and Toronto, PM M. El-Mehairy, M.B. Cairo, N. B. 
Finter, M.B. Camb., C. D. Garratt, M.B. Lond., D. H. Garrow, 
B.M.-Oxfd, I. C. Gilliland, M.B. Edin., Boris Golberg, M.B. Wit- 
w'rsrand, Helen C. Grant, M.B. Lond., G. S. Gray, M.B. Durh., 
Thomas Hanley, M.B. Lond., Audrey Hanson, M.B. Lond., J. F. J. 
Hickey, M.B. N.U.I., C. K. Hirson, L.R.C.P., G. E. Honey, B.M. Oxfd, 
D. A. Howell, L.R. C.P., Philip Jacobs, M.B. Brist., Leslie Jacobson, 
M.B. Cape Town, B. A. G. Jenkins, M.B. Lond., j. H. P. Johnson, 
J. G. P. Jones, M.B. Lpool, Refai R. M. Kamel, 
M.D. Cairo, J. Á; Keeling, M.B. N.Z, S. E. Keidan, M.B. Lpool, 
oW: L. R. Kenyon, M.B. Manc., Israel Kessel, M.B. Witw’rsrand, 

A. Kilpatrick, M.B. N.Z., S. G. E. Laverty, M.B. Edin., C. 
Peis M.B. Sheff., Theresa Lazar, M.B. Birm., R. F. L. Logan, 
M.D. Belf., Solly Lopis, M.D. Witw’rsrand, E. M. Lourie, M.B. Lond., 
J. MacW. MacGregor, M.R. C.P.B., A. G. MoManis, M.B. Sydney, W. B. D. 
Mailė, M.D. Camb., B. M. Mandelbrote, M.B. Cape Town, John 
M. M. Martin, M.B. Durh., Robert Martlew, 
M.B. Camb., W. J. ’ Matheson, M.B. Edin., Edith M. Metcalfe, 
M.B. Camb., R. G. Miller, M.B. Camb. George Monckton, M.B. Lond., 
P. D. Moss, M.B. Lpool, Richard Mulcahy, M.B., N.U.I., L. A. M. B. 
Musso, M.B. Sydney, T. E. GPD MD: Lond., J. S. Pegum, M.B. Camb. 
J. S. Prichard, M.B. Camb., A. W. S. Ritchie, M.B. N.Z., Wiliam 
Robinson, M.D. ‘Leeds, W. J. B. Rogers, M.B. cane ‘Alexander 
. Russell, M.B. Aberd., A. Z. Shafei, 
"Shanks, n M.B. a p Norman Shapiro, M.B. Cape 


F. R. Staub, M.D. Leeds, P. V. uckling, M.B. Lond., J. è 
Swithinbank, M.D. Lpool, ary Townsend, M.B. Lond., 
L. H. Truelove, B.M. Oxfd, A H. curable M.B. Durh., Samuel 


Scorn M.B. t MB, 1 0. G. Wiliams, M.B. Lond., R. 
M.B. Lond., S. R. Wood, M.B. Birm. 


Licences to practise and diplomas were conferred on those 


named in the reports of the Royal College of Surgeons 
below and in our issues of July 17 (p. 128) and June 18 


(p. 971). 


Register of Gtthontiets 

The 1948 edition of this register, published by the Board 
of Registration of Medical Auxiliaries, is now obtainable, 
without charge, from the registrar of the board, Tavistock 
House North, Tavistock Square, London, W.C.1. 
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Royal College of Surgeons of England 


At ‘a meeting of the council held on July 29, with Lord 
Webb-Johnson, the president, in the chair, Dr. Hubert 
Wyers was elected as the examiner for the aca in 
industrial health. 


The John Tomes prize for 1945-47 was awarded to Prof. 
H. H. Stones, in recognition of his research in dental patho- 
logy, and the Hallett prize to T. P. S. Powell, of the University 
of Edinburgh, on the result of the recent primary examination 
for the fellowship. 


Diplomas of membership were granted to the following’: 


C. P. T. Alexander, M. J. ae W. B. Ashby, R. H. R. Aston, 
Pamela M. Aviss, J. C. Barker, M D. Begley, J. R. Bennett, S. Y. 
Bhagwat, J. M. Bishop, G.-C. Blake, R. I. K. Biyth, W. O. Bradbury, 
M. A. Brennan, W. S. Brown, R. W. Buckley. P. I. Busfield, Anthea 
M. Bushby, P. J. A. Butcher, H. F. Canon, A. J. È. Cater, 
Ivor Chance, P. J. C. Chapman, Suzanne K R. Clarke, Sybil M. 
Cockersell, Henry collier. J. L. Cotton, D. ‘Cow, D. T. Cox, 
Katherine S. M. Crouch, D. J. Crowther, Mary È ‘Curling, Katharina 
D. Dalton, F. J. Davies, H. F. Davies, N. C. R. Davies. 
F. A. de Hamel, Evelyn F. P. Dennett, J. A. L. Derlien, A. J. 
De Villiers, D. J. Douglass, G. E. Dower, E. C. Edwards, D. K. 
Evans, Shafik Fahmy, Paul Fehrsen, E. J. F. Filose, R. A. Fox- 
Linton, P. B. Foxwell, P. N. Gai, Phyllis A. George, J. A. H. Gold- 
acre, Barbara M. Gray, A. M. Green, ra J. Hargadon, G. L. Harper, 
Michael Hatton, J. Hemingway, C. A. Higgins, J. F. Hindle, 
Henry Holis, P. L. EA Jean M. ' Horton, John Humphreys, 
O. A. N. Husain, Rosemary Huxley-Williams, R. B. Jackson, 
F. E. James, A. G. Jarane, Caan Jones, J. H. Jones, Nesta J. 
Jones, C. H. G. Kendall, . Kingsbury, Jan Koszyk, Norman 
Lawrence, Alexander Lobedoi. Ai .J. Lee, A. H. Levy, R. L. Lindon, 

. A. Lomax, M. D. Lord, R. McGregor, J. W. R. McIntyre, 
S. "A. Mannan, N. C. March, M Me 'P. Marshall, A. P. Maruff, David 
Mendel, Marie D. Merchant, A. R. Merrill, AS A. R. Moody, 
W. P. C. R. Moody, Gwyn Morgan, K. Z. Novak, P. O. one 
G. R. Outwin, Sankar Panikkar, D. Parkin, C. A. Parsons, P.R 
Persey, D. L. ’ Postlethwaite, Pllzaboth Preston-Thomas, Deonarine 
din, James Rankin, E. G. Rees, W. S. Richardaon Janet P. 
Rickard, D. G. B. Riddiok, D. P. Rough, G. Schiller, D. L. 
Sladden, B. H. Smith, R. W. Smithells, R. $. Snell, Roy Southwell, 
W. F. W. Southwood, E 'K. ‘Spalding, J. R. Spears, R. A. Stanger, 
Rosemary Stephens, Alice H. Stok es, J. . M. Stone, J. L. V. 
Summerhayes, E. F. Swift, Margaret N. A. Tew, R. G. Thomas, 
- Thompson, J. B. Turtle, P. H. Venn, A. F. Verney, J. D. 
Villiers, D. L. Walker, ae Waller, Daphne M. L. Wal aN 
D. J. Wardle, W. K. M. C. Watkins, W. F. Weatherill, M. 
Weller, Audrey M. Wells, , Margaret M. Whitaker, J. H. McN. White. 
Margaret P. Whittaker, Freda M. Wilcox, I. L. Wilkinson, J. L. 
Wilkinson, H. O. Williams, A. J. Woolf, Mary I. Wray 


The following diplomas were granted jointly with the Royal 
College of Physicians : A 

D.P. u —K. H. Annels, Fairfax Bell, Robert Calderwood, S. P. C. 
.Oasey, M. CODILNR, É. J. Crowe, P. C. Dismorr, J. L. Fluker, 
A. w Gibert, J. L. Gordon, F. L. Groarke, Marjory I. H. Isaac, 
L. F. Jepson, A. F. La! Keatinge, J. W. McConachie, A. C. McLeish, 
Morris Price, Henry Richards, Peggy J. C. Roberts, Margaret I. 
Ross, G. G. Sheriff, M. I. Silverton, R. A. Smart, Ruth M. West. 


D.A.—G. B. Badock, T. H. S. Burns, and J. R. S. Shields. 


Faculty of Anesthetists. —The following have been elected 
to the newly instituted fellowship of the faculty : 


Helen B. Alcock, R. E. Apperly, Philip Ayre, Freda Bannister, 
R. A. Beaver, J. Blomfield, John Boyd, E. G Beadbecr, R. J. B. 
- Broad, G. Maxwell Brown. F. F. Cartwright, J. N. Cave, 
| Clarke, K J. Clausen, Pa W. Cope, H. P. Crampton, A. S. Daly, 
O. J. Massey Dawkins, I. M. Campbell Dewar, H. W. Featherstone, 
D. Keir r Fisher, R. Blair Gould, C. F. Hadfield, E. M. Handfield- 
Jones Harbord, T. A. B. Harris, J. K. Hasler, B. P. Hill, 

E Palicror E Hil, M. W. P. Hudson, C. H. M. Hughes, John T. Hunter, 
Bond Jarman, E. F. Johnson, W. J.. Bennett Jones, Miss A. R. 
Kerridge, E. Landau, J. A. Lee, A. Goodman Levy, W. S. McConnell, 
V. O. McCormick, R. Machray, J. Ross Mackenzie, R. E. Mansfield, 
Z. Mennell, Edith Joan ae a Arthur Mills J. Minnitt, vag k 
Morris, L. H. Morris, H. a oron, we W. Mushin, D. 
Nono C RO philips, H H. H. Pinkerton, K. B. Pinson, ‘ee F. 
Potter, W. B. S iim R. J. Probyn-Williams, B. Rait-Smith, 
H. A. Richards, E. H. Rink, Alison Kirous; F. W. Roberts, 
S. Thompson Rowling, J. F. Ryan, E. Scott, W. M. Shearer, 
Sir Francis Shipway, O. L. C. Sibley, a Sington, G. F. Rawdon 
Smith, R. L. Soper, C. E. Sykes, V. E. Vessell, F. F. Waddy, Sheina 
C. H. Watters, H. N. Webber, Humphrey B. Wilson, H. 
Wilson, H. Woodfield-Davies. 


Faculty of Dental Surgery—On July 16 the first annual 
meeting of the faculty was attended by some 160 fellows and 
licentiates in dental surgery, when Lord Webb-Johnson, 
P.B.0.8., gave a historical survey of the college and its asso- 
ciation with dental surgery. 


Prof. H. F. Humphreys has been re-elected and Prof. M. A. 
Rushton and Prof. H. H. Stone elected to the board of the 
faculty. Mr. R. R. Course has also been elected to the 
board as representative of the licentiates in dental surgery. 


The following were admitted to the fellowship in dental 
surgery : 
Prof. Andrew Era J Oe on re Sheldon Friel, Prof. J ae 2 


Middleton Shaw s K.O. 8S Mr. L. Russell Marsh, 
B. Maxwell re Tre 


L. T.. 


Bruce 


h3 


‘ 


Royal College of Surgeons of Edinburgh 

At a meeting of the college held on July 28, with Mr. Frank 
Jardine, the president, in the chair, the following were 
admitted to the tellowship : 

S. J. Aptekar, H. W. C. Bailie, D. M. Bell, ek E Boya, Wiliam 


Bry aone; D. E. Coyle, D. D. G. Curran, K. rY J. Downe. 
K. Drennan, ,John Evans, G. G. Farrington, aly. haat 
& E. Fordyce, J. M. Gold, D. F. P. Gordon, P. W. Grant, T. Q. 


Gregory, John Greys: O. E. Baan. 

A. E Haysom, Thomas Hunter, J. B. Jack, W. 

M. T Douglas Laing, D. M. Lithgow, D. 
K. Main, Asa Mills, John Macpherson, A. W. Mac 

P: Ma Neila R. G. Patel, V. R. Rob, Fawzy Selim, A. MoE. Smith’ 

Felicity E. Soutter, D. G. Steer, E. V. Strisiver, P. J. Tarpey, R. D. 

Wilkins, J. W. Wilson.- 


Scottish Conjoint Board | 


Having passed the final examination, the following have been 
admitted licentiates of the Royal Colleges of Physicians and 
Surgeons of Edinburgh and the Royal Faculty of Physicians 
and Surgeons of Glasgow : 


Freda M. Addly, A. K. Bain, R. G. Blair, J. A A. Brown, David 
Bull, E. S. donen. Ruby M. Collister, Jessie McI. L. Duce, Hyman 
Fishman, Abraham Freedman, L. I. Freeman, David Gianninf, 
P. W. Grant, James Hamilton, Thomas Hannah, D. P. K. „Howie, 


Gray, F. S 


N. D. Ker, Alexander Kilpatrick, Abram Kwasnik, G. Lee, 
Wiliam Leggat, A. J. Levine, Audrey E. Lewer, D. MeN. MoChirrach’ 
A. W. D. MacIntyre, Jessie K. M. Main, H. M. Marks, Catherine 
R. S. Mitchell, Margaret E. Morgan, Archie Muir, WwW. W. 


Bernard Nash, Rosalie A. H. Paul, W. H. Reid, W. J. Reilly, Basi 
Seltzer, A. E. M. Sieger, Eirlys Speck, R. K. Steen, D. F. F. Stephens, 
J. McC. H. Steven, John Stewart, Gwyneth Watkins, Margaret L. 
Watt, Sheila M. Wheeler, G. A. Whitefield, Lindsay Wilkie, Sophia 
W. Wright. 


Beit Memorial Fellowships. 


Mr. D. W. Logan, principal of the University of London, 
has been elected a trustee of the fund. The following awards 


have been made : 
SENIOR FELLOWSHIP 

F. SANGER, B.SC. To study the structure of proteins with pedal 
Teference to insulin : at the department of biochemistry, University 
of Cambridge. 

JUNIOR FELLOWSHIPS 

D. A. Darcy, B.sc. To study the rôle of the lymphocyte and 
plasma cell in homograft breakdown: at the department of zoology 
and comparative anatomy, University of Oxford. 

C. DAWSON, B.8c. To study biochemical ch s in the 
brain associated with different forms of functional vity.: at 
the biochemical laboratories, Cardiff City Mental Hospital. 

F. N. FASTIER, M.Sc. To study the nature of the musculotropic 
action of basic amidine derivatives: at the department.of pharma- 
cology, University of Oxford. 

L. J. HAYNES, PH.D. To study the synthesis of the coe e, 
Suzy mass at the chemical laboratory, University of Camb dge. 

. JAMES, PH.D. To study the relationship between structure 
aad “pioloeioal activity in naturally occurring substances: at the 
Lister Institute ot Preventive Medicine, London. 

. A. McoCouBREy, B.Sc. To study analgesio and cipal 
tendencies from a chemical standpoint: at the departments of 
organic chemistry and pharmacology University of Leeds 

S. W. STANBURY, M.B. To study the effect of c hinges ii nervous 
activity, induced by narcosis and sleep, on the renal ation and 
blood-pressure in normal and hypertensive individuals: at the 
department of medicine, University of Manchester. 
` D. VERAL, M.B. To study the postural hypotension which may 
follow prolonged rest in bed: at the clinical research unit, Guy’s 
Hospital, London. 


Minister Meets Chairmen of Executive Councils 

Mr. Aneurin Bevan, Minister of Health, last week met 
for the first time the chairmen of the 138 executive councils 
which have been set up under the National Health Service 
Act. Mr. Bevan said that the vast majority of doctors were 
coéperating in the effort to make the new service a success. 
A number of authenticated cases had, however, been brought 
to his notice of doctors who were discriminating in selecting 
patients or in the standards of amenities provided for public 
and private patients; he believed that only a very small 
minority of doctors were behaving in this way. He hoped 
that any cases which came to light would at once be 


investigated by the local medical committees. 


Appointments 


COOKE, R. T., M.D. Edin. : pathologist to the Hartlepools Hospitals 
Management Committee. 


Scunthorpe and District War Memorial Hospital : 


Brown, J. We M.D., B.8C. Lond., F.R.c.P.: cardiologist. 
MCALLISTER, V. P., M.B. N.U.1., F.R.0.S.E. : 
R, J. H. D., M.D. Belf., M.R.O.P.: ph 
MORTON. RALPH, M.D. Edin., F.R.C.8. : asst. 
surgeon. 
ROLLASON, W. N., M.B. Birm., D.A.: 


surgeon. 
ician. | 
ear, noae, and throat 


aneesthetist. j 
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AFTERCARE OF THE AGED SICK 


KE. N. THomson = M. Curran 
M.B. Glasg. M.B. Glasg., D.P.H. 


woe Inguite here, there and everywhere, but with meagre results...” 


e Bishop of Truro, speaking of reports on old age in the 
House of Lords, 1947, 

AT present patients are discharged from hospital and 
forgotten until they become ill again. This may be 
satisfactory with the ordinary adult, but in the elderly 
some aftercare and general supervision are necessary. 
We have tried to find out just how necessary such help 
is, and how it can best be applied ; and to discover if 
the treatment in hospital has had results comparable 
with those achievéd in younger patients. 


From the records of two Glasgow municipal hospitals 


we abstracted particulars of those men over 65 years of 
age and women over 60 who had been discharged or 
had died (technical discharge) during the winter months 
from October, 1946, to March, 1947, inclusive. Between 
these dates there were 757 discharges classified as follows : 
A, Cardiovascular diseases 
B, Pulmonary diseases 
C, Alimentary tract diseases 


D, Urinary tract diseases 
E, Psychological disorders 
F, Other conditions. _ j 


The hospitals concerned treat conditions of all types ; 


hence every kind of illness is included in the survey. 
Where the disease was given in the record card as 
“ genility ” it was put into class F. 

Of the 757 cases 201 were cardiovascular and only 91 
pulmonary. One would have expected that, in a smoky 
city atmosphere, the pulmonary eonditions would have 
been at least as common as the cardiovascular; but, 
with the rising tempo of industrial life, cardiovascular 
disease is assuming an increasingly serious position in 
the later years of life. Indeed, many cases diagnosed 
as bronchitis in the elderly are Teally slight pulmonary 


_ edema resulting from a failing heart. Some physicians 


consider that a few rales in the lungs of those over 70 
are to be expected as a normal concomitant of age. We 
cannot endorse this opinion. In healthy elderly persons 
we havé found no such adventitious sounds. . 

Those discharged after treatment for cardiac conditions 
ee a great fear of doing anything that might put 

“ strain on their heart.” They had nothing to think - 
Aboul all day except themselves, and they carried their 
worries to excess. Leading over-careful sedentary lives, 
they became more morbidly introspective than those 
who had been in hospital for other reasons. It is 
particularly in this type-of case that something is 
required to take up their time and attention, and we 
thought that in twenty of these cardiovascular patients 
some therapeutic occupation could have been carried on 
with advantage. We prefer the term “ therapeutic 
occupation’ to the usual “occupational therapy,” 
because the occupation is the dominant factor thera- 
peutically, socially, and economically. Knitting, with 
the prospects of some financial reward to the old ladies, 
would be ideal for these heart cases if wool could be 
easily obtained. 


One old lady had regular clients for dish-cloths made 
from string and sold for a few pence each. She was 78 years 
old and had been in hospital ‘with auricular fibrillation. 

Another lady, 84 years old, though almost blind made a 
happy time and a reasonable profit for herself by knitting 
men’s socks from wool supplied by her customers. 

One man cut ornamental spoons and letter-openers from 
odd pieces of wood; he gave away his products free, but we 
estimate that at today’ s values he could have made a profit 
of 1s. d-on each article. 


These three people were among the most cheerful whom 

we visited, and they were pleased, like children, about 

the attention which their activities attracted; they 

showed no undue worry about their heart condition, 
3520 
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similar occupation. 
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and will probably outlive comparable people without a. 
We believe that an elderly person — 
who occupies himself with a hobby within his range of 
mental and physical power, especially one which he 
really enjoys, will not only live longer but also will have 
æ lower sickness-rate than his opposite number who 


` vegetates on his retirement ; further, the satisfied cheerful 


elderly person contributes to the community an intan- 
gible something which reflects itself in the lives and work 
of those about them. 


p 


DEATHS IN HOSPITAL AND TRANSFERS 


Classification ` 3 
. A B C D E F Total 

Died in hospital 106 23 23. 19 6 40 217 
Transferred to other i 
hospitals xe eh. cat ee, gee, OG p 18 
Transferred to public. 
assistance institutions - 8 E re 1 3 9 

Total 114 24 23 20 22 54 257 


In the six months under review 217 of the people in 
the chosen age-group had died, 18 had been transferred 
to other hospitals, and 22 had gone to public-assistance 
institutions. Cardiovascular disease accounted for about 
half of these deaths (106), and only 23 were in the 
pulmonary group. But in the latter four deaths from 
‘pulmonary tuberculosis are a reminder that tuberculosis 
as a lethal disease is not confined to the earlier half of 
life. These tuberculous patients were admitted with a . 
diagnosis of bronchitis and, owing to lack of accommoda- 


tion in the sanatoria and to impossible homé conditions; 


had to be retained on humanitarian grounds in the 


. general hospital. Duration in hospital varied from day — 


of admission to 2476 days. Within 24 hours of admission 
24 patients had died; we thought at first that some. of 
these 24 had been kept waiting for a hospital bed for 
some time, and that the upset of their removal to 
hospital might have contributed to their early deaths 
there. However, this was not so; 22 had been admitted 
immediately on notification, and, of the remaining 2 
one had been eleven days and the other six days on 
the waiting-list. They were mostly medical emergencies, 
such as coronary thrombosis and cerebral hemorrhage. 
Table 1 -gives the duration in hospital in -weeks per 
age-group. 
PATIENTS SENT HOME 

We visited each of the remaining 500 patients, except 
47 who could not be traced (lodgers or inmates of common 
lodging-houses), 17 who had gone too far‘ away to be 
visited, and 118 who had died after leaving hospital 
(15 within a month of discharge, and 78 within three 
months, these deaths being spread more or less evenly 
over all the classifications). The stay in hospital of these 
500 patients is given in table 11. - 

The ordinary conception of disease: in old age is one 
of long illness. Table 11, however, shows that 161 of the 
500 patients occupied a bed for only a month or less, 
and only 24 had done so for more than 199 days. .These 
hospitals were not confined to the care of chronically ill 
or aged people, sich as Affleck y} investigated in Leeds, 
where 75% of the patients had been in -hospital for 
more than a year. The proportion of 161 speedy dis- 
charges out of 500 shows that immediate active treatment 
of illness in the elderly in the acute wards of a hospital 
produces tangible results and may prevent the develop- 
ment of long-term illness. If these results are gained 
where there is no recognised geriatric unit, much more 
will be contributed to the prevention of chronic illness 
when an adequate, efficient, and interested section of 
the hospital staff is devoted to the treatment of elderly 
persons. 


1. Affleck, J. W. Lancet, 1947, i, 355. 
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TABLE I—DEATHS IN HOSPITAL g 


Days in hospital 


`. Age 
(years) 


60-64 | 8| 2| 4 
65-69 | 15/12] 5 
70-74 | 291 7| 4 
75-79 Juj 3] 4 | 4 |] 3 |. 
80-84 | 8 2 | 
85-89 | 2 1 


90 or more 1 1 sa | as zš sia 1 


1-7 |8—14|15-21|22-28|29-35|36—-42|48—49|50-56|57-63|64-70|71-77 


78-84|85-91 
1 3 To ae 

3 |1 

oe 2 

ı | 2 si 

1 1 


jt 


Gr EEES ee | a | aa | a ee er | e ee el 


PRESENT SOCIAL CONDITION 


The care of the patients after their stay in hospital 
devolved mostly on relations and neighbours. Of the 
318 examined in their own homes 10 were looked after 
by the spouse, 20 by other relations only, 5 by neighbours 
only, and 221 by a combination of relations and friends, 
but 62 relied on their own efforts for cooking and cleaning. 


Of the latter, 12 had been in hospital because of a, 


cardiac condition, but we found them on the whole 
managing their affairs fairly well. In every case it was 
of their own volition that they were “‘on their own,” 
since each had refused help from friends, and they 
msisted that they were happier and better in health 
when independent. 


factory, and bears out what we have found in our 
everyday work—that, when the old person has been so 
ijl as to require treatment in hospital, relations and. 
friends gather round them on their discharge, and either 
the patient is taken to live in the home of a friend or 
someone comes to live as a companion with them. We 
found 24 of our patients confined completely to bed. 
It might seem strange that a hospital allowed them to 


-- be discharged in such a condition, but the explanation 


is fairly simple. Before discharge, the patients had all 
been able to get up, but too much sympathy on their 
home-coming led to their being more or less ordered by 
_ their unqualified nurses to “stay in bed for a day or 
two'to recover your strength.” The patients were quite 
fit to be up, and if left to their own devices would 
certainly have done so. However, after a day or two 
of super-mollycoddling they began to enjoy being spoiled, 
and thus gradually lost the power to rise at all. Time 
and time again we have found in our work that old 
people have been kept unnecessarily in bed, to their 
own great detriment ; yet, if we suggest that the patient 
though perhaps paralysed on the right side, is capable 
of getting up 10-14 days after the onset of the lesion, 


. no attempt to get up for four or five weeks. 


The fact that only 5 relied on 
neighbours- alone for domestic assistance is very satis-.. 


- 32 for active treatment. 


we are looked on as ‘hard and not understanding 
enough,” and another doctor is sent for who is more 
sympathetic and agrees with those surrounding the 
patient that ‘‘ the heart is weak ” and she should make | 
However, 
at the end of this time, perhaps later, those responsible 
for the care of the patient begin to get tired, and we are. 
called in again as hospital-admission officers to have 
the patient removed to hospital. Failing this course of 
events, the patient really dies through being connner to 
bed unnecessarily. 
Apart from those confined to bed, 179 were capable 
of looking after themselves. This is an improvement on 
the findings in the Glasgow investigation in 19462: 


1946 ieeatination 
(1001 cases) 


286 (286%) 


. Present investigation ; 
318 cases) 
Confined to bed 24 (7:599) 
Up but unable to l 
care for self 115 (36°5% 


Able to care for self 179 (56°, ) 


307. (30:7%) 
408 (40:7%) 


_It seems evident that, had the patients requiring hospital 
treatment in the 1946 investigation been admitted and 
. improved to the same extent as in this survey, the percent- 


age confined to bed would have~been materially reduced. 

“Of the 318 people examined 49 should have been 
readmitted to hospital—17 for permanent stay and 
None of the alimentary or | 
urinary cases required to be retained in hospital. There 
was no necessity for the remaining 269 to be readmitted, 
for in this large proportion the cure had been so complete 
that they were able to take their places among the general 
population once again. Whereas in 1946 it was found 
that 31% of the old folk reqpired admission to hospital, 
in this investigation we found that, of those who had 
had the advantage of indoor treatment, only 15% 
required readmission. | 


2. Curran, M., Hamilton, J., Thomson, E. N.. Ibid, 1946, f, 194. 


TABLE II—DAYS IN HOSPITAL 


(years) | 1-7 |8-14|1§-21/22-28/29-35/36-42/43-49|50-56157—63/64—70)71-77/78-84/85-91) 92— 101- | 120- | 150- | 200- | 300- 
100 | 119 | 149 | 199 | 299 | 399 | more 

60-64 a a a a a 

65-69 2| 9/17 |11 |24 |10 |16 | 10 7 6 6 | 4 4 6 | 9 5 4 7 

70-74 4116} 9 | 14 | 16 11 8 2 4 |-3 4 3 7 2 9 8 

75-79 | 31 51 8 |10 | 41 4 4b) A) eT Bel | a a fe 

80-84 2| 4| 6 5+! 6 1 1 1 2 3 | 1 1 2 

85-89 2| 2 1 1 1 

90 or more 1 Sh | ae : 
Total | 18 |44| 47 |52 |67 |36 |31 |29 |27 |16 |14 |14 |16 nm |21 |15 |as |20 | 
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Readmission to hospital has often caused heartache to 
nurses and doctors. We have heard many complaints 
that patients reeover, leave hospital, neglect treatment 
or advice at home, are readmitted to hospital, are 
discharged well, return to the same environment and 


. neglect, and keep on being readmitted and discharged, 
-with progressively shorter spells at home, until finally 
_ they die. Various remedies have been proposed for this, 


from the provision of special ‘‘ chronic sick ” hospitals 
to the recommendation, that “ outside doctors’? should 
look after their patients better, and the provision of 
special nursing in the patients’ homes. So far as our 
series is concerned, readmissions were few: 4 patients 


‘had been readmitted three times, and 3 patients twice ; 


the rest had their only stay in hospital in the months 
under review, except one stalwart admitted twelve times 7 
in the past four years for scabies and infestation with lice. 


_ Perhaps the comparatively small number of patients who 


pass through hospital wardsin the year makesthe reappear- 
ance of a known face remarkable, and the readmissions are 
apt to gain an unwarranted importance because of the 
fact that nurses and doctors know there is a long waiting- 
list of sick and ‘‘ here is this old lady back again.” 

Though not requiring readmission, 166 of the 269 old 
people would have benefited by extra attention. The 
magnificent work done by the nurses of the Glasgow 
District Nursing Association fails only in one respect 
—these girls have far too Much to do, and it has been 
to our constant amazement to find them continually 
happy, bright, and kindly to their patients. 

The Corporation of Glasgow has been taking an 
increasing interest in the nursing of the sick in their 


own homes, and this interest will be enhanced under. 


the new Health Service Act. Home helps are also 


provided for the elderly, irrespective of income, either. 


for a whole day or part of a day. Since the inception 
of the outdoor medical service in. Glasgow the services 
of a doctor have been available to any old-age pensioner 
in the city at any time of the day or night, free of charge, 
and each doctor has working with him a fully qualified 
and experienced nursing sister. *There is also in Glasgow 
a freé ambulance service which: will take a patient to 
hospital for special examination or treatment and return 
the patient to his home. 

‘With all these services in view, we eonnidered their 
application to the 166 people for whom we thought 
further treatment was advisable. Visits by a doctor- 
were required for 139, with the help of the nursing 
sister. These people had many minor ailments, and they 
required the continuance of the supervision given in 
hospital. Since their discharge no medically qualified 
person had paid much attention to them, and a fair 
number had lost interest in their health ; in fact, many 
of them had not seen a doctor since leaving hospital. 
With these old people the tactful ‘and persuasive nurse 
is of inestimable value in inducing them to take more 
care of themselves and to see regularly to their medicines 
or dressings ; hence for every visit by a doctor an average 
of four visits by the nurse is desirable to secure, the 
application of the doctor’s advice. - 

The ambulance service could have been used to 
convey to the outpatient department 17 patients in 
need of massage, radiant heat, or other particular treat- 

ment which could not be conveniently supplied at home. 
Domestic helps were desirable in 17 cases, but not for 
the whole day; the general tidying of the house and 
the preparation of a meal was all that was needed. 
The latter item will perhaps become less necessary with | 
the recent introduction of a ‘“‘ meals on wheels ” service 
under the Society of Social Service and staffed by the 
Women’s Voluntary Services. 

The two hospitals concerned admitted patients from 
all strata of society. Since the Local Government. Act 


_ * From July 5, 1948, this service no longer exists.. 


1929 was implemented in Glasgow, they have taken an — 


increasing share in the treatment of the general population 
and have not, as previously, been confined to those on 
the poor-law level. Wome conditions varied greatly, 
but the large majority lay among the lower working 
classes, and it was pleasing to find that in 246 out of 
the 318 houses visited conditions were not inimical to 
the well-being of the patient either physically or mentally. 
We based our assessment of this on the general attitude 
of the friends and relations looking after the old people 
and on the domestic surroundings. As most general 
practitioners find, there is a perceptible atmosphere 


about a home where everything possible is being done 


for the patient’s comfort. This faculty we used in 


deciding whether or not the general care of the patient | 


was the best that circumstances permitted. 

We next asked ourselves, ‘“ Has the condition of the 
patient regressed since discharge?’’ This was most 
difficult to answer, since we had not had an opportunity 
to. examine them in hospital. 
perusal of the hospital record sheets, which were admir- 


ably detailed, we gained a fairly just. assessment of the 


patient’s condition on leaving hospital. Into this question 
also came the length of time between the date of discharge 
and the date of our visit, and we were glad to find that 
242 of these elderly people had maintained the improve- 
ment which hospital treatment had brought about : 


Has patient regressed since discharge ? 


Interval between l z 

discharge and visit Yes No Total 
1 month 3 10 13 
2 months 2 10 12 
3 a 2 11 13 
4 oS 7 17 24 
5 a 6 ` 17 23 
6 es 2 6. 8 

7 AA ll ll 

8 ss AA pe 1 7 8 

9 »  Orover .. 53 153’ 206 
Total _.. 76 Be 242 a 318 


This recovery-rate is a great stimulus to those who 


-= care for the aged and a further step in the destruction 


of the attitude of hopelessness in the treatment of 
senile illnesses: ‘‘ He is old; we can do little for him.” 
THe expressions of gratitude of these people for the 
benefit, comfort, and added life given to them by the 
efforts of the hospital staff were embarrassing, and we 
who have found our work among the elderly - outside 
hospital gladly join them in this thankfulness. Another 
source of embarrassment, yet: pleasure, for us was the 
delight voiced by and shown in the faces of the old 
people when they realised that we doctors had come to 
call on them to inquire into their state of health since 
their discharge from hospital. There is here a great 
field. of worthwhile effort for interested doctors to main- 
tain the good health of elderly patients who have had 
hospital treatment. - In many cases we found that an 
expectorant mixture or a laxative or some such other slight 
medicinal treatment was required. The patient was 
not so ill as to send for a doctor, but we felt that, had 


the slight disability been allowed to continue, the health © 


of the patient would eventually have deteriorated. 
Many of these elderly people are loth to send for a 
doctor, because they are afraid of being thought a. 
nuisance. 


RECOVERY HOMES 


In 1946, among the elderly people outside hospital, 
only 51 out of 1001 were willing to go to a home for 
the aged, even though the conditions were des¢ribed in 
rosy colours; yet 301 were willing to go to hospital. 
On this occasion only 10 out of 318 would have gone 


However, by a careful 


4 
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to such a home, the remaining 308 giving a very definite 
refusal. The reason is not far to seek. When hospital 
admission is suggested, the patients know that they 
will probably be discharged in a few weeks after good 
nursing, a rest, and general care, apart from any ‘medical 
or surgical treatment required. They. know that when 
they leave hospital they will be returned to their own 
home, their own corner of the world, which has been 
kept open for them by relations or by the local authority. 
But they feel that there is a finality about going to a 
home for the aged. They will never return to their 
own fireside, and if they leave the home they will have 
no place to go to, because their houses will have been 
given to others. 

Many of those admitted to hospital required only 
` general medical or nursing care, impracticable in their 


home surroundings, but possible in a convalescent home ;- 


they did not need examination or treatment by a special- 
ist, but could have been treated by a general practitioner, 
had their social condition been better. They would be 
pleased to go to such a recovery home, even for several 
months, because they know they would eventually 
come back to their own house. We suggest that, when 
planning for the old people’s welfare, local authorities 
should consider the provision of such homes, with 
nursing care and with medical attention readily available. 
This would help to relieve some of the pressure on 
hospital beds in favour of those who require skilled 
,treatment, and would diminish the number of elderly 
‘people entering the public-assistance institutions. 

A modification of the system of screening advised by 
Affieck,® with the aim not of collecting similarly diseased 
‘conditions in the same ward but of selecting those who 
would do well in a recovery home, is well worthy of 
consideration. Admission to these homes could possibly 
be through the hospitals, where examination and accurate 
diagnosis by a specialist would reveal whether treatment 
in such a home would serve the patient as well as 
treatment in hospital. Some voluntary organisations 
already have such homes, and the Government are to 


be congratulated for the encouragement given to them | 


by the National Assistance Bill. 

The nursing in these recovery homes does not call for 
a full staff of trained nurses ; a few such skilled people 
would be necessary, but most of the staff could quite 
well be assistant nurses or general helps. Such work 
could, with advantage to all, be included as part of a 
nurse’s training. This would teach young nurses how 
to care for the elderly ; it would be of advantage to 
the old people, and it has a third advantage. During 
their years of training young nurses would, for a period, 
live at the seaside or in the country—a great boon to a 
girl living in a hospital in industrial surroundings. 


CONCLUSION 

We have here given some of our impressions on elderly 
patients discharged from hospital, in the hope that this 
section of the population will not be forgotten in the 
future as they have been in the past. We would like 
in all humility to suggest to our medical colleagues, 
especially the more youthful, a very sobering thought in 
our treatment of old people. Though we can treat cases 
of appendicitis, pneumonia, tuberculosis, &c., quite 
_impersonally, because we will possibly never suffer from 
these conditions, we will, all, barring early death, suffer 
old age. Therefore, even if from a selfish motive alone, 
let us give more care and thought to the present aged 
population, keeping in mind that a benefit we give 
them will be our inheritance. 

Our sincere thanks are due to Dr. Stuart I. A. Laidlaw, 
medical officer of health for Glasgow, for his permission to 
publish and his help in preparing this paper; Miss Kay of 
Glasgow Public Health Department; and the clerical staffs 
of Stobhill and Southern General Hospitals. 
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Pa 


‘ POLYTHENE ’ is a plastic having physical and chemical | 


properties which make it suitable for a variety of medical 


purposes. 
of its medical application have been published i in England, 


with the exception of a reference to its use in the newborn 


by Mollison (1948); but it has been used extensively 
in America. 


Chemical Properties—Polythene is a solid composed 


of five hundred or more ethylene units linked together, - 


under conditions of high pressure and temperature, with 
the aid of a catalyst. It is insoluble in all known solvents 
at room temperature; but. benzene and other solvents 
act at temperatures above 60°C. It is completely 
resistant to the corrosive action of food chemicals, and 


it is not attacked by concentrated mineral acids, including 
It has no action on, 


hydrofluoric acid, or by caustics. 
nor is it attacked by, isotonic saline, Hartmann’s solution, 
Darrow’s solution, glucose solution, whole blood or plasma, 
soluble sulphanilamide, sulphapyridine, sulphathiazole, 
sulphacetamide, sulphadiazine, and sulphamezathine 
(N. D. Macleod, personal communication), penicillin 
(A. F. MacCabe, personal communication, Huelsebusch 
et al. 1946, Ingraham et al. 1947), or streptomycin 
(A. F. MacCabe, personal communication, Huelsebusch 


-et al. 1946). No plasticiser or antioxidant is used in its 


manufacture. 

Physical Properties. The specific gravity of polythene 
is 0-92, and water absorption 0:01%. Polythene is 
transparent, and polythene film is transparent to X-rays. 
The melting-point is 115°C. Polythene can be sterilised 
by boiling at 100°C, but repeated boiling of the tubing 
tends to cause cracks (see below). It cannot be sterilised 
in an autoclave. Shrinkage is less than 2% after boiling 
—i.e., dimensional stability is high. The substance 
remains, flexible at—40°C. The elongation at break is 
400-500%. It can be extruded as tubing of any diameter 


Though it is a British invention, no reports - 


and produced as fine sheeting which does not tear _ 


—e.g., when sutured—but can be cut to any shape with | 


scissors or a knife and is highly flexible and elastic. 
It ignites and burns slowly. It is a poor conductor of 
heat. It has a low coefficient of friction and a tensile 
strength of 1500-2000 lb. per sq. in. 


History. Polythene was invented in the laboratories 
of Imperial Chemical Industries in England in 1933 
(Allen 1945). Production presented great difficulties, 
but by 1938 these had been overcome and a pilot plant 


was running in that year; an experimental submarine. 


cable being manufactured. A small quantity was 
produced for television purposes in 1939, during which 
year full-scale production began. From the outbreak of 
war in the autumn of 1939 polythene (under the trade 
name ‘ Alkathene ’) was largely used in the manufacture 
of radar apparatus throughout the war years. All 
information about polythene was given to an American 
delegation in 1941, and the U.S.A. was in full production 
by 1943. 
* MEDICAL APPLICATIONS ~ 

The inert character of polythene renders it suitable 
for implantation into animal tissues. Reports on 
experimental implantation of tubing and film are already 
available in the U.S.A. Brown et al. (1947) reported : 
“ We do not believe it too early to state that polythene 


has great promise.as a material for temporary or per- - 


manent surgical implantation in living tissue. . . . It 
does not undergo change when surrounded by living 


ma 
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tissue and it produces neither remote nor local poy 
changes.” They found no evidence of reaction, either to 
a foreign body or inflammation, when polythene was 
buried in body cavities or tissues. Guenther et al. (1947) 
had already reported on the use of polythene tubing in 
venoclysis, and intravenous solutions had been kept 
running into the same vein for two weeks. 

Polythene has been used in the following surgical 
procedures by Brown et al. (1947): anastomoses of the 
common bile-duct, trachea, and pelvic colon; replace- 
ment or repair of the dura mater; peripheral nerve 
anastomoses; and cosmetic uses—e.g., to cover burr 
holes in the skull. Its use in palliative ventriculostomy 
in inoperable occlusion of the sylvian aqueduct has been 
suggested by Ingraham et al. (1947). i 

Exsanguination transfusions in hemolytic disease of 
the newborn, with a single plastic catheter inserted 
into the umbilical vein, have been practised by Diamond 
(1947), and Arnold and Alford (1948) have described an 
additional technique with polythene tubing inserted 
into the long saphenous vein through an ifcision over, 
the femoral triangle. Its use as a flexible cannula in 
venoclysis has been described in the U.S.A. by Guenther 
et al. (1947). 
been used for cardiac catheterisation, and by Mollison 
(1948) for obtaining specimens of blood “‘ from the area 
of the portal vein ” in the newborn. 

Polythene is also in use for the insulation of radium 
and by virtue of its being chemically inert it is already 
appearing in some forms of chemical apparatus. 


b VENOCLYSIS IN INFANTS 

Since the availability in this country of polythene 
tubing of British manufacture is not widely known to 
the medical profession, the present study was approached 
by a somewhat circuitous route. Specimens of plastic 
catheter suitable for venoclysis were obtained from 
America ` and submitted, to. Mr. N. D. Macleod, of 
Imperial Chemical Industries, Plastics Division. He 
confirmed what he had already suspected—that the 
catheters were made from polythene—and he immediately 
provided samples of 0-5 mm. bore for experimental 
purposes. Initial experiments having proved an unquali-` 
fied success, the Telegraph Construction and Maintenance 
Co. Ltd. was approached with a view to supplying the 
tubing in bulk. This they did in bores of 0-5 mm., 
1-0 mm., and 2:0 mm., at an average cost of 2s. for 
ten yards. 


Sterilisation.—The tubing can be sterilised by boiling 
for 15 min. It is essential to ensure that the entire 
lumen is full of water before boiling, using a syringe for 
this purpose if necessary. Boiling interferes slightly 
with flexibility, but this action may be reduced to a 
minimum by “ shock-cooling ” the tubes direct from the 
steriliser to cold sterile water. Autoclaving at tempera- 


tures over 100°C cannot be used, and repeated boiling is 


inadvisable. 
Sterilisation with antiseptics has been recommended 


by Diamond, who advocated ‘ Zephiran.’ This antiseptic - 


is of approximately neutral pH, has a non-selective and 
rapid bactericidal action in low dilutions, and is innocuous 
to man. It has no action on polythene. Surgical instru- 
ments can be sterilised in a minimum of 30 min. with a 
1 in 1000 dilution of it. The antiseptic should be drawn 
up into the tube so that the entire lumen is filled before 
immersion in a vessel containing the sterilising agent. 
Before the tubing is used it should be immersed in 
a vessel of sterile saline and the lumen cleared by 
ayringing. A few ounces of this product were released 
to us for the purposes of this investigation, but unfortu- 
nately it is not generally available in this country. Sections 
of tubing were exposed to a 1 in, 1000 dilution of 
zephiran for an hour and for 24 hours before being 
cultured in broth. 


In Great Britain, polythene tubing has 
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Tests were also made on the efficiency of ‘ Dettol.’ 
Sections of tubing were exposed to 2% and 5% dettol 
for 24 and 48 hours before being cultured in a broth 
medium. ; 

Tubing was exposed to pure and 5% dettol for three 
weeks and was found to gain weight by 11% and 8% 
respectively, owing to the absorption of certain essential 
oils in the antiseptic causing a slight softening of the 
plastic but not true change in chemical composition. 
In view of this, however, it was decided to exclude 
dettol as a sterilising agent. - 
` It is known that formalin vapour is used elsewhere for 
this purpose—the tubing being enclosed in a glass vessel 
with formalin tablets. Although this method is efficient 


` traces of formalin are absorbed by polythene tubing 


and cannot be removed readily by washing but only by 
slow diffusion in air. 
Cetrimide (‘ Cetavlon’) shares, with zephiran, the 
advantage of being both highly bactericidal and rela- 
tively non-injurious to tissue. A 1% solution is’ of 
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Dressing with inspection window and turns of polythene tube 
round limb. . 


approximately neutral pH ; it has no action upon, nor 


is it absorbed by, polythene. 

These various methods of sterilisation of polythene. tubing 
proved uniformly efficacious. .A non-sterile tube, gave a 
heavy growth of Staph. aureus after 24, 48, or 72 hours’ 
incubation. But tubing submitted to boiling for 15 min., 
2% dettol for 24 or 48 hours, 5% dettol for 24 or 48 hours, 
or 0-1% zephiran for 60 min. or 24 hours remained sterile 
in all cases after 72 hours’ incubation. 

Further non-sterile tubes gave a very heavy. growth of 
Staph. aureus, Bact. colt and Strep. faecalis; but after (a) 
immersion in 1% cetrimide for 24 hours, or (b) exposure to 
formalin vapour from dry tablets for 24 hours neither tube 
produced any growth during 72 hours’ incubation. 


Each method proved satisfactory from the bacterio- 
logical standpoint. Though zephiran is probably the 
agent of choice in the sterilisation of polythene 
tubing, sterilisation by immersion and storage in 
1% cetrimide from which the tubes may be removed 
as required - appears a satisfactory alternative. For 
this purpose we have used a glass tube of 1 or 2 in. 
diameter and 1 yard in length sealed at one end and 
stoppered with a rubber bung at the other. If this 
bung is penetrated by a smaller glass tube open ta the 
interior of the larger but sealed externally and blown 
to form a chamber, the large tube may then be stoppered 
after filling with cetrimide and will contain no air bubbles 
—the latter being forced into the small chamber. This 
method has the advantage that the tubing may be 
sterilised without first being coiled and is more easily 
removed. Being lighter than water the polythene 
will float to the surface if attempts are made to sterilise 
it in a vessel of large surface area exposed to air. As an 
emergency measure, boiling for 15 min. followed by 
“ shock-cooling ” renders the tubes safe for use. 


Assembly of.Apparatus.—The standard apparatus for 
intravenous infusion is used as far as the adapter, where 
a needle of suitable bore for use with the polythene tube 
is fixed. The point of the needle is inserted into the 
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lumen of the,tube, and the tube eased over the shaft 
of the needle to form a snug and watertight junction. 
Recently, we have tried to improve on this by using 
only 2 in. of rubber tubing below the viewing chamber, 
followed by 2 ft. of 2 mm. polythene tube which fits 
snugly over the adapter. This 2 mm. tube has a 1 mm. 
tube fitted into its lower end, and this in turn is fitted, 
if necessary, with 0-5 mm. tubing. Leakage at the 
junctions of these tubes, however, gradually assumes 
serious proportions. Unfortunately the extrusion 
process does not allow of variation in the bore of the 
tubing as it is manufactured: otherwise:a tapered end 
would have been produced. 

Polyisobutylene (P.1.B.) rendered plastic by a small 
amount of benzole makes a very satisfactory watertight ' 
union when smeared around the junction of two tubes. 
The union, however, is not a true bonding and will 
not resist tension although capable of standing up to 
considerable pressure within the lumen. 


Insertion ‘of Tube into Vein.—The ease with which 


polythene tubing is slipped into the smallest vein is ° 


striking. No stylet or introducer is required, the end of 
the tube being shaped with scissors to form a suitable 


bevel for the size of the vein. The tube is then slipped 


into the cut vein as usual and passed up for some inches 
before a retaining ligature is tied. The 0-5 mm. tube 


is suitable for fluids containing electrolytes only, and the — 


1 mm. bore should be used for blood or plasma. The 


latter can be readily slipped into a collapsed vein a 


third as wide as the tube. We have used a single suture 
to tie the tube to the skin about 1 in. from the incision. 
Using about 3 ft. of terminal tubing, three or four turns 
are taken round the limb before passing to the apparatus 
(see figure)’ This precautionary measure takes the strain 
of any unexpected violent tug and may also warm the 
fluid a little as it passes. Care should be taken not to 


allow the infusion to stop completely, because venous - 


blood will otherwise pass back into the catheter and 
eventually clot. 


The Dressing. —Farlier investigation made it more 
than probable that “ drip sepsis’? was due not to the 
operative procedure of cutting down but to removal 
of the dressing too often thereafter to examine the 
wound or to adjust a drip which was not running satis- 
factorily. To obviate this a window is-cut in the sterile 
gauze dressing over the incision. 
single turn of sterilised polythene sheeting (see figure). 
This window enables the wound to be observed easily, 
and the dressing need not be removed until the drip is 


- discontinued.. The proximal end of the tube is at a _ 


` considerable distance fron the incision in case any adjust- 
ment should have to be made. The dressing is sufficiently 
open to prevent anaerobic culture of micro-organisms. 
Polythene film should never be applied ne over 
the wound and sealed. 


RESULTS 


We have now had experience of polythene tubes for 
some months and the results taken together with the 
American evidencé, have stimulated us to publish this 
report in the belief that an advance has been made 
in the technique of venoclysis in infancy. Infusions 
have been kept running up to five days, and most of 
them were discontinued because they were no longer 
required. 

Slight codema is sometimes noted, but there has 
been no redness or appearance of inflammation. The 
cedema may have been secondary to a phlebitis due to 
persistent use of 5% glucose in babies. 

The wounds compare favourably with those in which 
a metal needle or cannula has been inserted, and healing 


has been by first intention in all except a baby mongol 


with very poor peripheral circulation. 
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Blood and plasma flow readily through the 1 mm. tube. 
No infusion has come to a standstill on its own. 
_ We have recently made use of 1% cetrimide containing 
1 in 500 acriflavine for preparation of the skin.. 


ADVANTAGES IN NURSING 


The nurses in particular have found the saisine 
tubes a great boon, since the infant can be nursed with 
a minimum of diffculty. The following are the parti- 
cular advantages of using ' flexible Pee tubes for 
-venoclysis of infants: 


(1) No limbs need to be splinted, since the highly flexible 
tube “‘ gives with the vein ” and will not rupture the vessel 
wall or cause discomfort. This allows free movement, and 
the baby’s position can be changed at will. It also enables 
the operator to use veins, such as the short (external) saphenous, 
which previously were avoided if possible because of splinting 
difficulties. In splinting it is not unknown for the constricting 
bandages. to cause venous obstruction. -With payee 
tubing this complication cannot arise. 


(2) The great freedom of movement allows the nurse to 
clean and change the baby easily when an infusion into a 
saphenous vein is running. This is a great advantage, 
particularly when it is necessary to treat sore buttocks. 


(3) The limit of the baby’s movement is the length of its 
polythene tube, and-so the baby is fed, as any other, beside 
the cot, the nurse having no cause for anxiety about the 
security of an infusion cannula or needle. ai 

(4) Without any risk of damage or of i impairing efficiency, 
the baby can be wrapped up and taken to the theatre or the 
X-ray department, upstairs or downstairs, by one or, Pre: 
ferably, two persons. 

(5) The baby is relieved of all the painful immobility of 
methods requiring splintage, with the associated dangers of 
hypostatic pneumonia, broken skin, and drip-wound infection. 


/ 


i 


i SUMMARY 


Polythene is a flexible transparent plastic, easily 
sterilised, and innocuous to living tissue. 

In the form of fine tubing, it is admirably suited for 
venoclysis in infants. 

Polythene tubing is effectively sterilised by boiling 
*or by soaking in cetrimide or zephiran. 

Methods of preparing and. inirodiemg the tubes are 


discussed. 

Risks of ‘‘ drip sepsis” can be minimised by using a 
dressing with a polythene window which enables the 
“ drip ” wound to be inspected without disturbing the 
dressing. 

We wish to thank Dr. Douglas Nicholson ‘and Prof. R. W. B. 
Ellis for permission to use the tubing in the wards in their 
charge, and the latter for help and advice in the preparation 
of this article; Mr. N. D. Macleod, of Imperial Chemical 
Industries, Plastics Division, for his analysis of the American 
tubing, for assistance in investigating the chemical properties 
of special interest in its medical use, and for his help in 
obtaining supplies of polythene, ‘Cetavlon,’ and polyiso- 
butylene through the courtesy of I.C.I. and the Telegraph 
Construction and Maintenance Co. Ltd.; Dr. A. F. MacCabe, 
of the department of bacteriology, University of Edinburgh, 
for his investigation of the potency of streptomycin and 
penicillin after long exposure to polythene; the hospital 
laboratories for assistance in several of the experiments; 
and Messrs. Bayer Products Ltd. for supplying zephiran. 
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PULMONARY TUBERCULOSIS. IN EHE OTD 


>O F, J. HEBBERT 
f | M.D. Glasg. . 
From the University Medical Clinic, Stobhill Hospital, Glasgow 


Many doctors think that pulmonary tuberculosis in 
the aged .is chronic and relatively benign and do not 
realise that it is not uncommon and may be highly 
infective. 

- Amberson (1943) attributes most cases to P 
of old lesions. Arnstein (1941) has produced evidence 
of pneumoconiotic lesions in aged city-dwellers, uncon- 
neeted with industrial hazards, which may light up 
healed foci. Dublin (1941) shows that the peak incidence 


of tuberculosis in adult males is at the age of sixty-five. | 


Harpeth (1941) notes that in 85 out of 950 new cases 
in Copenhagen in 1939 the patients were over fifty-five. 
- Harrell (1944) has drawn attention to the misleading 
nature of mortality figures, since many of these patients 
do not die “tuberculosis deaths.” Post-mortem surveys 
(Taubert 1925, Schlesinger 1929, Freeman and Heiken 
1941), have demonstrated not only the frequency but 
also the widespread character of tuberculosis in the old, 
scarcely `a ady organ being exempt, and the miliary form 
‘being not-infrequent. 

The symptoms are insidious and may be masked by 
the general process of ageing. The infectivity of the 
older subject is generally accepted. Trossarelli and 
Lanino (1938) found sputum-positive cases, previously 

‘unsuspected, among the inmates of an old people’s 

home, and Miller and Henderson (1942) observed 
symptomless cases with. persistently positive sputa over, 
‘a period of years in their series. The proportion of 
sputum-positive cases varies in different reports and is 
influenced by the thoroughness of methods used. Figures 
from 41% (Joress 1938) to 79- 1% (Banyai 1930) _ even 
higher have been found. 

There is on the whole a predominance of men in series 
reported. Patoir (1938) thought the proportion of men 
to women was 2:1; this figure is also given by Amberson 
(1943). The influence of various factors _contributing 
to this 3 18 PEOURSOD by Rich (1944). 


THE PRESENT SERIES 


. My cases are collected from the records of-a unit in 
general wards with a fairly high admission-rate of older 
patients. In 1938-46 the number of patients aged 
over sixty found to have tuberculosis was 69. As in 


all retrospective research, one difficulty was the factor 


of personal observation of the individual responsible for 
the case-records, and this necessitated’ care in the 
interpretation of data and the rejection of some cases im 
which the necessary criteria had not been ‘ fulfilled. 
Diagnosis was radiological and clinical, with confirmation 
where possible by sputum examination, and in a few- 
cases by necropsy. 

There were 60:men and 9 women. One cause of the 
larger number of men appears to be that many old men 
live in “ model lodging houses ” and similar places, and 
of necessity go to hospital with ailments which call for 
nursing. The age-distribution was as follows, the 
youngest being sixty and the oldest eighty-two. 


Age Men Women 
60-865. *18 D 
65-70. 23 \ 1 
70-75 oe G oe. (J A 12 ee 3 
75—80 oe ee e 5 s.. ` 2 
80 plus s oe <3 2 ba 1 


Most of the men had been heavy manual workers. 
The series included 4 stone-masons, 2 miners, and 1 knife- 
grinder, none of whom showed any radiological sign of 
pneumoconiosis, and 1 miner diagnosed radiologically 
as a case of anthracosis. 

The diagnoses made before the patients were admitted 
to hospital varied considerably: 4 cases had already 
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been diagnosed as pobnonary tuberculosis and had been ` 

treated in dispensaries ; 27 patients weré admitted with 
bronchitis, 7 with cancer of different organs, 6 because. 


of senility, and the remainder with ‘miscellaneous | 
complaints. | 
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- SPUTU M 


In 34 cases, or almost half, tubercle bacilli were 
found in the sputum by examination of routine smears ; 
in some cases the examination was carried out ‘after 
antiformin concentration. On investigation it was 
found that in 30 of the cases which gave negative results, 
insufficient examinations had been carried out to exclude 


the presence of tubercle bacilli with certainty—e.g., . 
when patients with advanced tuberculosis: died soon 


after admission. 
moni POST MORTEM 
Only 5 cases came to necropsy : 


Case 1.—A man, aged 78, had extensive active tuberculosis 
with caseation and cavitation of both lungs. The pleural 
cavities were nearly obliterated by adhesions ; and there 


_ was also tuberculous epididymitis. 


Case 2.—A woman, aged 61, had been diagnosed radio- 
logically as having apical tuberculosis, probably a reactivated 
old lesion, in 1938. In 1940 necropsy revealed chronic 
bilateral pulmonary tuberculosis, with fibrosis and cavities 
as large as peas, numerous new tubercles in both lungs, and 
tuberculous bronchopneumonia. ` 

Case 3.—A man, aged 70, had miliary tuberculosis, with 
tuberculous bronchiectatic cavities. in both lungs and tuber- 
culous meningitis. He had been examined a year before, and 
right apical tuberculosis had been diagnosed ; ; no tubercle 
bacilli were found in thie. sputum in nine examinations in five 
weeks. 

Case 4.—A man, aged 64, had cancer of the large bowel 
and pulmonary tuberculosis. 
culous bronchopnéumonia, with numerous new nodules in 
both lungs, was found. 

Case 5.—A man, aged 70, with negative sputum, had been 
diagnosed radiologically as having fibroid phthisis, with 
minimal physical signs. At necropsy indications of activity 
-were found, but the process was limited. 


This very small series of necropsies covers a large field 


of pathology of tuberculosis in the old, and shows that 


the disease progressed rapidly. 


FAMILY HISTORY 


Full studies of family history in this type of TI 
with reference to tuberculosis, are uncommon, ‚but a 


careful study was made by Snell (1941) covering preceding 


and succeeding generations. In the present series, 
out of 60 patients from whom a reasonably full history 
was obtained, a strongly suggestive or positive family 
history was elicited in 13 cases (22%).: It must be 
remembered that in most cases in which a patient’s 
parents have attained the age of seventy or thereabouts; 
they are described as having died of “old age” unless 
something dramatic happened—e.g., a cerebral vascular 
lesion. | 

A previous history of pleurisy or of treatment for | 
tuberculosis was given in 20 cases out of 63 (32%). 


ONSET 


Symptoms of onset were in most cases vague. It is 
impossible to assess these accurately, since many of these 
patients are poor witnesses, but the main symptoms of 
onset in 63 cases were : 


Symptom No. of cases 
Cough et 31 (49%) 
Weakness. . 10 (16%) 
Chest pain 8 (13%) 
Dyspnoea eS za : 7 (11%) 
Heemoptysis a h aus 3 i %) : 
Loss of weight -.. k = 3 (5%) 

~ Hoarseness eres ia Sia 1 (2%) 


The initial symptoms lasted from a few hours, in the 
case of chest pain, to twenty, years in the case of cough, 


_At. necropsy active tuber- | 


1 
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but no purpose would be served by trying to assess this, 
for some patients had merely given “a long time” as 


the period. 


SYMPTOMS OF ESTABLISHED CASES 


Oough was complained of in 64 cases ( 94%), usually with 
sputum. Figures in other series are 96% (Brooks and 
Lander 1938), 96% (Almansa de Cara 1945), 95% (Free- 
man and Herken 1941), and 79% (Harpgth 1941). 

Loss of weight was admitted by 55 patients (80%). 
This contrasts with 82% (Freeman and Heiken 1941), 


42% (Brooks and: Lander 1938), and 43% (Joress 1938). 


This figure reflects to some extent the poor state of 
nutrition and defective dietary of many older patients 
admitted to hospital. Harrell (1944) has stated that 
pronounced loss of weight is an important feature of 
this disease in the old as compared with younger patients, 
and Almansa de Cara (1945) considers that the state of 
nutrition is usually well maintained but may deteriorate 
with extreme rapidity, once the lesions become active. 

‘Dyspnea was complained of by 55 patients (80%) 
and was severe in many.. It must be remembered that 
Glasgow is a city of tenements, which’ may explain this 
figure compared with 15% (Harpøth 1941), 42% (Joress 
1938), 55% (Brooks and Lander 1839); and 68% (Freeman 
and Heiken 1941). 

Hemoptysis, from staining of the sputum to a loss of 
some ounces of blood, occurred in 20 cases (29%). 
Figures in other series are 17% (Joress 1938), 35% 
(Brooks and Lander 1938), 36% (Harpgth 1941), 
(Freeman and Heiken 1941), 37% (Harrell 1944), and 
45% (Almansa-de Cara ay 

Night-sweats occurred to a well-marked degree in 12 
patients (17%). Other figures are 17% (Joress 1938), 

35% pecan and Heiken 1941), 11% (Almansa de 
Cara 1945), and 8% (Brooks and Lander i838), 

Pyrexia.—In 35 cases (51%) there were definite rises 
in temperature varying from a continuous irregular 
pyrexia (usually a terminal phenomenon) to an occasional 
peak of a few hours’ duration. Of these 35 patients 
27 died in hospital. Other studies give the following 
incidence of pyrexia: 51% (Freeman and Heiken 1941), 
14% (Harpgth 1941), 


`. and 23% (Almansa de Cara 1945). 


CLINICAL FINDINGS 


Radiological reports were available in 57 cases (83%). 
Fibroid disease was present in 29 cases (51% of those 
examined), and it was bilateral in 15 (26%). Active 
(fibrocaseous) disease, sometimes accompanied by fibroid 
disease elsewhere, was found in 24 cases (42%). This 
was bilateral in 8 (14%). Unclassified cases numbered, 4. 
Pleural effusion was observed in 5 patients, tuberculous 


bronchopneumonia in 2, extensive fibrosis with media- - 
stinal shift in 4, diaphragmatic adhesions in 1l, and 


bronchiectasis in 1. Anthracosis with a fibroid lesion 
was noted in 1. Well-marked cavitation was seen in 
13 patients (23%). Other series show a similar general 
picture, though the incidence of cavitation reported is 
usually higher—e.g., 28 cases out of 60 (Joress 1938). 
Pulmonary Complications. —Pleural friction was 
detected in 9 patients (13%), and effusion developed 
in 5 (7%). Asthma was present in 1 case. Other 
series also show a low incidence of asthma—e.g. o 3% 


(Rest 1942). 


Concomitant Diseases: —Diabetes was present in 3 cases 
(4%). Figures in other series are 7% (Brooks and 
races 1938), 13% (Joress 1938), 11% (Freeman and 
Heiken 1941), and nearly 2% (Snell 1941). 

Evidence of cardiovascular disease was detailed in 
11 patients as follows : 


Cardiac failure of different types: 
Auricular fibrillation. .... 
Poe tachycardia 

rtic regurgitation (syphilitic). 
| Bssential hypertensio n ‘ 


N= = ocr 


46% - 


20% (Brooks and Lander 1938). 


` cases suited to drastic measures. 


Lesions of the central nervous system were noted in 


5 patients, and carcinoma of the stomach, gastric ulcer, | 


and carcinoma of the colon each occurred in 1. 
Among general findings it was noted that cyanosis was 
uncommon in the absence of heart-failure,~and that 
29% of cases showed some degree of clubbing cb 
and Lander’s figure is 30%). 
Erythrocyte-sedimentation Rate (Westergren). — This 


was determined in 42 cases as follows: 
x No. à cases 


Normal] or slight increase (under 15 mm. in 1 ‘Ar.).. 2 (5%) 
Moderate increase (over 15mm. ,, ,, ).. 9 (21%) 
Considerable increase (over 40mm. ,, ,, ).. 23 (5%) 
Extreme increase (over 80mm. ,, ,, 8 (19%) 


In moderate degrees of anemia this method is reasonably 
-accurate. There is a tendency for the E.S.R. to rise in 
old age in the apparently healthy. Almansa de Cara 
(1945) found readings of 5-80 mm. (Woor a 15% 
of cases being over 25 mm. 

Hematological Findings.—A degree of anæmia’ was 
usual but not universal. Hzemoglobin levels ranged 
from 5-5 g. to 15-5 g. per 100 ml., the average level being 
11:9 g. (A reduced Hb level may be found in the aged 
with, so far as can be ascertained, no organic disease.. 
Levels of 12-65 g. in men and 11-7 g. in women have been 
reported by Newman and Gitlow (1943) and 12-9 g. 
by Fowler et al. (1941). Their figures appear to 
correspond with the normal found in the aged in hospital 
practice in Glasgow in our experience.) Where complete 
blood examination was carried out, the anemia was 
normochromic, except in some patients with greatly . 
reduced Hb levels, when a hypochromic microcytic 
anæmia was found. 2.4 


N 


SUBSEQUENT HISTORY ` 
The outcome in this series was as follows : 


No. of Sputum Sputum 
patients positive negative 
Died .. “a 41 . — 21 A 20 
In peii quo.’. ia 6 ad 3 re 3 
Improved tere 20 os 8 ee | 
Still ‘inl hospital ae 2 a 2 
DISCUSSION N 


No teantinent beyond rest and symptomatic, measures 
was given. Though in some reported series a more 
active treatment was attempted, the consensus of 
opinion appears to be that in the main these are not 
Collapse therapy, for 


instance, is seldom desirable. -Almansa de Cara (1945) 


.. Gites successful cases of artificial pneumothorax at the 


ages of 52, 57, and 62, but admits that it is not usually 
well tolerated. Amberson (1943) considers. that there 
may sometimes be a place for surgical measures. 

There appears to be no prospectof getting these patients 
into sanatoria at present, though many of Brooks and 
Lander’s (1938) patients did in fact go on to sanatoria. 
It is of no use today to be content to say that the future 
of the country lies with the young, and to leave the 
older tuberculous patients to their own devices. Apart 
_ from other considerations, which are many and important, 
the welfare of infants, children, and adolescents may be 
greatly imperilled. While the aged patients are in 
general wards, some attempt must be made to isolate 
them, but even this is sometimes difficult, as will be 
appreciated by anyone with experience of ward work 
with a large number of the older sick.. | 

Pulmonary tuberculosis in the old is usualy- of 
insidious onset and may be completely masked by other 
disabilities, or often ignored until either an intercurrent 
illness or a sudden increase in activity of the tuberculosis 
leads to an illness which may, even at this stage, be 
treated as nothing out of the ordinary in an aged person. 
In such cases pulmonary changes may be gross before 
tuberculosis is diagnosed. The applicability of certain 
necropsy findings to this country may be disputed—e.g., 
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Freeman and Heiken’s (1941) series contained a large 


minority of negroes—but it is clear that large-scale 


investigation of the older sick would reveal a surprisingly 


_ latge number of tuberculous patients, about half of whom 


probably would have active lesions, and well over — 


half would have positive sputum. Isolation of these 
patients. is impossible. Many can undoubtedly remain 
in their homes with certain safeguards, but the establish- 
ment of- ‘separate communities might have to be 
considered. | 

. Fibroid cases may. become active, and routine periodical 
radiological examination of established cases, sg sas 


where eee should be possible. 


` SUMMARY. 
More attention should be directed to the problem of 


-pulmonary tuberculosis in the old, which is often an 
| active process with a high proportion of sputum-positive 


cases. 

The onset is insidious, and the symptoms are commonly 
ascribed to old age. 

Cases appear to be commoner among men than among 
women. : 

Of a series of 60 men and 9 women, diagnosed in general 
wards, half had positive sputum—a low estimate. In 
5 necropsies a wide variety of tuberculous disease was 
seen. 

Cough, loss of weight,. and hemoptysis were the 
principal symptoms. Radiological findings corresponded 
to those -reported for larger series by other workers, 
fibroid phthisis being present in half the cases. A 
raised erythrocyte-sedimentation rate and anæmia were 


Acknowledgements are due to the late Prof. Noah Morris 
for his interest and advice; Dr. A. Slessor for criticisms ; 
Dr. A. D. Briggs for his interest and facilities to examine past 
case-records and to Dr. F. E. Reynolds for bacteriology and 
access to post-mortem records. . 
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. In all this matter of the English national tradition 
we are still living on capital, for tradition is not dissipated 
in one generation or two. 
the last. forty years erected a general structure designed for 
a proletariat of irrésponsible individuals, seeing how easily 
they can, as individuals, get by, whereas the older tradition 
impressed on people from a very early age that they must 
expect to depend upon their own exertions. This self-reliance 
was the essential complement of a spirit of independence 
towards the Government, for the worst possible combination 


- is that of which the old Roman writers complained so much, 


of the Roman crowd at once expecting to be carried, dependent, 
and yet intractable. Bismarck, who knew his people, made 
them. dependent and more tractable than ever. But the 
English tradition was until this century just the opposite, 
of men who stood firmly, and rejoiced to stand, on their 
own feet; and yet, almost unobserved, it has been abandoned 
and reversed.” —Mr. Douatas Woopruvrr, in Soundings, 
July, 1948. 


Carrel (1912) 


But we have quite obviously in _ 


REFRIGERATED AUTOGENOUS SKIN 
GRAFTING | 
‘A REVIEW OF 50 CASES 


/ Aprian E. FLATT 
M.B. Camb. 
From the Plastic Sufgery Unit, Ministry of Pensions H osp a, 
Stoke Mandeville E? 

THREE papers recording the results of clinical trials 
of refrigerated skin-grafts have been published in recent 
years. Webster, of New York, began refrigerating 
skin-grafts in 1932 but did not publish his results until. 
1944. He records the results of 36 trials of refrigerated 
grafts, some being autografts, some homografts, some 
full-thickness, and some split skin-grafts. In general, 


‘he showed that it was practicable to keep skin alive 


by refrigeration and that: split skin-grafts showed a 
better take than full-thickness skin-grafts. Strumia and 
Hodge (1945) experimentally grafted skin which had 
been stored at temperatures ranging from —20 to 
— 25°C for periods up to 61 days with satisfactory 
results. Matthews (1945) used fetriperated grafts of 
various thicknesses, though none were of the full- 
thickness type. He used the method of Young and 
Favata (1944) of contact coagulation for the fixation 
of his grafts, and states that ‘‘ when the first dressings 
were taken down, the grafts were found to have taken 
satisfactorily °” ; he publishes some impressive photo- 
graphs to support his statement. 

Since Matthews (1945), de Martigny (1913), and 
ave commented on the apparent increased 
vitality of refrigerated grafts aś compared with normal 
skin, it was decided to try to graft infected areas with 
refrigerated skin. This paper reports the results of the 
first 50 applications of tefrigerated grafts stored by a 
simpler method than has previously been described, and 
applied to both ‘‘ clean ’’ and infected granulating areas. . 

Both Webster and Matthews used an ordinary refri- 
gerator to store the skin at a temperature of 3—-6°C. It 
was felt that, if possible, the temperature for storage 
should be constant, and hourly readings for 24 hours 
were taken in various parts of two ward refrigerators 
which were in constant use. It was found that there . 


Fig. |—Position of storage of skin-grafts in refrigerator. 
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Fig. 2-—Clean electric burns treated with refrigerated skin-grafes (case !). 


was a variation of 9°F (40-49°F) over 24 hours in 
the area adjacent to the cooling coil. However, the area 


inside the dish placed to collect drops from the condensed ` 


moisture on the coil did not show a variation greater 
than 2°F (32-34°F). 
for the storage bottles (fig. 1). 

Webster stored his grafts by wrapping the aie in 
 ‘ Phofilm’ sheets and then -in two sterile towels, the 
package being labelled and left in the refrigerator. 

_ This method of storage was rejected as being too bulky, 
and a modification of the method described by Matthews 
was adopted. He recommended that the graft should 
be folded with its raw- surfaces opposed, wrapped in a 
piece of tulle gras, and this in turn in a piece of gauze 
tightly wrung out of normal saline. It was to be held 
away from the small amount of fluid: which collected 
in the bottle by inserting a ring of rubber tubing or 
lead: foil for it to rest on. 

In my method the graft is spread on tulle gras and 
folded in half with its raw surfaces opposed. The graft 
sandwiched between tulle gras is now placed on a fresh 
square of tulle gras and rolled tightly up into a cylinder, 
each end being twisted once or. twice, toffee-paper 
fashion. The cylinder is placed in an ordinary 20 ml. 
screw-topped glass pathological specimen-bottle. Saline 
gauze can be safely discarded from the technique 
of skin preservation, any additional moisture being 
unnecessary and possibly even harmful. 

The risk of drying of the graft can be eliminated if 
the tightly rolled cylinder is pulled between the finger 
and thumb a few times, thereby spreading the excess 
of soft paraffin over the surface to form an enveloping 
' greasy coat. | | 
CLINICAL APPLICATIONS 


The 50 applications of skin were performed on 17 
patients with various lesions. No attempt was made to 
select cases other than to choose, if possible, chronically 


infected granulating areas. The lesions grated consisted 
of: 
. No. of -No. of 
cases applications 
Burns: : 
Thermal 7 18 
Electric . 2 10 
X-ray eae L ` 2 
Failed Thiersch grafts .. 4 -l4 
Traumatic full-thickness skin loss 2 5 
Varicose ulcer 1 1 


BEFORE 
GRAFTING 


19 DAYS’ STORAGE 


B.PROTEUS ++++ N B88% TAKE 


This area was therefore selected. 


The patients were aged 2-67 
years, and most of them - were- 
male. 
All the grafts were of the split- 
skin type cut whenever possible 
with the same knife adjusted to 
- the same thickness. Before appli- 
cation the grafts were always 
cut into squares of side. 1 cm. 
(OF multiples of 1 cm.) so that, 
by using a. graft of constant 
size, percentage takes could be 
more accurately asendeid, All grafting was done in the 
ward as a bedside dressing. ` 
When required for use the bottle was, taken ‘from 
store, the tulle gras unrolled with full sterile precautions 
the requisite amount of skin cut off, and the remainder 
immediately rolled up and put back in the refrigerator 
before the application of skin. A bacteriological swab 
was always taken from the recipient area before grafting, 
and a penicillin-sulphathiazolé powder was usually 
applied to.the area before the placing of the grafts. 
The grafts were placed directly on the granulating area 
with no additional means of fixation, and a saline-gauze 
cotton-wool pressure dressing was invariably applied. 


Ta B HAM,.STREP. +++ 
: i B.PROTEUS ++++ 
: ASi Ps. PYOCYANEA +++ 


Fig. 3—Infected X-ray burn treated with ‘refrigerated skin-grafts 
case ° 
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Grafts were always left undisturbed for 48 hours and were | 
. usually left 4 days before the first dressing was done. - 


-No matter how dirty was the recipient area, the 
exudate was wiped away, and any sloughs present were 
cut down to a bleeding base wherever possible. Many 
of the cases yielded only Staph. pyogenes and diphtheroids 
on culture, and would therefore, not be regarded as 
infected in the sense that the take of fresh grafts might 
be affected ; 6-hemolytic streptococci, Proteus vulgaris, 
and Ps. pyocyanea were all regarded as infecting organisms 
and one or more of these organisms were present in 


20 of the 50 cases reported. 


© 7DAYS `: 
LATER 


54DAYS` STORAGE 
100% TAKE ` 


Fig. 4—Filariasis, infected. by B. protsüi; entad with refrigerated skin-grafts (case 3). 


yma eo 


| 


- PERCENTAGE TAKE 
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Fig. 5—Scatter graph showing percentage take. of refrigerated skin-grafts plotted against 
areas; x, grafts on infected areas. 


storage time: o, grafts on “clean” 
® 

ILLUSTRATIVE CASE-RECORDS 
Case 1 (clean case).—Electric burns from grasping a 
12,000 V electric grid cable. Deep burns with tenacious 
sloughs involving the tendon sheaths of the 2nd and 3rd 
digits and exposing the tendons of the 4th and 5th digits. 
Treated with 5% ‘ Milton’ irrigations in a Bunyan-Stannard 
envelope. Later, primary grafting to granulations at peri- 
phery of burns and excision of sloughs. Refrigerated skin 
applied to remaining areas’as granulations appeared. After 
four months’ manual labour there is some contraction, but 

_ the refrigerated skin is durable (fig. 2). 


Case 2 (infected case).—Nécrosis of three years’ duration 
following X-ray therapy for spondylitis ankylopoietica. In 
fig. 3 the illustration on the left shows the result produced by 
fresh grafting the whole ulcer area. That on the right shows 
the result obtained by a single application of skin taken 
and stored at the time of the first grafting operation. 


Case 3 (infected case).—Elephantiasis (Filaria bancrofti) 
~treated. by excision of skin and subcutaneous tissue and 
by massive sheet grafting. Moth-eaten appearance due to 
B. proteus infection. The illustrations (fig. 4) show the result 
obtained by refrigerated grafting. - 


RESULTS 


In all “infected ” cases it was considered economical 
to try grafting, and in only 3 did the skin totally fail 
to take. Three cases yielded 30%, 33%, and 40% take, 
but the remainder showed a 50% take or more, 3 cases 
showing 100%. The “clean ” cases showed percentage 
takes varying from 0 to 100%, three-quarters showing 
a 50% take or more. All total failures were explained 
by inadequate immobilisation of the freshly applied 
grafts, except in one “‘ clean ”?” recipient area for which 
no obvious explanation could be found. 

_ The scatter graph (fig. 5) shows the percentage take 
plotted against storage time. The percentage take was 
calculated from the number of grafts applied ; where 
only a few grafts had been applied a percentage figure 


is open to question, but no more accurate graphic 


presentation could be found. 
. As would be expected, the shorter times of storage 
yielded a higher percentage take, but even the longer 
times of storage yielded a satisfactory take. The skin 
was usually used for grafting within the first three weeks 
of storage, but the occasional use of skin stored after 
this period proved: satisfactory, the longest storage 
time—68 days—yielding 82% take. Skin has been stored 
for much longer periods ; even after 6 months the cut 
surface has been moist and the blood present has remained 
liquid. Histologically this skin looked normal, did not 
differ from other sections of stored skin, and would 
probably have been satisfactory if occasion had arisen 
. for its use. 
- The thinner the graft the more rapidly it became 


vaacularised from beneath. The thicker split skin-grafts 


usually separated into two layers, a lower adherent 
layer and an upper layer which separated with the 
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tulle gras on which the graft was 

spread. The lower and thicker 

layer was usually a dead white 

but firmly adherent after -a 

week’s implantation. During 

the second week this white 
slough-like area showed scat- 

tered areas of vascularity, and 

between the 14th and 18th days 

became rapidly  epithelised, 

showing by the 2lst day a 
normal skin surface. Biopsy of 

this showed that the adherent 

mass was dermis, and epithelisa- 

tion had therefore taken place 

by lateral spread from the 

deeper epithelial elements. 


$2 56 60 64 68 


CONCLUSION © 
Though the present series is small, it is felt that this 


‘simple method of skin storage and application i is Justified. 


The results tend to substantiate the views of other 
writers that refrigerated grafts possess an increased 
vitality, and the ‘‘ infected ’’ cases in this series show 
that it is economical to apply stored skin-grafts to areas 
to which fresh grafting is not usually carried out because 
of bacterial flora. 

The patients have in many instances been saved 
repeated operations and had their hospital stay shortened 
by having skin available at the different times at which 
the recipient area became suitable for grafting. 

The work was done at the Ministry of Pensions Hospital, 
Stoke Mandeville, and my thanks are due to the Director- 
General of the Ministry of Pensions Medical Services for 
permission to publish this paper, to Mr. Richard Battle for 
his help throughout the investigation, and to Mr. R. G. Mason 
for his help in photographing the cases. 


REFERENCES 


hag A. (1912) Amer. med. Ass. 59, 523. 
y, F. (1913) Cong. hae Clin. 26, 252. 

Matthews, B. N. (1945) Lancet, i, 

Strumia, ©. C. 


odge, (19 545) en Surg. 121, 860. 
Webster, J. `P. (1944) Ibid, 120. 431. 
Young, F., Favata, B V. (1944) Surgery, 15, 378. 


A STUDENT HEALTH SERVICE 


R. E. VERNEY R. F. ROBERTSON - 
M.B. Edin., F.R.C.P.E., D.R. M.B. Edin., M.R.O.P.E. 
SENIOR PHYSICIAN TO THE ASSISTANT PHYSICIAN TO THE 
UNIVERSITY OF EDINBURGH UNIVERSITY OF EDINBURGH 
STUDENT HEALTH SERVICE ‘STUDENT HEALTH SERVICE 


THE growth of interest in the health of the university 
student is reflected in the recent conference at the 
Institute of Social Medicine in Oxford and in the publi- 
cation of the papers presented there. Commenting on 
them THE LANCET! said: ‘It has long been recognised 
that the welfare provisions in British universities are 
in many ways inadequate, and that the health and sick- 
ness of students have had too little attention.” This 
statement is unquestionably true ; but later in the same 
article it is said that ‘‘ Of recent years a few British 
universities and several medical schools have started 
partial services ; but a fully operative service, making 
proper provision for periodic health examination and 
care of sickness, has yet to be announced.” This 
demands some modification. An effective and in many 
ways a comprehensive medical service has been in opera- 
tion at the University of Edinburgh for 18 yéars, and now 
occupies an accepted and acceptable place in the life of 
the Edinburgh student community. Since this was not 
mentioned either at the conference or in the papers already 
referred to, we thought that a short account of our 
experience and observations of its working might be of 


1. Lancet, 1947, il, 949. 
a2 
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interest and of use to other institutions Contemplating 
the foundation of such a service. 


HISTORY 
The pioneer advocate in this country of the protection 
and care of student health was the late Lord Constable, 
whose report on the social and physical amenities of 
student life at the University of Edinburgh was published 
in 1926. The substance of this report was largely 


implemented by the dynamic effort and intense interest: 


of the late J. J. M. Shaw, F.R.C.S., and a new era of 
student welfare was started in the University of Edin- 
burgh at the beginning of the winter session of'1929, 
when a department of physical education was formed 
under the directorship of Colonel R. B. Campbell, C.B.E., 
D.S.0., M.A. 

The activities of this department included a scheme 
for the medical examination of students by two part- 
time male physicians for the men and a part-time lady 
physician for the women. It was decided at the outset 
that this medical examination should be purely voluntary, 
and, apart from bringing it to the notice of under- 
graduates, the authors of the scheme made no attempt 
to persuade anyone to appear for examination. It 
was thought that; when the value of the examination 
came to be understood and appreciated, the numbers 
requesting it would gradually increase, until eventually 
all students would accept it as a matter of course. 

Besides the routine examinations, arrangements were 
made for sick students to be attended in their lodgings 
or hostels and, where necessary, to be referred for 


admission to the special students’ ward in the Royal 


Infirmary. 
. At its inception, the scheme was fortunate to have as 

principal medical officers Dr. J. K. Slater and Dr. 
Dorothea Walpole, and an account of the experience 
of the first nine years was published by Slater.2. During 
this period an average of 459 students (383 men and’ 76 
women) underwent routine medical examination each 

ear. ` 
In 1939 the wisdom and generosity of Sir Donald 
Pollock permitted a notable advance in the scope and 
quality of the physical education service of the university. 
By donating the commodious and well-equipped Pollock 
Institute of Physical Education he provided the organisa- 
tion with two superb gymnasia, a fencing-salle, a boxing- 
ring, instructors’ offices, changing-rooms, offices for the 
director of physical education, and facilities and premises 
for the medical branch of the service. During the war 
the scheme could not come to full fruition, but the care 
of student health was maintained: an average of 360 
men and 50 women were examined each year, and sick 
students continued to obtain medical attention in their 
lodgings and at the Royal Infirmary. 

At the end of the war Colonel C. M. Usher, D.S.O., 
0.B.E., succeeded Colonel Campbell as director of the 


department of physical education, and a department of. 


student welfare services was inaugurated, with Major 
C. H. J. Deighton as director. 3 


OBJECTS OF THE MEDICAL SERVICE 
The authors of the scheme have had six principal 


objects in mind since the inception of the medical service :_ 


(1) To obtain by routine medical examination at the 
beginning of the first academic year an accurate estimate 
of the physical state of each student entering ‘the university. 


(2) To advise and treat students found at the routine > 


examination to be not wholly fit. 

(3) To encourage students to undergo routine medical 
examination in each of their undergraduate years. 

(4) To create an efficient consultative and domiciliary 
medical service to advise and treat students requiring medical 
attention. 


2. Slater, J. K. Edinb. med. J. 1940, 47, 32. 
3. A diagram illustrating its present organisation may be had on 
application to THE LANCET office. 
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(5) To interest the students in the importance of physical 
education and recreation as an essential part of their university 
curriculum. 

(6) To obtain data concerning the health of the students 
and to assess the effects of the various strains and stresses 
(mental, environmental, nutritional, &c.) to which they are 
subjected. 


, ROUTINE MEDICAL EXAMINATION | 


Under the present arrangement every student on first 
matriculation is expressly invited to undergo routine medi- 
cal examination and radiological examination (miniature 
Any student on subsequent 
matriculation may request re-examination. Radio- 
logical examinations are carried out on 75 men and 
48 women students each Wednesday afternoon or 
Saturday morning. The following week, when the 
reports of these examinations are available, a clinical 
examination is conducted at the medical department of 
the Pollock Institute, or at the Women’s Union. Fifteen 
male students are examined each evening and the 
findings recorded on special cards. In this way two part- 
time physicians have been able to carry out 1000 routine 
examinations on men students, as well as to give service 
to rather more than 600 students requiring advice and 
treatment, in an academic year. For women students 
there are three part-time physicians: the additional 
physician has been accustomed to look after the health 
of the students in some of the women students’ hostels. 

At the clinical examination students are grouped as 
follows : g 

(1) Healthy Robust Students.—Each student in. this group is. 
assured that he is physically fit and is instructed in the value 
of maintaining the highest standard of physical and mental 
fitness. He is encouraged to take part in the various athletic 
and social activities of the university. In this way a close 
liaison is maintained with the work of the department of 
physical education, and many recruits are obtained for 
membership of the athletic clubs and for gymnasium — 
recreation. 

(2) Students with Mi inor Physical Defects. —Minor physical 
ailments, such as defects of posture, skin disorders, foot 
deformities, &c., are found in about 27% of students. Remedial 
measures for these are instituted at once, or the student is 
advised to attend the consulting session for sick students. | 

(HX Students with Major Physical Defects —Nearly 2% of 
students are found to have some major physical disorder, 
such as diabetes, pulmonary tuberculosis, or cardiac disease. 
Under such circumstances a detailed investigation is made in 
the students’ ward, and consideration is then given to the 
advisability of the student continuing his studies in his chosen 
faculty. 

(4) Students with Psychological Difficulties —Anxiety states 
are encountered in 7% of students examined. Many anxieties 
can be removed at this interview. As a result of thé close . 
liaison with the department of student welfare services, the 
student who is unsettled through domestic or social difficulties 
—e.g., unsuitable lodgings—can be given appropriate assist- 
ance. Those in which the psychological problems are more 
deep-rooted are referred to the psychiatrist at Jordanburn 
Nerve Hospital and Psychological Institute. 


COMPULSION 


Compulsory medical examination of all students has 
been advocated in some quarters, and some of the 
representatives of the British Medical Students Associa- 
tion have been agitating for the adoption of this measure. 
As medical examiners, however, we would be most 
unwilling to examine any person who does not wish it, 
and, in relation to university undergraduates, any 


question of compulsion in this respect becomes all the 


more distasteful. It is worth while recalling Sir Walter 
Raleigh’s words when war was made the excuse for 
imposing restrictions at Oxford: “ A certain amount 
of freedom to go wrong is essential in a university where 
men are learning not to obey but to choose.” 

We are satisfied with the results afforded by the 
voluntary system in use here. In the academic year 
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1946—47 1536 invitations for routine medical examination 
were sent out, and 1140 students accepted. It seems 
likely that by carrying out the examinations at appointed 
times which are convenient for the individual students 
‘we could ensure that almost 100% of students would 
voluntarily present themselves for examination. 


CONSULTATIVE AND DOMICILIARY MEDICAL SERVICE 


Separate consulting-rooms are available for men and 
women students—for men in the medical department of 
the Pollock Institute of Physical Education, and for 
women at the Women’s Union. Any student requiring 
medical advice or treatment may attend at the consulting 
sessions, which are.conducted during an afternoon hour 
on Mondays, Wednesdays, and Fridays. Records of each 
student are kept. 

Any student requiring medical attention in lodgings 


or in a hostel notifies the director of student welfare. 


services and is thereafter visited and treated. If condi- 
tions are unsuitable for proper care and nursing, or if the 
disorder warrants admission to hospital, the student is 
transferred to the students’ ward. Between May 1 and 
Dec. 15, 1947, 456 men and 128 women students used 


‘this service. The disabilities encountered were as 
follows : 
. Per- 
Male Female Total centage 
Skin diseases 65 19 84 14-2 
Functional disorders 69 11¢ 80 13-7 
Respiratory 61 13 74 12-7 
Ear, nose, and throat 47 19 66 11-3 
Traumaticand orthopedic 62 3 65 11-1 
Ophthalmological ae 32 14 46 7-9 
Alimen tary -© .. ke 28 11 39 6:7 
Genito-urinary .. 22 7 29 5-0 
Minor surgery 21 7 28 4:8 
Fay chological 15 4. 19 3-2 
Dental 16 1 17 2-9 
Chilblains i 223 0 10 10 1-7 
Rheumatic 4 3 7 1-2 
Pulmonary tuberculosis. . 6 0 6 10 =” 
Endocrine š 1 3 4 0-7 
Blood diseases .. 1 3 4 0-7 
Infectious diseases 3 0 3 0-5 
Vitamin deficiency 2 0 2 0:3 
Glandular tuberculosis . 1 0 1 0-2 
Total 456 128 584 


The high incidence of functional disorders is no doubt 
a reflection on the somewhat unnatural existence of 
university students. Considerable patience is required 
in dealing with this type of disorder, and every facility 
must be available for excluding organic disease as a 
basis for symptoms. 


HOSPITAL FACILITIES 


For many years the Edinburgh Royal Infirmary has 
made special provision for the treatment of under- 
graduates in a unit consisting of four small wards to 
accommodate a total of 10 students. With the increased 
number of undergraduates at the university there are 
occasions, especially at the end of term, when there are 
insufficient beds to cope with the demands. 
has accommodated an average of 181 students each year. 
From our experience it seems necessary to have 5 beds 
per 1000 students to meet the demands for admission 
to hospital. - 

From Jan. 1, 1934, to Jan. 1, 1948, 2538 students 
(1912 men and 626 women) have been admitted to this 
unit with the following ailments : 


Cases 

Boils, carbuncles, cellulitis, << 132 
C.N. S.: Psychological ; va es sė ae 23 
Degenerative s see oe es as 9 
ammatory ave 7 26 
Circulatory: Vasomotor . bs 7 
Varicose veins, ‘hemorrhoids, &ce. 82 
Thrombophlebitis z 7 

! Rheumatic carditis . 12 

Dental .. , í 46 
Dermatological : Septic infections 24 
Dermatitis ` 17 
Endocrine : Diabetes MA ee ois 6 12 
Thyroid disorders os aa a a 7 


` 


This unit - 


Cases 
Ear, nose, and ihat: Tonsillitis 93 
Sinusi tis {no operation) . 30 
tis s è 28 
Tonsillectomy ; ` 358 
Submucous resection . 118 
Antrostomy, mastoidectomy, &o. 65 
Gastro-intestinal: Gastritis, gastro-enteritis, &c. 67 
Peptic ulcer eucins. operations) . 57 
Appendicectomy 291 
Other operations 8 
Infective nepatiks 35 
szoentests 4 
Gynecological. . : 49 
Infectious diseases I Sa se 21 
Miscellaneous ; as oa .. 193 
Neoplastic (benign and malignant) | go a8 aa 24 
Ophthalmological A a : ae ~~ Se 12 
Respiratory : Acute coryza -6 
- Influenza : 37 
Bronchitis T es Lari s 42 
Pneumonia .. sia Ts a .. 35 
Asthma as ` 15 
Pleurisy "17 
Pulmonary triberoulosis 21 
Rheumatic disorders.. 38 
Urogenital tract 114 
Traumatic: Soft tissue 247 
Fracture 85 
Herniotomy .. ee 64 


These figures show that the bulk of the work is surgical, 
and, .of the special departments, the ear, nose, and 
throat greatly exceeds all others in the number of demands 
on its services. Among the 193 ‘ miscellaneous dis- 
orders ’’ there were 22 cases of pilonidal sinus (15 males 
and 7 females). Among the 247 cases of trauma affecting 
soft tissues, no less than 49 required meniscectomy. 
Almost all the traumatic cases resulted from athletic 
pursuits. A total of 332 cases under this heading is a 
comparatively large figure when one considers that not 
more than 25% of students of this university take 
part in athletics. The services of all members of the 
honorary staff of the hospital are available to students. 
Besides the inpatients in this ward, many students are 
investigated as. outpatients. 


PULMONARY TUBERCULOSIS 


Students found to have pulmonary tuberculosis are 
referred. for review to the professor of tuberculosis, but 
we have usually encountered difficulty in arranging 
their correct disposal. The local authority of the 
student’s home usually refuses to accept responsibility, 
which legally devolves on the tuberculosis officer of the 


area in which the patient is residing when the infection 


is recognised. The M.o.H. for Edinburgh has accepted 
this responsibility, but beds are seldom available in the 
town sanatoria for such students. The accommodation 
of tuberculous students is part of the national problem 
of the shortage of tuberculosis beds and trained nurses. 
It would be preferable if there existed in this country a 
small sanatorium attached to the professorial unit of 
some university for treatment of tuberculous under- 
graduates from all universities. In such circumstances 
facilities could be developed for the continuation of 
studies. 
FUTURE DEVELOPMENTS 


It seems likely that the introduction of the National 
Health Service may render necessary some modification 
of the student health service. In the light of our experi- 
ence in the working of the Edinburgh service, however, 
we have come to accept certain principles which must 
be followed if the service is to be efficient, successful, 
and popular with the students : 

(1) The student expects to get medical advice from 
physicians of recognised ability and standing. If this 
is not available, he will prefer to obtain medical services 
from practitioners outside a university medical service. 

(2) The recognition of disease in its earliest stages 
during routine medical examination requires judgment 
based on medical erudition and wide clinical experience. 


It is a student health service that is required ; therefore. 


it is essential that disorders be recognised in the earliest 


t 


- 
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stages, when curative measures are most likely to be 
effective. 

(3) There is always a small proportion of the students 
with some acute or potentially serious illness. It is 
unquestionably the university’s responsibility to ensure 
that the quality of the medical advice available on these 
occasions is of the highest standard, and that the student 
is not exposed to any risk resulting from inexperience 
of the medical staff. These considerations have, until 
now, been fulfilled by the appointment (on a part-time 
basis) of physicians on the staff of the teaching hospital, 
who are either Fellows or Members of the Royal College 
of Physicians of Edinburgh. Since the range of clinical 
material arising from morbidity among the students is 
comparatively restricted, the physicians doing the work 
of this service should have access to wider fields of 
clinical medical practice if they are to maintain a high 
standard of clinical efficiency. For this reason the 
appointment of part-time physicians must be strongly 
recommended. 

(4) An important feature of our service hitherto has 
been the close coöperation between the medical staff 
and the directors of physical education and of student 
welfare. It is therefore an advantage if the members 
of the medical staff carrying out routine medical examina- 
tions have a keen interest in physical culture, athletics, 
social welfare, and the theme of positive health. 

(5) A part-time psychiatrist who would conduct 
sessions at the medical centre would be of considerable 
advantage. 


(6) A medical officer interested in the social aspects of. 


student life and working in close liaison with the depart- 
ment of public health and social medicine could undertake 
sociological investigations and would have the oppor- 
tunity of collecting data about the physical and mental 
-aspects of student health from the students and from his 
clinical colleagues. 


CONCLUSION 


The University of Edinburgh has conducted a 
comprehensive student medical service for nearly 20 
years. 

A brief account is given of its history, the scope of the 
-work it undertakes, and the possible developments. 


ACUTE BENIGN DRY PLEURISY 
SIX CASES IN A HOSPITAL STAFF 


J. D. GRAY F. STEPHEN CARTER 
M.D. McGill, D.C.P. M.B. Camb., D.C.H. 
PATHOLOGIST REGISTRAR 


BELGRAVE HOSPITAL FOR CHILDREN, LONDON 


UNDER the name, acute benign dry pleurisy, Scadding 
(1946) described 20 cases of a syndrome which in some 
ways resembled Bornholm disease but differed from it 
in that gross dry pleurisy was present. 
all seen in the Suez Canal area. In England Williamson 
(1924) described an outbreak of a similar condition in a 
London children’s hospital; Lloyd (1924) reported 5 cases 
among the nurses of The Hospital for Sick Children, 
Great Ormond Street ; and Attlee et al. (1924) reported 
48 cases, 17 of them with a pleural rub, in a boy’s school. 

The disease reported by Pickles (1933), Carter (1933), 
and Howard (1938) more closely resembles Bornholm 
disease and can therefore be excluded from a discussion 
of the illness described by Scadding. 

So far as can be gathered from published reports, 
England seems to have been free from acute benign 
dry pleurisy for twenty-three years. Since, however, 
an outbreak occurred among 5 nurses and 1 ward 
maid at this hospital, it was felt necessary to report 
it so that the existence of this disease may not be 
forgotten. 


DR. GRAY, DR. CARTER: ACUTE BENIGN DRY PLEURISY 


‘it hurt to breathe. 


The cases were. 


[AucusT 14, 1948 — 


The first case was seen on Sept. 15, 1947, the second on 
Sept. 16, 2 on Sept. 18, and the final 2 on Sept. 20. The 
patients came from various wards in the hospital, and 
no common point of association was discovered. The 
duration of the illness from reporting sick to return to- 
work varied from seven to fourteen days, with an average 
of nine days. 

SYMPTOMS 


The following account of the subjective sensations 
experienced was written by one of the nurses : 


Sept. 17.—Awoke with headache and stiff feeling from 
waist up—chest and back. It gradually got worse all morning 
and developed into 
a severe stabbing 
pain which seemed 
‘to get tighter until 


The pain was right 
round the waist and 
up the centre to 
about the 5th rib. 
Felt frozen and hot 
in turns, splitting 
head, eyes smarted, i 2 3 4 5 
and temperature up DAY OF DISEASE 

101°F. Did not sleep Typical temperatures chart in acute benign 
very wel} Perspired dry pieurisy. 
a lot in the night. 

Sept. 18.—Felt well. Very little pain; 
Did not sleep well. 

Sept. 19.—Bad headache in morning. Pains a bit worse, 
mostly at left side, then felt O.K. till evening. Pains worse, 
beginning over left bottom ribs and extending round to right 
back. Felt cold and shivery, hot, and dry: Eyes smarted, 
T. 103°F. Felt like death. At 2 AM. T. 99°F. Felt cold 
and clammy and much better. 

Sept. 20.—Felt O.K. in morning. In afternoon pain 
gradually got worse (after laughing a bit)—still in the same 
place—until it felt as if all the muscles were squeezing inwards 
and upwards until I had difficulty in breathing for about an 
hour. I seemed to catch my breath as if I were tearing some- 
thing in my chest. It was impossible to cough, sneeze, or 
yawn during the pain. If I turned from side to side I felt as 
if I wanted to cough. The pain always went to the side 
I lay on. 

Sept. 21.—Did not feel too bad in morning, but at midday 
had a severe headache and nausea. Felt “ all-in ” by evening. 
Vomited once. Slept fairly well. 

Sept. 22.—Felt O.K. less pain. 

Sept. 23.—Pain worse—higher up in chest, as on first day. 

Sept. 24.—Pain worse—more localised across top of chest— 
first two or three pairs of ribs. In evening breathing difficult 
and very painful—probably due to a good deal of laughing 
again. Slept very well. 

Sept. 25.—Woke feeling as if someone had been jumping 
on my chest all night. All front and back sore when I 


appetite good. 


breathed. Pain gradually became localised to front of chest 


as yesterday, and right side just outside about the 6th rib 
and also across back above waist from right side to just past 
spine. Had sick. headache and pain behind eyes. Any 
slight.eXertion seemed to make pain worse, especially laughter. 


SIGNS 


In 3 of the 6 cases there was dry pleurisy, one producing 
a palpable rub. In 5 of the cases the temperature chart 
was almost identical in shape (see figure). The pulse-rate 
was in proportion to the.temperature. In 3 cases there 
was a mild pharyngitis at the onset of the illness; in 

2 of these a pleural rub subsequently developed. In 
A case Strep. hæmolyticus was isolated from the throat 
swab. In 1 case there was an area of hyperæsthesia 
over the left chest. All 6 patients had their chests radio- 
graphed early and late in the illness. Changes were 
not seen. 

LABORATORY FINDINGS 


Erythrocyte-sedimentation rates taken at weekly 
intervals from the start of the illness were normal. In 
4 cases a full blood-count showed no change. In 2 
cases there was a neutropenia on the day of admission 
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` to the ward :- 3430 white cells per c.mm. (neutrophils 

34%) in one case; and 3750 white cells per c.mm. 
(neutrophils 48%) in the other. Ten days later both 
counts were normal. 


DISCUSSION 


This T is interesting for several reasons. First, 
the previous epidemics in this country have, with one 
exception, occurred in children’s hospitals—the exception 
was & boy's school. Secondly, as Scadding (1946) 
has pointed out, its clinical importance lies not in the 
illness itself but in distinguishing it from more serious 
disorders. An isolated case to the unwary might possibly 
Buggest the onset of a tuberculous pleurisy or a pneu- 
monia. Occasionally it is associated with an eosino- 
philia which, in combination with the muscle pain, 
suggests trichiniasis. Lastly, the relationship between 
Bornholm disease and Scadding’s acute. benign dry 
pleurisy requires consideration. Except for the. high 
incidence of pleurisy, in one of them, both diseases are 
identical. Bornholm disease is known at times to 
produce transient inflammation in other serous sacs, 
such as the pericardium. 

The information available suggests that acute benign 
dry pleurisy is a manifestation of Bornholm disease. 
Therefore a better name for it might be ‘“ Bornholm 
disease with pleurisy.” 
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PREPARATION OF STREPTOCOCCAL 
EXTRACTS FOR LANCEFIELD GROUPING 


W. R. MAXTED 
F.I.M.L.T. 


Technical Research Assistant, Central Public Health Laboratory, 
Colindale 


THE methods of extracting polysaccharide for grouping 
B-hemolytic streptococci, recommended by Lancefield 
(1933) and Fuller (1938), have proved very satisfactory 
but somewhat laborious and exacting when large numbers 
of strains have to be tested. The chance discovery of a 
streptomyces that produces a potent proteolytic substance 
capable of liberating the C substance from §-hemolytic 
streptococci suggested a simple method for the prepara- 
tion of extracts for Lancefield grouping. l 


METHODS , 


Preparation of Proteolytic Factor.—Spores from the strain — 


of Streptomyces albus were suspended in saline and a small 
volume of suspension run over the surface of an agar medium 
in Roux bottles. The medium contained ‘ Eupeptone 
no. 2’ 0:5%, ‘ Yeastrel” 0-:3%, dibasic sodium phosphate 
0-2%,. glucose 0-:2%, Fildes’s extract 2°5%, and shred agar 
1:25%. Cultures were incubated at 30-37°C for 4-6 days. 
The bottles were removed to a —10°C refrigerator for 12 
hours and the frozen cultures then allowed to thaw out. 
By this method * the bulk of the fluid in the medium was 
recovered from the agar gel. This fluid contained the products 
of the organism, one of which is an active lytic agent presum- 
ably an enzyme. The fluid, which had an initial pH of 9-0, 
was adjusted to pH 7:5 by adding hydrochloric acid, and was 
_ready for use after filtration through a Seitz pad. To test 
the effectiveness of the filtrate, 0-1 ml. of a heavy suspension 
(about 4000 million organisms per ml.) of heat-killed group A 
streptococci was added to 0-4 ml. of the proteolytic solution 
in a 3 in. x }/, in. tube and the mixture was placed in a water 
bath at 50°C. <A tube containing heated enzyme solution 
plus streptococcal suspension acted as control. An active 


* This method was suggested to me by Mr. G. V. Heimer, who 
uses it to extract and concentrate staphylococcal bactcriophage. 
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' a notable difference to the yield of enzyme. 
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lytic solution completely lysed this streptococcal suspanmon 


-in approximately 30 minutes. 


It will be seen that the production of the enzyme solution 
is simple. Its potency is high and varies littlo with the 
temperature of incubation of the streptomyces culture within 
the range 30-37°C. The inclusion of Fildes’s extract made 
The solution is 
active over the pH range 9-6-5:6 ; it keeps well when stored: 
in the cold with 0-5% phenol as a preservative. At least two 
oxidising agents and a number of reducing agents inactivate 
the enzyme. 

Cultures of Hemolytic Streptococci. —Strains submitted, 
whether from throat swabs or sabcultures of strains already 
isolated, were spread on segments of a blood-agar plate and 


incubated overnight. 


Preparation of Streptococcal Grouping Extracts. —Into each 
of a series of Dreyer’s tubes was run 0-25 ml. of enzyme solution 
and a loopful of growth taken up from the 18 hr. blood- 
agar culture was suspended in it. The tubes were placed in 
a water bath at 50°C and left until quite clear (approxi- 
mately 11/, hr.). This clear solution was used to carry out 
the usual precipitin ring tests against the various group 
antisera, which were prepared in this laboratory, and results 
were read after 15 minutes. : 


` RESULTS 


The table shows the results obtained in the examina- 
tion of 177 strains in parallel with the Lancefield or 
Fuller methods. With extracts made with the proteo- 
lytic solution positive reactions appeared as quickly 
and were at least as clear-cut as those obtained with 
Lancefield or Fuller methods. In fact, more positive. 
reactions were obtained by the enzyme method than by 
the Lancefield or Fuller method with strains belonging 
to groups A, C, and G. The failures with the latter 
methods were probably due to slight technical errors in 
the preparation of the extracts, since those strains which 
gave positive results with the enzyme method alone . 
subsequently gave positive reactions with fresh extracts 
prepared by Fuller’s method. Stock cultures of most 
of the other Lancefield group strains have been tested ; 
there has been no evidence of destruction of the group 
polysaccharide - by the lytic agent and no non-specific 
reactions have been observed. | 

Some strains of streptococci, when used as living 
suspensions, were resistant to the lytic action of the 
extract. Among strains so far tested, groups D and K 
and many «-hemolytic streptococci show this tendency. 
In general the resistant strains appeared to be largely 
streptococci showing «-hzemolysis on blood agar, and a. 
number of others showing some f-hzmolysis but not 
yielding a soluble hemolysin. The possibility of using - 
this phenomenon for distinguishing hemolytic from 


REACTIONS OF GROUP ANTISERA WITH STREPTOCOCCAL EXTRACTS 
PREPARED BY (4) THE ENZYME METHOD, (b) THE LANCEFIELD 
OR FULLER METHOD. 


No. giving positive 


` í reactions 
, Strain O° 
A strains 
classifichtion tested E ő Lancefield 
nym or Fuller 
method method 
Group A as oy 70 70 62 
» B 7 4 7 
ji C s s 26 26 19 
99 D 3 3 3 
» F : 7 7 7 
z G 19 19 17 
Doubtful strains pupmiveed i l i 
for examination .. 37 Nil Nil 
Lactose-fermenting Da 
strains ah 8 Nil Nil 
Totals eg a 177. 132 115 
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non-hemolytic strains is under investigation. For the 
preparation of extracts of such resistant strains, the 
colonies are first suspended in a drop of saline in the 
Dreyer’s tube, the tubes are immersed in boiling water 
for 3-4 minutes and cooled; and the enzyme solution 
. then added. Lysis takes place within a reasonable 
ime. 


DISCUSSION 


That some streptomyces produce lytic substances is 
common knowledge, but their action in liberating C 
substances from hemolytic streptococci does not appear 
to have been described previously. The present method, 
which utilises this property, has proved successful for 
the identification of members of Lancefield groups A, 
B, C, and G during large-scale streptococcal surveys and 
routine grouping of strains from acute cases. 

Clearly a greater and more varied collection of strains 
must be tested by this method in parallel with the Lance- 
field or Fuller method before its reliability can be assessed. 
Though it is not claimed that the method gives better 
extracts than the two in general use, it does reduce the 
labour and care required by eliminating the need for 
centrifugation and neutralisation which are so time- 
consuming. The resistance of certain strains to lysis 
is no doubt a disadvantage in some cases, but in clinical 
and public-health laboratories the main need is to 
identify streptococci of groups A, B, C, and G, and so 
far all strains belonging to these groups have been lysed 
and successfully grouped by this method. 


SUMMARY 


A simple method of producing a strong proteolytic 
factor—presumably an enzyme—from a streptomyces 
is described. Preliminary investigations show that it 
can be used for extracting the polysaccharide C substance 
from streptococci of groups A, B, C, and G, and that 
for this purpose it is quicker than either the Lancefield 
or the Fuller method of group determination. 
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RENAL TUMOUR AND PERSISTENT TEMER 


REPORT OF A CASE 


L. ZÁDOR 
M.D. 


ASSISTANT PROFESSOR IN THE UNIVERSITY CLINIC OF 
UROLOGY, BUDAPEST 


: In view of the report by Catlin et al.! of two cases in 
which the presenting symptom of hypernephroma was 
lọng-continued fever, the following case is of interest. 


` A man, aged 45, had had “ influenza ” a year previously. 
On the first day his témperature had reached 102°F, and in 
the following week 99-99-5°F, but evening pyrexia had 
persisted for the whole year, accompanied by slight rigors. 
The patient had been able to get about and continue his 
occupation. He had not had any pain or any urinary trouble, 
and repeated examinations of urine had not disclosed 
any abnormality. Extraction of four diseased teeth and 
tonsillectomy for chronic tonsillitis had not cured pyrexia. 
The patient had gradually become anemic and weak. 

His doctor, suspecting intoxication by hair-dye used in 
the patient’s occupation had injected sodium thiosulphate 
without effect; in fact the temperature had risen above 
100-5°F for a few days. Malaria had been excluded but 
Staph. aureus had been cultured from the blood. For this 
reason penicillin treatment, already started, had been 
continued to a total of 33,000,000 units. 

Because of progressive anemia several blood-transfusions 
had been given. The temperature had not fallen but had 


1. eT Wi H., Bintcliffe, E. W., Marson, F. G. Lancet, 1947, 
ii, ; , 
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become intermittent, and on the days of remission pus had ’ 
appeared in urine. The patient was therefore admitted to 
hospital. 


On admission the patient was emaciated, with greyish 
skin, and was unable to walk.. The kidneys were not palpable ; 
the left costovertebral angle was full ; there was no tenderness 
in the lumbar regions. A varicocele was present on the left 
side. 


Urine: traces of albumin ; pus abundant, leucocytes and 
occasional erythrocytes and granular casts; staphylococci; 
no tubercle bacilli. 


' Blood: red cells 2,440,000 per c.mm., Hb 46°, ; 
8800 per c.mm. Blood-pressure 130/65 mm. Hg : 
sedimentation rate 110 mm. in 1 hr. 


Chromocystoscopy : normal vesical mucosa and ureteric 
orifices ; intravenous indigo appeared after 4 min. on the 
right side, but none had appeared after 25 min. on the left. 


Ureteric catheterisation was easy on the right side but difficult. 
on the left; the urinary sediment showed no abnormalities, 


Radiography.—Left kidney irregular and enlarged laterally. 
Retrograde pyelography showed renal pelvis and one calyx 
greatly dilated and pelvis displaced caudally ; other calices 
compressed ; ureter one finger-breadth wide. 

From these findings a renal tumour was diagnosed and 
operation was decided on. 


white cells 
erythrocyte- 


Nephrectomy.—A tumour about 6 in. in diameter was 
removed, which on histological examination proved to be & 
hypernephroma. 

Progress:—Penicillin 200,000 units daily was given for 
five days. After the wound had healed, radiotherapy was 
applied. The patient’s general condition quickly improved, 
his pyrexia disappeared on the third day, and he was dis- 
charged from hospital, with his wound healed, on the ninth 
day. Three months later he was in good condition, could 
walk, and had begun to put on weight. , 


DISCUSSION 


During his illness this patient had no pain and no 
urinary trouble; nor did he observe any tumour in his 
abdomen. His only symptoms were progressive emacia- 
tion, anorexia, and evening pyrexia, which remained 
unexplained for a year. The pyrexia was maintained 
by the production of toxins by necrosis and infection of 
the tumour. No functioning renal parenchyma was 
found. The ureter was completely occluded by masses 
from the necrotic tumour, and only in the last few weeks 
did pus appear in the urine, 

Israel? called attention to the fact that fever was 
often the only symptom of a malignant neoplasm. 
Babics* also emphasises the importance of pyrexia. 
He reported the case of a man of 43 whose first and only 
symptom of renal tumour was evening pyrexia. 

The present case lacked three cardinal symptoms: 
hematuria, palpable enlargement of the kidney, and 
pain. Occlusion of the ureter prevented hematuria. 
The fact that the tumour occupied the upper pole of 
the kidney made palpation difficult ; tumours in the 
lower pole are easily palpated. On radiography the 
diaphragm usually shows a limited action owing to 
fixation of the tumour to the diaphragm. Pain, when 
present, is usually dull, but sometimes, if the ureter 
is occluded by clots, it resembles colic due to renal stone. 
It may then be differentiated from colic due to stone by 
the fact that bleeding precedes the pain. 

The secondary anzmia was imputed to the supposed 
septic focus. 

Varicocele due to compression of the spermatic vein, 
is often helpful in the diagnosis. In a late stage dilata- 
tion of the collateral veins on the abdominal wall may . 
be observed. 

Renal tumours on the left side are often confused 
with splenomegaly ; but careful urological examination 
should establish the correct diagnosis. 


Israel, F. Dtsch. med. Wschr. 1893, 
. Babics, A. Oreos kenge 1941, 31, 649. 
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Medical Societies 


INTERNATIONAL CONGRESS OF 
PSYCHOLOGY 
Prefrontal Leucotomy 


THE symposium on prefrontal leucotomy at the 12th 
International Congress at Edinburgh on July 26 was to 
have been opened by Prof. KURT GOLDSTEIN, of New 
York, who for many years has worked on the psychological 
problems of frontal-lobe function. He was prevented 
by illness from being present ; but his paper, when read 
towards the end of the meeting, formed a philosophical 
complement to the more clinical approach of the earlier 
contributors. Professor Goldstein considered the main 
frontal-lobe defect to be the loss of what he called 
the ‘‘ abstract attitude’ towards reality ; he described 
at length this attitude and the consequence of its loss. 
The attitude was the essence of man’s nature, and he 
considered it doubtful whether it could be restored by 
training after it had been altered by leucotomy. 

Dr.. ERWIN STENGEL mentioned the empirical dnd 
drastic nature of the treatment. He pointed out that 
after operation it was necessary to make a distinction 
between changes in the symptoms of the illness and 
changes in the personality of the individual. Some 
changes, such as those concerned with energy and libido, 
were really quantitative although at first sight they 
appeared to be qualitative. As a therapy, leucotomy 


had its most marked effect on states of abnormal depres- — 


sion. ‘The effect on schizophrenia and paranoid states 
was less impressive, but even here alleviation of tension 
in chronic cases often transformed life into one of 
happiness. The question of the effect of the operation 
on periodicity and recurrence had not yet been answered 
with certainty. 
these features were free from recurrence for longer 
periods after operation. Others had milder attacks and 
in a few there were mitigated fragments of an attack. 
The extent of change in personality and the individual 
features found depended mainly on the original per- 
sonality. Not every person in possession of undivided 
frontal lobes was easy to live with, tactful, considerate, 
or deeply religious. Dr. Stengel expressed the opinion 
that a team of expert research-workers given the task 
of tracing an unknown number of leucotomy cases out 
of 500 ordinary people would fail to identify every such 
case and would find some post-leucotomy features in 
many who had never been near a psychiatrist. It could 
be concluded that quite a few ordinary people were 
labouring under a frontal-lobe deficit. | While this 
emphasised our ignorance it also brought the challenge 
—what can we do to mobilise the dormant riches of our 
brains ? : 

Dr. G. W. Mackay dealt with the results of leucotomy 
in a small series of cases in an institution for criminal 
mental defectives. The patients were all delinquent in 
varying degree, and of low intelligence; they were 
suffering from psychopathic states and manifest gross 
impulsive, violent, and self-destructive behaviour. The 
postoperative period ranged from six to eighteen months. 
The best results were obtained in cases uncomplicated 
by physical disorders such as epilepsy or a postencepha- 
litic state. Of the 9 patients in this group 6 were regarded 
as recovered or much improved and several could be 
discharged from the institution. In addition, 2 patients 
of this type and 3 epileptic or postencephalitic cases 
derived some benefit. These results were strikingly 
illustrated by case-histories. The speaker commented 
that while it had been said that after leucotomy people 
lost their belief in religion, regarding these defectives 
aes would rather say that the operation had killed the 

evil. 


INTERNATIONAL CONGRESS OF PSYCHOLOGY 


In his experience some patients with . 
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Prof. GEOFFREY JEFFERSON, F.R.S., was also unable to 
attend, but his contribution was. read in his absence. 
From his own early work on lobectomy the writer had 
drawn certain conclusions, the first of which was that 
the frontal lobes could not be regarded, either singly or 
together, as the organ of the mind. Secondly, even if the 
total behaviour of the individual were grossly disturbed, 
he would, with a successful. operation, be restored to 
normality by unilateral lobectomy. Some inferences 
followed. Frontal-lobe tissue was not charged very highly 
with `function ; improvement was due to disembarrass- 
ment of the rest of the brain. The behaviour of the 
individual depended on his fundamental personality. 
Permanent alterations in personality occurred only if the 
opposite lobe was damaged as well, if the tumour 
extended elsewhere, or if the whole brain had been 
damaged by previous high pressure. There was the 
strongest objection to simplifying or codifying behaviour 
after leucotomy. In his experience those patients did 
best who before becoming mentally deranged had had 
time to develop their personality. With the sole exception 
of incontinence during consciousness, all the aberrations 
found after leucotomy could be seen with tumours 
elsewhere in the brain provided the intracranial pressure 
was raised. Leucotomy did much to make patients 
useful members of society but the terms ‘‘ improvement ”” 
and ‘‘ recovery.’ should be used with caution. 

Dr. ALFRED MEYER gave an account of the anatomical 
and pathological aspects of leucotomy investigated at 
the Maudsley Hospital, where more than 90 brains from 
patients dying some time after the operation had been 
examined. In those patients who had survived upwards 
of six months after operation full microscopic examina- 
tion by serial sections had been carried out and the 
connexions of the frontal lobes with the thalamus had 
been studied. Variability of the site of the cut was 
still an impressive finding. With a varying cut we were 
studying the effects of very different frontal lesions. 
Dr. Meyer found it difficult to believe, as Hebb had 
inferred, that personality changes after operation were 
due rather to irritation ‘of the surrounding tissues than 
to severance of the prefrontal fibres. Postoperative 
changes also depended on the number of segments of 
the frontal white matter involved. He demonstrated an 
ingenious method of classifying the difference in cut 
according to the number of segments involved in the 
lesion, and thus correlated the lesion with the clinical 
result. Concerning the plane of the cut it could be said 
that cases that did badly and died within six months of 
operation usually had a posterior cut. The degree of 
personality change correlated roughly with the number 
of fibres severed. . 

Dr. M. A. PARTRIDGE described observations made 
on 57 patients suffering from affective disorders operated. ` 
on by Mr. Wylie McKissock and examined at intervals 
of six and twelve months after leucotomy. The pre- 
operative prognosis was poor or hopeless in all- but 
5 cases. Altogether 50 patients were discharged from 
hospital, but of these 7 relapsed. Of the 43 patients 
at home the great majority resumed their former functions 
and proved to be as efficient in their work as before 
their illness. Every patient showed some frontal-lobe 
deficit at some time. Lowering of affect and activity 
facilitated by a lack of restraint were the commonest 
findings. Most patients could conceal their defects for a 
short time and in front of strangers. With the passage of 
time improvement took place. 

Dr. W. MAYER-GRoss reported on three further 
studies made on the material of the Crichton Royal. 
The first was concerned with thé so-called failures of 
the operation—the 68 patients who remained in hospital. 
The second series of observations concerned 52 patients 
who had been operated on by a modified technique 
aiming at isolation of the orbital areas only. The third 
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investigation dealt with 11 patients and represented the 
follow-up of cases of periodic psychoses (periodic cata- 
tonics and manic-depressives). In the light. of this 
material the theory that improvement was due to the 
production of frontal-lobe symptoms was tested. It was 
found that as well as cancelling out the psychosis by 
the production of frontal-deficiency signs, the operation 
by itself abolished certain undesirable psychotic features. 


This was particularly evident in the periodic cases where . 


in 8 of 11 patients periodicity disappeared ; while in 
the remaining 3 it was modified. 

Post-leucotomy personality change from the point of 
view of a non-medical psychologist was dealt with by 
Mrs. A. PETRIE, who described differences found in 
20 patients tested before and two to three months after 
operation. These subjects, suffering from severe neurosis, 
were accessible to a battery of tests of cognition and 
temperament. Findings included a shift away from 
neurotic introversion and a decrease in intelligence. 
In the post-leucotomy patient there was reduced 
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suggestibility and a smoother work-curve. -He paid 
more attention to speed and less to accuracy than 
before operation. He blamed himself less, and while 
living less in the past he looked more hopefully 
to the future. His rote memory was impaired and 


there was some loss of verbal ability. Learning was 
‘more difficult, but routine tasks were more easily per- 


formed. The patient was less distractible. A frequent 
additional factor was loss in the finer distinctions of 
language. Common words were misused and new words 
formed. l 

Sir Davip HENDERSON, who was in the chair, empha- 
sised that leucotomy should be regarded as an operation 
of last resort. He drew a parallel between the effect 
of leucotomy and the effect of the shock therapies on 
cases of periodic psychosis. He stressed the importance 
of neurological and pathological investigations, and 
suggested that the pathological findings described cast 
some doubt on the adequacy of the “blind ” operative 
procedure in use at present. 


Reviews of Books 


Manual of Leprosy 


ERNEST MUIR, M.D., F.R.C.S.E., medical adviser, British 
Empire Leprosy Relief Association. Edinburgh: E. & S. 
Livingstone. 1948. Pp. 208. 17s. 6d. 


DESCRIBED as a small book for doctors, nurses, and 
lay workers, this manual says little about the history, 
distribution, epidemiology, and bacteriology of leprosy, 
its emphasis being rather on the clinical sections. It 
includes a simple description of prophylactic measures. 

An account is given of tissue reaction and resistance 
and the techniqué of the lepromin test. The South 
American classification, based on histological changes, 
has been adopted in place of the Cairo clinical one: 
this will be of value to experts with time and facilities 
for microscopical examinations in all doubtful cases, but 
will present difficulties to the more numerous workers 
who have to base their diagnosis on clinical appearances. 
Clinical description on the new lines is the most, valuable 
part of the book. Clinical and bacteriological examina- 
tions are adequately described, and prognosis discussed, 
stress being laid on the value of the lepromin test. 
Four short chapters on treatment are perhaps less satis- 
factory. Injections of hydnocarpus oil and esters are 
advised, on the usual lines, but no mention is made of 
intramuscular injections of sodium hydnocarpate, still 
regarded by some as the most active of such prepara- 
tions against leprosy.. The value of sulphones in 
lepromatous cases is brought out, and promising pre- 
liminary results are reported with the newer sulphetrone 
preparation. in Nigeria. 3 


Osteotomy of the Long Bones 


Henry Mito, M.D., consulting orthopedist, Maimonides 
Hospital, New York. Oxford: Blackwell Scientific 
Publications. 1948. Pp. 294. 35s. 


THE earlier chapters deal with the simpler types of 


osteotomies of the various long bones in what seems 


excessive detail. Dr. Milch’s insistence on accurate and 
finical descriptions tends at first to obscure rather than 
clarify ; but as the chapters unfold, and as the crescendo 
—the complicated hip osteotomies—is reached, the 
reader is grateful, for he now finds himself familiar with 
clearly defined terms and conditions without which the 
more advanced mechanisms and descriptions would not 
be understood. Dr. Milch makes no attempt to simplify 
the theory behind his practice, and even. a little ele- 
mentary reading in long-forgotten school trigonometry 
books—which in itself provides something of the thrill 
of first looking into Hogben—may prove helpful. 
final chapters amply reward the patient reader, for in 
them the various hip osteotomies are described in great 
and entrancing detail. l 

The early chapters deal with lineal, torsional, and 
angulational osteotomies of the shafts of the long bones, 


The . 


well established in practice, though the terms and 
descriptions may be novel. The wide scope of the later 
chapters embraces angulational and pelvic support 
osteotomies in the treatment of fractures, tubercle, and 
osteoarthritis of the hip. In orthopedics these methods 
are increasingly used, and—being simple in practice, 
though complicated: in theory (as readers of this book 
will ` realise)—look like replacing more complicated 
procedures with grafts, screws, bolts, and nails. 


Acute Bacterial Diseases: Their Diagnosis and 

_ Treatment | 
Harry F. DOWLING, M.D., F.A.0.P., clinical professor of 
medicine, George Washington University. London and 
Philadelphia : W. B. Saunders. 1948. Pp. 465. 32s. 6d. 


THOUGH this book is mainly the work of a professor 


-of clinical medicine, two sections on the antibiotics 


have been written in collaboration with Dr. L. K. Sweet, 
a bacteriologist, and the sections on pertussis and 
diphtheria have been contributed by Dr. H. L. Hirsh, 
a peediatrician who is also in charge of fever beds. Acute 
infectious processes of other than bacterial origin are 
only mentioned in connexion with differential diagnosis. 
With the advent of the sulphonamides and antibiotics, 
clinical diagnosis of the acute bacterial diseases does not 
suffice: it is necessary, as Professor Dowling points 
out, to identify the causal organism if the appropriate 
chemotherapeutic agent is to be prescribed. Almost 
identical clinical syndromes may be caused by diverse 
organisms, some of which are amenable to chemo- 
therapy while others are unaffected. The clinician must 
eaa use the laboratory fully at àll stages of the 
ess. 

The sections describing the sulphonamides and antibiotics 
are clear and informative ; the account of streptomycin will 
be particularly acceptable to British physicians who are now 
assured of more adequate supplies. The diagnosis and treat- 
ment of specific coccal and bacillary infections.and bacterial 
diseases in which exotoxins are a major factor are discussed 
in detail. A section on the acute forms of tuberculosis, 
apart from the conservative assessment of streptomycin 
therapy, serves to remind us that this infection must always 
be excluded in any obscure febrile illness. Typhoid fever is 
discussed separately, as the sole representative of ‘‘ eberthella 
infections,” while paratyphoid fever is included in a section 
on salmonella infections and briefly dismissed as a ‘‘ typhoidal 
type of bacteræmia.” Indeed, the author considers that the 
term “ paratyphoid’”’ should be discarded, since the causal 
organisms ‘‘ represent a small part of the Salmonelle all of 
which produce the same clinical picture”—a statement to 
which few will subscribe. Eberthella typhosa, too, is bette 
known as Salmonella typhi in this country. - 


It is unfortunate that ‘“‘ membranous croup ” is 
regarded as a synonym for diphtheria in general, 
though the term still lingers in this country as descrip- 
tive of the laryngeal form. As an account of current 
practice the book has great merits. It is lavishly 
illustrated. 


-visiting-list brief ; 
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Smaller and Better Practices 


WITH varying enthusiasm, more than 20,000 doctors 
have agreed to take part in providing a general- 
practitioner service for the nation. 
Health, who can scarcely have relied on so large an 
initial response, may now believe the new service to 
be fairly launched. But we hope he will nevertheless 
consider carefully with his advisers how this favour- 
able situation can be turned to advantage. To 
borrow a metaphor from one of Mr. BEvan’s other 
interests, any necessary changes in pattern should be 
made before the metal hardens in the mould. | 

The maximum permitted number of patients (and 
with it the size of the capitation fee) was decided at 
a time when it seemed possible that the service would 
start with far fewer than 20,000 practitioners. In 
such circumstances the Minister no doubt felt obliged 
to allow a doctor to have as many as 4000 patients, 
despite the inadequacy of personal care which this 
must often imply. But today, with the average 
number of public patients little (if at all) above 
2000-per practitioner, there is not the same evident 
need to put the ceiling so high. The only arguments 
for doing so are that it allows patients a wider choice 
of doctor and that it allows a proportion of doctors 
to earn the larger income to which their popularity 
and industry entitle them. All agree, however, that 
an unaided practitioner with 4000 patients on his list 
can fulfil his obligations to them only if he avoids 
their more time-consuming demands. He must insist 
on their attending his surgery; he must keep his 


his really ill patients into hospital; and he must 
delegate recurrent tasks (e.g., dressings or injections 
of penicillin) to district nurses or hospital outpatient 
departments. What is left for the doctor himself 
is the crowded surgery, with little time to do more 
than treat the presenting symptoms related by each 
succeeding patient. 

Some may say that this is an overstatement of the 
position ; but everyone will admit that very large 
lists prevent us from providing a true health service 
and compel us instead to provide a service for disease. 
For the first time in our history the practitioner now 
has, in theory, the chance of seeing as much of his 
patients as he thinks necessary: he can visit them 
in their homes, or ask them to call again upon him, 
without feeling that this will add to. their financial 
indebtedness. For the first time he is free, in theory, 
to be a family doctor in the full sense of the words. 
As such his essential function ‘is to know his patients 


a 
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ill enough to seek it. 


The Minister of. 


whenever possible he must ‘send - 
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well, to appreciate the difficulties that affect the 
family as a whole, and to understand the relation of 
these difficulties to the circumstances in which they 
live. This knowledge enables him to treat individual 
members of the family with a minimum of disturbance 
to the rest, to give orders that can in fact be carried 
out, or to help in securing additional facilities where 
these are needed. He is in a position to keep an eye 
on anyone who may need attention without yet being 
And in doing ‘all these things 
well he can feel that he is doing something that really 
matters. However efficient and accessible the con- 
sultant and hospital services may. become, the prac- 
titioner will remain necessary as the first of the. . 
medical team to be consulted, and the one in closest 
contact with the patient and his family. All of which 
means that unless general practice in the new service 
can be kept satisfying and attractive, we shall not 
get:a high standard of early diagnosis and treatment 
and we shall thereby fall short of our best effort. 
Unfortunately, there is ample evidence that today 
more than ever of the newly qualified are seeking to 
specialise. Interested by the glamour attaching to 
consultant practice, encouraged by the assured and 
steadily rising income promised by the specialist 
Spens report, and impressed especially by the oft- 
repeated stories of harried, overworked, underpaid, 
and inefficient general practitioners, they very 
naturally throng the examination halls in the hope of 
attaining specialist status. : 

The desire to evade or escape font geneal prico 
threatens indeed to become a danger to medicine.. 
Yet it cannot be checked, and general practice cannot 
be replenished and revivified with satisfactory 
recruits, unless we see that the pattern now being 
laid down is one that appeals to the new generation. 
Instead we find that practitioners at present are 
scrambling to augment their lists, and looking askance 
at intending new entrants to their areas, largely 
because of the difficulty of earning their previous 
income without accepting a list of patients they know 
to be too large. Now that the Minister i is assured of 
enough doctors to start the service he is in a better 
position to consider where exactly the public advantage. 
lies. Clearly it does not lie in the encouragement of . 
doctors to have lists longer than they can manage ; 
nor in the discouragement of doctors to enter general 
practice because it does not provide an adequate 
livelihood unless abused in this way. The proportion 
of our medical resources (both in numbers and in 
brains) that ought to be employed in special and in 
general practice is a major question of policy; and 
adjustment of the remuneration and amenities obtain- 


able in these branches should be used as-a means of 


achieving the ends desired. So far as it goes, the 


“evidence suggests that the balance requires to be 


tilted towards general practice, which will otherwise 
degenerate instead of improving. Much would be 
gained immediately if the Government could allow an 
appreciably larger capitation fee on condition that 
the maximum permitted number of patients is also 
appreciably lowered. By such a move, more young 
recruits might be found, and more places to employ 
them. The distribution of doctors might more 
quickly even itself, and fewer under-doctored areas 
remain—for areas ‘where all the doctors have lists 


260 THE | LANCET] 


approaching 4000 remain under-doctored. The finan- 
cial sacrifices now being asked of many whoarenotin a 
position to secure big lists would be reduced. But what 
matters most of all is that, as soon as may be feasible, 
practitioners everywhere should be in a position to do 
their work properly, without perpetual hurry, and 
that the nation should have the benefit, in fact as in 
theory, of a genuine family-doctor service. 


International Health or World Health? 


A MONTH’S work by the first World Health Assembly 
is briefly recorded by Dr. N. M: GOODMAN on another 
page. Much of this work was useful and promising, 
but the outstanding achievement of the meeting 
was its proof that, even in the present state of tension, 
international political greupings do not retain their 
structure when health is under consideration. Political 
detachment may well be expected among clinicians 
or scientists, but to find it in a body of official govern- 
ment representatives discussing administrative 
problems is a hopeful sign for the future of the 
World Health Organisation. Anyone reading through 
the unidentified remarks of delegates, at least in the 
assembly’s committees, would be hard put to discover 
their countries of origin, and he would have even 
greater difficulty in. defining any general “ group ” 
policies. 

This held broadly true even on the major issues 
of programme and budget. As we remarked at its 


opening,’ the assembly had a choice between what. 


may be called international health and world health— 
it could rest content with doing small things which 
can only be done internationally, or it could attempt 
to achieve a measurable improvement in the health 
of the world—and this choice had to be faced in the 
debates on the budget. The Interim Commission 
had proposed to the assembly a budget of 6,324,700 
U.S. dollars, which already represented a compromise 
between the older school and the “ up-and-at ’ems.”’ 
The British delegation—understandably perhaps, in 
view of our economic situation and our conservative 
traditions—proposed a 4 million dollar budget. 
In this it received general support from the United 
States, for internal political reasons, in spite of the 
United States having been the original proponents 
in the Interim Commission of the ‘‘ W.H.O. abolishes 
malaria ” theory; and also from the Russians, 
for reasons not entirely clear, but apparently from a 
general. dislike of. “swollen bureaucracies.” Only 
the smaller nations—and by no means those with 
most to gain—headed by Dr. KARL Evana, of Norway, 
wished to keep to the original figure of the Interim 
Commission. There were many protests when the 
favourite subjects of the delegates or their govern- 
ments had to be cut out of the programme or 
drastically reduced, and nearly all delegates supported, 
from various motives, immediate regionalisation, 
which still further reduced the funds that can be 
devoted to field work. The result was a budget 
of 5 million dollars—more than ample for an inter- 
national health programme in the pre-war sense, yet 
obviously inadequate for an attack on the major 
diseases of the world. Indeed, on a crude population 
basis, the sum available for such an attack works 
out at less than one dollar per 1000 inhabitants of the 


1. Lancet, July 3, p. 17, 
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globe. Nevertheless, this may prove to be the best 
solution, at least for the first year of the organisation’s 
life, since experiments on aid to governments on a 
limited scale may not only provide experience for the 
future but may achieve some useful results on catalytic 
lines. 

There remains the problem of allocating even 
these comparatively small sums between the various 
claimants. It proved hard enough for the Interim 
Commission to decide between the 14 UNRRA-aided 
countries with a fairly well-defined programme. The 
assembly passed this responsibility on to the executive 
board, without laying down any guiding principles. 
How will it be possible in the future to decide between 
a war-damaged library in the Ukraine, three fellow- 
ships requested by the Philippines, or a B.0.G. team 
for, say, Liberia ? This is probably the most awkward 
problem before the new organisation, but a solution 
should not be beyond the capacity of the executive 
board and the new director-general, Dr. Brock 
CHISHOLM, to whom we extend our congratulations 
and good wishes in his difficult task. 


A New Hope in Domestic Heating: 


“To have the air inside a dwelling as fresh as the air 


outside, it is not necessary to have it as cold.”——-FLORENCE 
NIGHTINGALE. 

THE urgent need for fuel economy has given a new 
impetus to the campaign for smoke abatement and 
a new encouragement to those who demand efficient 
domestic heating. The Department of Scientific and 
Industrial Research has now established at Greenwich 
an active station for fuel research, which has as its 
principal aim the economical use of fuel in the home. 
Before the late war, coal in Great Britain was relatively 
cheap and easily obtainable. In twelve or thirteen 
million homes it was used for heating, washing, and 
cooking to the extent of 60 million tons a year—or a 
third of the total consumption for all purposes. Of 
the vast amount of heat liberated, only a fifth was 
usefully employed and the remaining four-fifths was 
wasted. Because of this our houses in general have 
been badly heated. In the winter it is usual to find 
only a small area round the fire in one room kept at 
a comfortable temperature, the rest of the house 
being bitterly cold. Even the heated room does not 
give a full measure of comfort, owing to the draught 
from the excessive quantities of cold air drawn in 
from outside to pass up the chimney. Furthermore, 
our domestic chimneys have been responsible for 
about half of the pollution of the atmosphere by smoke. 
It has been estimated that smoke emitted from coal 
burnt in open grates before the war carried more than 
a million tons of tar and soot into the air every year. 
During recent years industry has developed domestic 
heating appliances which are at least twice as efficient 
as the older ones and can now be obtained in increasing 
numbers. This means that we can have more comfort- 
able and healthier homes and can save fuel at the 
same time—and a saving of 5% in the fuel used for 
domestic consumption means an extra 21/3 million 
tons of coal a year for the export drive. It means 
also a saving for the consumer’s pocket, for in the 
past the amount spent on fuel by the average house- 
holder over a period of 40 years was often equal to 
the capital cost of the house. | | 
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Since its inception, the Fuel Research Station has 
been busily testing the new appliances before their 
release for installation in the post-war housing pro- 
gramme. To link up with these “laboratory ”’ tests, 
the parent Department of Scientific and Industrial 
Research arranged a series of practical “living ” 
experiments whereby many different types of heating 
appliances were installed in houses newly erected for 
occupation. The tenants themselves (sometimes, but 
not always, specially selected for the purpose), with 
the assistance of scientific observers, have been 
collecting observations on these “ designs for living,” 
on the physiological reactions of householders to the 
various appliances, and on the fuel consumption of 
each. The third stage in this enterprising research 
programme was the construction at the Fuel Research 
Station of a calorimeter building, lately declared open 
by Sir EDWARD APPLETON, F.R.S., secretary of the 
départment. This building is not a research laboratory 
in the ordinary sense. It is really a scientific instru- 
ment for the measurement of heat. No-one has yet 
accounted completely for all the heat in the fuel 
burned in a domestic grate. The heat is very difficult 
to trace. It may be transmitted by radiation, by 
conduction, or by convection; it may reach the 
rooms in the house, but much undoubtedly is lost. 
The calorimeter building is designed to measure 
precisely all the useful heat and all the losses. The 
whole building is a piece of experimental apparatus 
of such a size that every experiment can be carried 
out with a full-size heating appliance. The broad 
principle underlying its use. is that adopted by the 
physicist in his laboratory when he measures the 
heat from half a thimbleful of coal with a calorimeter. 
In the new building each room is a calorimeter, and 
there are four of them, each 12 feet square and 9 feet 
high—about the size of an ordinary living-room in a 
small house. The rooms are of air-tight construction 
with specially balanced draught arrangements to 
eliminate leakage and enable the amount of incoming 
air to be recorded. The total useful heat from the 


appliance can thereby be determined by direct 


measurement. It'is also possible to measure separately 
radiant heat, warmed air from convection jackets, 
and heat to the boiler water. In this way an appliance 
may be tested without its performance being affected 
by the measuring instruments. The tests will give a 
complete picture- of the behaviour of the appliance 
under different operating conditions, and with 
different fuels. The building also. includes rooms 
for measuring by photo-electric methods the 
amount of smoke produced by each appliance 
under test. 


“Mental anxiety may perhaps be considered the 
most powerful enemy to the duration of human life, 
and next to it defective nutriment, whether in 
‘quantity or quality, but after these no other cause 
.at least in modern times, appears to have inflicted so 
great an amount of evil upon the human race as 
defective ventilation.” The epidemics of catarrhal 
infections which plague us every winter are evidence 
that these words, written by Dr. D. B. REI in 1844, 
are still true. 
Industrial Research is making a determinéd attempt 


to overcome the outstanding difficulties as they apply | 


to the home. 2 


EXTROPHY OF THE BLADDER 


The Department of Scientific and 
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OCCLUSIVE DRESSINGS 


THE search for a protective dressing that will effec- 
tively exclude liquids and micro-organisms, and will not 
at the same time damage the healing tissues, has recently 
met with some success. If maceration of the underlying 
tissues is to be prevented there should be evaporation 
through the dressing. . Epithelium is particularly liable 
to maceration, as anyone knows who has wrapped his 
finger in a waterproof dressing to exclude air and water 


_ from a small cut or abrasion: the disappointing conse- 


quence—a white, sodden area extending round an 
imperfectly healed lesion—is one of common experience. 
Burnt surfaces tend to become macerated under all the 
usfal dressings, and often this results in the destruction 
of the growing edges of epithelium, and of the islets of 
regenerating epithelium on which rapid healing depends. 
When the horny layer at the edges of a wound is 
sodden by insensible perspiration and sweat-gland 
secretions the danger of infection is enhanced. 

A new technique in the treatment of burns has lately 
been described, at a meeting of the American Association 
for the Surgery of Trauma, by W. A. Brown, A. W. 
Farmer, and W. R. Franke, who have developed it 
at the Hospital for Sick Children, Toronto, and at the 
Royal Canadian Air Force institute of aviation medicine. 
The dressing they advocate is aluminium foil, which, 
they point out, is non-toxic and easily sterilised. They 
use this foil in sheets 0-001 in. thick, and apply it directly 
to the burnt surface, with a superimposed pressure 
dressing. The pressure is essential, since without it 
the wound may still become soggy. The foil is not 
impervious: the thin sheets havé minute porés which 
allow of “ ' perspiration ” of the wound. With adequate 
pressure ‘“‘ weeping ” of the wounds ceases very quickly. 
Second-degree burns examined ten days.after application 
of the foil were found to be pink, dry, and healing by 
epithelisation without maceration. The dressings were 
odourless, and the foil had retained its sheen on both 
surfaces. In a series of 50 cases treated with aluminium- 
foil dressings there was one in which 35% of the body ` 
surface was burnt to the third degree; on removal of 
the foil the burns were found to be covered by a grey 
slough. Severe systemic reactions were encountered 
in only 12 of the 50 cases, and urinary output was 
generally unimpaired. Intramuscular penicillin was 
given sometimes, but not as a routine. 

During the war, in the search for a method of water- 
proofing clothing for the tropics, it was noted that 
material which is highly resistant to liquid water may 


‘yet be permeable to water vapour; and last week we 


published an account! of experiments with nylon 
derivative in the form of a film which has these virtues 
together with the toughness and pliability that make it 
suitable for a wound dressing. Clinical trial has shown 
that the dressing is practical and that wounds treated 
with it heal well. s 


EXTROPHY OF THE BLADDER 


CONGENITAL malformations are a rousing challenge 
to surgeons because of the lifelong burden they impose — 
and because of the child’s lively powers of recovery and 
adaptation after operation. Few congenital defects 
cause more grievous mental and physical suffering 
than extroversion, or extrophy, of the bladder, and no 
surgeon can remain satisfied with the results of treat- 
ment so far attained. In a paper read before the British 
Association of Urological Surgeons on June 26, Dr. Louis 
Michon, of Paris, described his attempts to restore 
urinary continence in these patients. The usual treat- 
ment—diversion of the urine—is not a cure and is a 


1. Bull, J. P., Squire, J . R., Topley, È. Lancet, Aug. 1, p. 213. 
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confession of failure, for the lack of a functioning bladder 
and urethra has a serious emotional effect on adolescents 
and particularly on boys. For many years, therefore, 
Michon has been trying reconstructive - operations, 
and in spite of disappointments his results have been 
encouraging. 

The first problem is to refashion the bladder, and this 
can usually be done successfully ; but the patient is then 
virtually no better off, since he is still incontinent, and the 
far more difficult task of contriving a new sphincter has 
to be faced. The ingenious method of transplanting a 
loop of the gracilis muscle may be successful, but one of 
Michon’s cases showed clearly that the new sphincter 
did not depend on muscular action but on the ring of 
scar tissue around the urethra. The same effect can be 
produced more simply by the ribbon catgut method, but 
these cases suffer from the disadvantage of having no 
bulbocavernosus to pad the ring. ‘An important point 
is to suture very carefully the muscle forming the neck 
of the bladder. By these methods gratifying results 
may be obtamed, with normal micturition and clear urine. 
Michon described one such case, first operated on 20 
years ago when the patient was a boy of five, who won 
distinction on active service in the late w But even 
in hopeful cases reconstructive surgery may fail, and 
often it should not be attempted, particularly in the very 
young and in those with great hypoplasia of the 
bladder. 

Diversion of the urine, though not ideal, is a sound 
alternative to reconstructive operations and has some 
advantages over them. With improved technique and 
modern chemotherapy the operative mortality is much 
reduced and the risk of subsequent infective complica- 
tions lessened. It can be done at a much earlier age 
(soon after the end of the first year) and thus saves the 
mothers much trouble and distress. It can be used 
irrespective of the degree of hypoplasia of the bladder 
and is thus applicable to a much higher proportion of 
cases than reconstruction is. Finally, it allows the 
bladder to be excised and thus removes a possible source 
of malignant disease; as Graham pointed out in the 
discussion of Michon’s paper, the exposed bladder mucosa 
soon undergoes metaplasia with the formation of 
cystitis glandularis, and there is a high incidence of 
adenocarcinoma later. Although covering the exposed 
mucosa by an early reconstructive operation may 
reverse these changes this cannot be taken for granted. 
None of these considerations must be neglected in the 
search for the ideal treatment of extrophy of the bladder. 


EMPLOYMENT OF WOMEN 


“The country is faced with the task of maintaining, 
and if possible increasing, the female labour-force at a 
time when the number of women of working age is declining. 
The difficulty is enhanced by the even greater decline in 
the number of women under forty-five years of age, from 
whom the bulk of the female labour force is drawn.” 


REVIEWING this dilemma P.E.P. suggest! that the 
Ministry of Labour should forecast the probable trend 


in the number of women available for work in the various- 


regions and industries during the coming fifteen years 
or so, and should make the findings widely known. 
Systematic studies are also needed to decide what jobs 
are done better by women thah by men, and whether 
they are now done by women. It is clear, they say, 
that any substantial increase in the number of women in 
employment must come from. married women, and that 
if there is not to be a considerable fall in the women’s 
labour force, there must be a big rise in the number of 
middle-aged and elderly women employed. The 
important thing is to relax the present pressure on 
mothers with young children to take jobs. 


1. Planning, July 23, 1948, no. 285. From Political and Economic 
Planning, 16, Queen Anne’s Gate, London S.W.1. 
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P.E.P. believe that by far the most hopeful method 


.of gaining these ends is to extend the opportunities 


for part-time work. This offers housewives some money 
and wider interests, without the strain which a full-time 
job imposes on a woman who must also run a house. 
It means there must be more careful planning and 
organising by employers, but there is evidence that 
part-time workers give good service, and that their 
output is often better than that of full-time workers ; 
nor do they compare badly in absenteeism and labour 
turnover. ‘“‘ The Ministry of Labour and employers 
of all kinds, including schools and hospitals, ” P.E.P. 
insist, ‘‘ as well as business firms, must realise that unless 
they make a real effort to extend part-time work, 
industrial production and the social services will suffer.” 
This has a special significance for hospitals, where 
part-time nursing and the employment of married women 
could and should be greatly revelers: 


RATS AND AMGBA 


THE association of rats with human disease is well 
known, the most notorious example being plague, where 
first the rats die, and then the men die as the causative 
organism Pasturella pestis is conveyed by fleas from the 
stricken rodents to the humans. Typhus is another 
familiar example. During the campaign in Burma. the 
much-dreaded scrub typhus was due to Rickettsia 
orientalis, which is naturally a pathogen of rats, spreading 
to man only as a secondary evént. Rats form the 
reservoir for Leptospira icterohemorrhagie and other 
organisms. Recently attention has been drawn to the 
possibility that rats may also spread ameebic dysentery. 
During the last thirty years occasional reports from 
many parts of the world have described rats containing 
amosbe which resemble Entameba histolytica. The first- 
report! referred to wild rats at Charleston, U.S.A., in 
1915. Afterwards Brug ? described E. histolytica in two 
rats in the Dutch East Indies. Later workers? ‘4 have 
recorded the presence in rats of amæœæbæ indistinguishable 
from E. histolytica in Moscow and in Iraq. The latest 
report comes from London. 

During a survey of the incidence of amobe parasitic 
in rats, Neal 5 found that 7 out of 11 rats collected at one. 
particular place contained amæœbæ with the character- 
istics of E. histolytica. Although the infection differed 
from human dysentery in that most of the forms were in 
the trophozoite phase and cysts were extremely scanty, 
the morphological features were those of the human 
pathogen. The organism could be cultivated in vitro by 
standard methods. When it was inoculated into the cecum 
of young rats, typical ulcers were produced in many of 
the animals. These infections could be prevented by — 
emetine. The house where the infected rats were caught 
was inhabited by Cypriots, five of whom had arrived from 
Cyprus during the previous six months. Seven of these 
people were examined for protozoa and two were found 
to be passing abundant cysts of E. histolytica in their 
feces. An investigation of the circumstances in which 
the infected rats were discovered showed that there was 
no trap between the sewers and the drainage system of 
the house in question. Owing to this defect the rats 
could gain access to the house from the sewerage. Twelve 
wild rats from other sources were all free from this 
infection. 

The evidence thus suggests that rats can act as a 
reservoir of infection for human ameebic dysentery, but 
caution should: be observed in concluding that this often 
happens or that rats are important in spreading this 
disease. For one thing the identification of some of the 
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species of amcebe living in the gut of man and of 
animals is extremely difficult, and it is often uncertain 
and insecure. Perhaps a given specimen really is 
E. histolytica ; perhaps it just looks like it. For another 
thing, man himself is an important reservoir for the 
organism, and 10-20% of the ordinary adult population 
of England carry amosbe which are LH. histolytica or 
which cannot be distinguished from it. Yet, owing 'to 
some mysterious factor which is still unknown, very 
few of these carriers show evidence of dysentery, 
even on sigmoidoscopic examination. Rats cause great 
economic loss by their destruction of foodstuffs and other 
goods. They are potential carriers of several dangerous 
infections. If they also carry dysentery this does little 
to add to the sum of their iniquities. They ought to be 
destroyed, and to a large extent in this country the rat 
population has been destroyed, or reduced to small 
proportions. In the light of Neal's work, places which 
contain many persons infected with amebic dysentery 
—e.g., Ministry of Pensions hospitals—should pay special 
attention to the destruction or exclusion of rats. 


BETTER USE OF BEDS 


THE fear that an elderly patient may block for a 
long time a bed which could be used over the same 
period for a considerable number of acute cases has 
sometimes led hospitals to refuse admittance to acutely 
ill old people.1 This danger has been in the minds of 
the British Medical Association committee on the care 
and treatment of the elderly and infirm ; and ` in the 
first supplement ? to their 1947 report they urge the 
importance of getting the right patient into the right 
bed. The report recommended that an integrated 
geriatric. service should be set up, based on departments 
in selected general hospitals. The committee have again 
considered the plight of the acute hospitals in meeting 
the demand for beds staffed with skilled nurses. If the 
measures recommended in the report were adopted, they 
believe that the bed shortage would be eased in two 
ways. First, sick old people would be investigated fully 


in the. geriatric department and would therefore spare 


_beds in the acute wards. Secondly, if enough long-stay 
annexes are provided for the really incurable cases, and 
if homes and hostels are provided for old people no 
longer fit to look after themselves but not requiring 
continuous skilled nursing, many old people now occupy- 
ing beds in acute hospitals could be transferred to the 
appropriate surroundings. A telling example illustrates 
present difficulties: 8 old men not in need of active 
treatment have continuously occupied beds for two years 
which could otherwise have been used for some 360 
acute surgical cases. 

The committee now make some further suggestions. 
Short-stay hostels, they think, might be set up close to 
hospitals, where old people—and indeed patients of all 
ages—might stay for a few days while diagnostic tests 
‘were done. 
and attendants working under the minimum of skilled 
nursing supervision. In addition like Dr. Thomson and 
Dr. Curran (p. 241), they suggest convalescent hospitals 
—as distinct from convalescent or holiday homes—should 
be provided where patients might be taken by ambulance 
when not acutely ill but nevertheless in need of some 
_bed-rest and nursing care. Patients with uncomplicated 
postoperative conditions, for example, could complete 
their recoveries in such hospitals, which could be staffed 
with a much lower proportion of trained nurses than 
acute hospitals. When it comes to deciding who should 
doctor these patients, the committee cautiously propose 
a compromise : the specialist staff of the hospital should 
“ retain their responsibility’ in such cases until the 
conclusion of the treatment, but they might with 


,l- See Lancet, wer r 212. 
2. Brit. med. J. A 7, Suppl. p. 71. 


These hostels could be staffed by orderlies - 


‘maternity practice. 


advantage, they think, have the codperation of a local 
general practitioner, who would be appointed as medical 
officer to the convalescent hospital. This would take a 
little working out, for an unforeseen complication might 
occasionally arise while the m.o. was out on his rounds. 
Better facilities for outpatient care of old people would 
also, the committee believe, relieve pressure on beds. 
In a general hospital, the geriatric outpatient clinic, under 
a physician, would have the specialist resources of the 
other departments—and especially the physiotherapy 
department—to hand, and could provide the services of 
a dentist and a chiropodist ; while the hospital dietitian 
and the almoner could both give the old people appropriate 
help. Patients should be brought to the outpatient — 
clinic by transport arranged by the hospital; and | 
adapted shooting-brakes, running a shuttle service, do 
very well for this purpose. 

One regional hospital board has already set up an 
advisory committee on geriatrics, and the committee 
commends the idea to others. They also repeat their 
proposal that standing liaison committees should be 
established to codrdinate the work of the different 
bodies concerned with the care of old people—that of 
the regional boards and the local authorities, for example. 
Finally they remind local authorities that they can do 
much to prevent old people reaching hospital by providing 


` adequate nome help and nursing services. 


PHAGE-TYPING 


In bacteriology, species and types of organisms can 
often be identified by specific antibody reactions, and 
in this way we have learnt much about the epidemiology 
of some of the infectious diseases. Sometimes the 
serological sieve is useless because all strains fall into a 
few main groups, and for organisms like the typhoid 
bacillus bacteriophage-typing has been used instead. 
This method depends on the discovery by Craigie and his 
co-workers -of an anti-Vi bacteriophage which developed 
specificity for the particular strain of S. typhi on which 
it was propagated. Using a series of phages adapted 
in this way it is possible to type a large proportion of 
strains freshly isolated from infected people. 

Success in this field naturally led workers to try 
phage-typing with other organisms, such as Staphylococcus 
aureus, where ordinary serological methods gave indif- 
ferent results. Fisk } described a cross-culture technique 
of isolating staphylococcal phages, and the method was 
developed and given practical application by Wilson 
and Atkinson ? in this country. Staphylococcal phages 
are not prepared in the same way. as those for S. typhi, 


but a considerable degree of strain specificity has been 


obtained. At least a third of the population has resident ~ 
staphylococci in the vestibule of the nose or on the 
skin, and this makes it peculiarly difficult to trace 
the source of staphylococcal infection. With the 22 
bacteriophage filtrates of Wilson and Atkinson, routes of 
infection can be traced in outbreaks of food-poisoning 
and in some of the hospital infections caused by staphy- 
lococci. A good deal of information has already been 
gathered about breast abscess, pemphigus neonatorum, 
and sticky-eye, which are still much too common in 
Accurate identification of .strains 
has also helped to show how these infections can be 
prevented, but we still do not know whether boils or 
other skin infections are caused by the patient’s resident 
strain nor how staphylococci spread within families or 
larger groups. Methods of identifying enterotoxic strains 
are unsatisfactory and phage-typing might well help 
us here. It has been suggested that penicillin-resistant 
strains of staphylococci are becoming more common, 
but again we do not know if this is a general phenomenon 
or if it occurs mainly among inbred hospital strains. 


. Fisk, R. T. J. infect. Dis. 1942, 71, 153. 
. Wilson, G. S., Atkinson, J. D. Lancet, 1945, i, 647. 
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These are a few of the problems which phage-typing can 
help to solve. ' 

Staphylococcus aureus is one of the most ubiquitous of 
potential pathogens, and coagulase-positive strains can 
readily be isolated from many domestic animals. There 
is little information about the relation of animal strains 
to human disease. Macdonald? has shown that bovine 
mastitis in Norfolk is caused by a single phage-type of 
staphylococcus, in contrast to the multiplicity of types 
found in human disease. This has been confirmed for 
other areas by Smith,‘ and it may prove of interest 
in the study of the ecology and perhaps also in the 
evolutionary history of the staphylococci. Smith has 
also shown that the single bovine phage-type can be 
subdivided by using additional phages. This was made 
possible by the acquired phage-resistance of some of the 
strains. He points out that apparent differences in 
phage-type may sometimes be caused by such acquired 
phage-resistance. The different phage-types are quite 
stable in the laboratory, but Smith reminds us that 
staphylococci, like most living things, may also become 
infected ‘with other phages, or with viruses. Phage- 
typing is essentially a means of experimental infection, 
and whether the test animal be guineapig or staphylo- 
coccus its past experience may influence its present 
behaviour. 


SIXTY YEARS OF Enon? DEFENCE 


In the early 1880s two Dulwich doctors, though 
successful in defending themselves against a charge of 
manslaughter and a claim for damages, found ‘themselves 
out of pocket by over £1000. Soon afterwards a Chester- 
field practitioner, accused of an attempted assault upon 


a woman patient, actually served eight months in prison: 


before vigorous professional protests secured him a free 
pardon. Sir William Jenner initiated funds in the one 
case to make good the loss and in the other to re-establish 
the victim of a tragic ordeal. These experiences showed 
the need of some organisation for mutual help, and in 
1885 the Medical Defence Union was born. All will 
Join in congratulating it upon the successful record of 
Sixty Years of Medical Defence written by its present 
secretary, Dr. Robert Forbes. - 

The M.D.U. began modestly with 400 members and 
an annual subscription of 10s. Its present membership 
is over 31,000 and its reserve funds exceed £175,000. 
Practitioners, we learn, have besought its aid in small 
things as well as great—the too insistent crowing of a 
neighbour’s cock or the tracing of a drunken locum 
tenens who had run off with the cash in hand and the 
keys of the surgery. One member complained that he 
was being hypnotised ; another wanted help in controlling 
his wife. The major activities within its proper province 
ranged from prosecutions for the false assumption of 
medical titles (as when a commercial ‘‘ Botanic Company” 
was found to be selling the titles of M.D., B.C.) to detective 
= work in tracking down, cases of impersonation. 
difficulties merely stimulated progress. Just as the 
union was arranging to increase its members’ indemnity 
to £3000, there came the staggering award of £25,000 
against two doctors, in Harnett v. Bond and Adam, for 
wrongful detention under the Lunacy Acts. The union 
boldly decided to give thenceforward unlimited financial 
protection against damages and costs incurred in defen- 
sive or offensive litigation, provided that the member 
accepted the council’s decision and advice. How sound 
that advice could be we can judge from the fact that, 
out of the 448 libel and slander cases undertaken in 
the years from 1896 to 1905, only 3 were lost. Unques- 
tionably the continuity of expert legal guidance, happily 
associated with two generations of the firm of Hempson, 
played a great part in these successes. In 1934 the 
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enactment of the Law Reform (Miscellaneous Provisions) 
Act brought another enlargement of scope. The Act 
made it possible to maintain an action for personal 
negligence against the estate of a deceased practitioner. 
In one well-known case, where the defendant doctor 
died in the course of the hearing and his widow remained 
liable, a verdict of £5000 was awarded for a failure to 
diagnose tuberculosis. Hitherto the membership of the 
M.D.U. had been personal and benefits had ceased with 
death ; new provision was needed for this new liability. 
It is not perhaps surprising that the membership, which 
had nearly doubled itself between 1919 and 1930, 
continued to increase. The Harnett case had brought a 
record new entry. A little earlier, in Claydon v. Wood- 
Hill, £750 damages had been given against a defendant 
practitioner for negligent treatment of a fractured femur, 
and his financial loss amounted in all to some £2250. 
The profession was shocked -to learn that he was not a 
member of any defence society and naturally the need 
of universal protection was canvassed afresh.. The council 
of the British Medical Association passed a resolution 
and its organisation committee invited representatives 
of the two defence societies to a conference, but, after 
negotiations which Dr. Forbes describes, it was appreciated 
that individual medical defence was not likely tó be 
better or more cheaply conducted than by the 
existing bodies. 

Amalgamation of the two has, of course, been suggested. 
Soon after its formation in 1893, the London and Counties 
Medical Protection Society (now the Medical Protection 
Society) approached its older rival with a proposal. 
A few years later, in 1899, it tried again. Our columns 
of that date contained a recommendation for a single 
strong organisation ; we had hinted a criticism of the 
apparent reluctance of the M.D.U. as illogical and 
non-cooperative. Ideas of centralised medical defence, 
periodically ventilated at meetings of the B.M.A., 
presupposed the pooling of the experience and resources 
of the existing bodies. The two societies, working on 
parallel lines not only for individual protection but also 
for professional standards and harmonising their activities 
and their objects through their standing joint committee 
established in 1894, continue their separate work. 
Meanwhile the costs and risks. of litigation are rising. 
The other day a judge candidly increased an award of 
damages on the ground of the diminished purchasing 
value of money. 

Close on fifty years ago THE LANCET vigorously advo- 
cated membership of a defence society, and that advice 
is just as necessary today. Both the Medical Defence 
Union and the Medical Protection Society are doing 
invaluable work for the profession. 


TUBERCULOSIS IN SCOTLAND 


News of an increasing incidence of tuberculosis in 
Scotland, on which we commented in a leading article 
on July 24, has been followed by the appointment of a 
committee to examine the position. Established by the 
Scottish Health Services Council at the instigation of 
the Secretary of the State, the committee includes three 
members of the council : Captain J. P. Younger (chair- 
man), Dr. Matthew Fyfe, and Dr. J. R. Langmuir. 
The other members are: Prof. Charles Cameron, Prof. 
F. A. E. Crew, F.R.S., Dr. H. C. Elder, Dr. Stuart Laidlaw, 
and Dr. A. B. Maclean. 


Dr. T. CRAWFORD has been appointed to the university 
chair of pathology at St. George’s Hospital medical school. 
Since 1946 he has-been director of pathological services 
at the school. 


Dr. D. V. Davies, lecturer in anatomy in the University 
of Cambridge and fellow of St. John’s College, has been 
appointed to the chair of anatomy at St. Thomas’s 
Hospital medical school. 
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FIRST WORLD HEALTH ASSEMBLY 


' Nevinte M, Goopman 
M.D. Camb., D.P.H. 
DIRECTOR, FIELD SERVICES, WORLD HEALTH ORGANISATION 


Now that the World Health Assembly has concluded 
its first annual session on July 24 after five weeks of 
labour, a factual summary of its work can be made. 


DECISIONS OF THE ASSEMBLY 


Officers and Committees.—Dr. A. Stampar (Yugoslavia), 
chairman of the Interim Commission, was unanimously 
elected president of the assembly. Dr. G. H. de Paula 
Souza (Brazil), Sir Aly Tewfik Shousha, Pasha (Egypt), 
and Rajkumari Amrit Kaur (India) were elected vice- 
presidents. In addition to the general or steering and 
credentials committees the assembly established com- 
mittees on programme (Dr. K. Evang, Norway, chair- 
man); relations (Dr. Melville Mackenzie, U.K.) ; 
headquarters and regionalisation (Dr. J. Zozaya, Mexico) ; 
administration and finance (Dr. M. Kacprzak, Poland); 
and legal questions (Dr. C. Van den Berg, Netherlands). 

Work of the Interim Commission.—The first days were 
occupied with a general discussion of the report of the 
Interim Commission on its activities since its establish- 
ment in July, 1946. In spite of some criticisms the 
report was unanimously adopted and the commission 
congratulated on its work. It was decided that the 
Interim Commission should formally be dissolved on 
Sept. 1. 

A amsih of New Members. Wine countries were 
admitted as new members during the assembly, bringing 


the total membership to 54, with several others expected | 


in the near future. A total of 66 nations were repre- 
sented at the assembly either by delegates or observers, 
two members—Afghanistan and Transjordan—not send- 
ing a delegation. In spite of certain reservations made 
by Congress to the U.S.A. ratification, notably in a claim 
to withdraw at one year’s notice, the assembly unani- 
mously decided to disregard the reservations and admit 
the United States to full membership. 

Election of the Executive Board and the Director-General. 
—After several adjournments the assembly accepted by 
a substantial majority the list of 18 countries designating 
a member of the executive board.1 Lots were then 
drawn for the two groups of six countries retiring in 
one and two years’ time respectively, but eligible for 
re-election : both the U.K. and the U.S.A. fell into the 
first group. The executive board unanimously nominated 
Dr. Brock Chisholm, executive secretary of the Interim 
Commission, for election as director-general of the 
World Health Organisation, and this was confirmed by 
the assembly. 

.  Headquarters——The Economic and Social Council of 

the United Nations, now in session at_Gengya, approved 
thé assembly’s choice of Geneva as its permanent 
headquarters. 


WORK OF COMMITTEES 


The Programme Committee spent a long time working 
through the list of subjects which might be taken up by 
W.H.O. and then deciding on priorities. To the four 
major activities proposed by the Interim Commission— 
malaria, tuberculosis, venereal diseases, and maternal 
and child health—were added environmental hygiene 
and nutrition.- In the second group were placed public- 
health administration, hospitals, medical care and 
rehabilitation, medical social work, nursing, health 
education, industrial hygiene, and the hygiene of sea- 
farers—the last two jointly with the International 


1. See Lancet, July 24, p..153. 
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Labour Office. After this, in order, came parasitic 
diseases, virus diseases, mental health, and alcoholism, 
and finally a mixed group including cancer, leprosy, 
and rheumatoid diseases. The methods by which the 
programmes in these subjects will be implemented range 
from demonstration teams and other considerable field 
services, through expert committees, to the part time of 
a single specialist ; but budgetary considerations may 
prevent anything at all being done at present in fields 
with a low priority. Expert committees on eight subjects 
were later authorised by the executive board to be set up > 


at once, initially as nuclear groups. 


The Committee on Relations had the difficult task of 
establishing formal relations with a number of bodies 
with whom the Interim Commission necessarily could 
only make working arrangements. These include the 
United Nations itself, the Food and Agriculture Organisa- 
tion, Unesco, I.L.O., and the International Children’s 
Emergency Fund. Various joint committees, both 
organisational and expert, were authorised. Thus all 
medical programmes of ICEF will in future pass through 
a joint committee of W.H.O. and IcEF: since these 
projects amount to a larger budget than that of W.H.Q., 
the importance of this committee is obvious. Codpera- 
tion with UNEsco will include, inter alia, a share in the 
bureau for codrdination of scientific congresses. A 
general resolution insisted upon full preliminary con- 
sultations and joint surveys before W.H.O. undertook 
joint projects in the future. The integration of the 
Pan-American Sanitary Bureau with W.H.O. was taken 
a step further with authorisation to the executive board 
to conclude a definite agreement with a working arrange- 
ment in the meanwhile. Finally, principles for coöpera- 
tion with non-governmental organisations were adopted, 
and criteria for their recognition : the executive board 
later accepted seven well-known organisations for 
formal recognition. 

As previously noted,! the Committee on Regionalisation 
Each area will form a 
regional committee of W.H.O. with a regional office, 
when a majority of the members in the area so decide. 
For the Americas, the P.A.S.B. when integrated will 
serve as the regional office. The bureau at Alexandria 
will act for the Eastern Mediterranean area, and Europe 
will have a special temporary office for “‘ the liquidation © 
of war damage ” in the field of health. The remaining 
areas are the Western Pacific, South-East Asia, and 
Africa. 

The Administration and Finance Oommittee decided 
at an early session to aim at a 5 million dollar budget 
for 1949, and then had the difficult and distasteful task 
of fitting the programme into a budget, planned by the 
Interim Commission for 6!/, million, which even then 
did not include funds for regional offices. Since the 
statutory and administrative items could not be sub- 
stantially cut, the services to governments suffered most 
heavily. The adjustment was eventually made largely 
by provision for lapses—i.e., by assuming that a high 
proportion of posts would not be filled until late in 1949. 
In addition this committee dealt with a mass of matters 
such as the scale of contributions—the United Nations’ 


scale was adopted, the United States dissenting—the 


budget for the remainder of 1948, staff regulations, 
allowances for members of the executive board, and 
appointment of external auditors. Much of the detailed 
work was necessarily handed on to the executive board 
for action. 

The Legal Committee held a number of meetings on 
important questions such as the rights of associate 
members and the rules of procedure of the assembly and 
of expert committees. 

Finally -it was agreed that next year’s assembly 
should meet in Europe, the executive board to decide 
on the place of meeting in the light of invitations received. 
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LOSS OF TRAINED NURSING STAFF FROM 
HOSPITALS 


REPORT ON A SURVEY MADE BY THE NURSING 
RECRUITMENT SERVICE, KING EDWARD’S HOSPITAL 
FUND FOR LONDON 


1. THe King’s Fund, in common with other interested 
bodies, was invited to submit to the Minister of Health 
comments on the report of the Working Party on the 
recruitment and training of nurses. In the Fund’s 
comments reference was made to the serious and increas- 
ing loss of trained staff from hospitals shortly after 
completing training. Figures were quoted in support 
of this statement, but it was admitted that insufficient 
information had been collected to give a representative 
sample. 

2. In order to collect such ‘information, a questionary 
` was sent out if February, 1948, to all voluntary hospitals 
and London County Council hospitals in the Fund’s area 
which were complete training schools for nurses. In 
tribute to the ready coöperation of the hospitals it should 
be noted that all the 24 L.C.C. hospitals which were 
complete training schools returned the questionary, 
and 46 out of the 48 voluntary hospitals. Two returned 
questionaries have been discarded as incomplete. 
The report which follows is thus based on information 
supplied by 68 hospitals (44 voluntary and 24 L.C.C.), 
and relates to the movement of nurses immediately after 
completing training, and to the period between June, 


1946, when “‘ controls” were removed from nurses, 


and February, 1948. 

3. It is at once evident that the figures would vary 
considerably if a count were taken a year later, or even 
less. Some who gave up nursing for home reasons might 


have been able to return, for instance ; many more who | 


stayed on in hospital might have left after a few months, 
while some who left for midwifery training would have 
returned or taken a post in another hospital. It seemed, 
however, that it would be asking too much of the hospitals 
to trace the movements of their graduates over a year 
or longer, and even then no finality would be reached 
since the movement may be two-way at any time, and 
the results could not be shown simply as a descending 
graph. i 
NURSES LEAVING THE PROFESSION 

4. The returns relate to 2937 nurses who completed 
training during the period under survey. The actual 
total completing training was slightly larger, but those 
whose movements after training were not known to the 
hospital have been omitted—probably most of them left 
the hospital service. Of the 2937, 456 gave up nursing 
altogether—a wastage-rate of 15-5%. An analysis of 
the reasons stated for giving up nursing has been made 
and is shown later. Some who had been entered by the 
matrons on the questionary as “gave up on marriage 
but took up part-time work in hospital ’’ have not been 
counted as giving up, but have been added to the total 
of those who entered first employment in hospital. This 
wastage-rate of 15-5% at the end of training needs to be 
set against the wastage-rate of 5:3% during the third 
year of training which may be calculated from the Work- 
ing Party’s tables.1 It seems clear that many defer their 
departure from the profession in order to obtain their 
full qualification, and that if a two-year training were 
given, this high wastage-rate after qualifying would 
be put back to the end of the second year. It is impossible 
to believe that a two-year training would attract sufficient 
additional recruits to compensate for the loss of the 
service of so many third-year nurses. ; 

NURSES LEAVING THEIR HOSPITALS 

5. Of the 2481 not giving up nursing, 1076 (36:6% 

of the total trained) went on to midwifery training, and 


1. Report of the Working Party, p. 90, table D, and p. 29, para. 82. 


102 (3:5%) to other trainings. It is mainly the large 
exodus to midwifery training which foils all attempts 
to decide what proportion of those the hospitals train 
they can count on for their own staff. According 
to figures supplied by the Central Midwives’ Board, 
56% of those who take part 1 of the midwifery training 
go on to part 11, which qualifies them to practise as 
midwives; but in fact only 40% of these remain in 
midwifery. Thus of the 1002 taking part 1 in midwifery, 
approximately 241 would enter the midwifery service, 
leaving 761 to take up district nursing, health-visiting, 
school nursing, industrial nursing, to go abroad, and so 
on, as well as to remain in hospital service. In view of 
the fact that part 1 midwifery training is needed for 
nearly all the above-mentioned non-hospital branches, 
it may be assumed that a large number of those taking 
part I are going on to them. It is very unlikely, there- 
fore, that of the 761 more than 500 return to hospital 
work, and the numbers may be much less. It must.be 
pointed out that whereas the other figures given in this 
report are actual data collected from the hospitals, 
the figures in the foregoing sentence and in the last 
sentence of para. 7 are estimates only, based on the 
data collected. l 

6. Of the remaining 1303 who continued to nurse but 
did not take further training, 98 went abroad, 26 joined 
the nursing services of. the Crown, and 239 took up 


TABLE I—ANALYSIS OF MOVEMENT OF 2937 STATE-REGISTERED 
NURSES ON COMPLETING GENERAL TRAINING 


% 


Gave up nursing oa 15°5 
Went abroad. . 3-4 
Entered the Services ; ia “ty Eu si ee 0-9 
Entered non-hospital employment (private nursing, 
industry, &c.) = se da a s ss 8&1- 
Became pupil midwives 36.6 
Took other training courses. . rs et se a 3°5 
Entered first employment in hospital (otber than 
training) .. a s w si aa .. 32-0° 
100-0 


* This includes a few part-time nurses. 


nursing away from hospitals. The questionary did 
not ask that the forms of non-hospital nursing should 
be specified, but it is surprising to find that a number of 
matrons have made special mention of private nursing 
under this heading. The remaining 940, or 32%, took 
up first employment in their own or some other 
hospital. 

7. It will be remembered that the Working Party 
states that since approximately 9300 nurses qualify 
for the various State registers and the Royal Medico- 
psychological Association certificate annually in Great 
Britain, it could be assumed that nearly 10,000 nurses 
entered first employment in all hospitals each year. 
If we added to our 940 remaining in hospital the maximum 
of 500 ex-pupil-midwives mentioned in para. 5, we 
would have a total of 49% returning to the hospitals, 
or 4557 out of the 9300 qualifying, rather than “ nearly 
10,000.” 

8. Percentage findings based on the answers to the 
questionary are shown in table 1. l 

THREE-YEAR AND FOUR-YEAR TRAINING 

9. The returns have also been analysed to see what 
difference, if any, there'is in the results after a three- 
year and after a four-year training. Forty-seven of the 
hospitals give a three-year training, and twenty-one a 
four-year training. As, however, most of the largest 
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TABLE II—ANALYSIS OF MOVEMENT OF 2937 STATE-REGISTERED 


NURSES AFTER THREE-YEAR AND FOUR-YEAR TRAINING 


Three-year | Four-year 


Total trained - 1633 - 1404 
Gave up nursing 14° 16 
Went abroad ` .. ji T Cae 36 3-1 
Entered the Services ee vi za 0-5 1-3 
Entered non-hospital employment . a | 90 . 7-2 
Became pupil midwives 29-4 44-5 
Took`other training Courses TE E .5°0 1:8 
Entered first employment in hospital 38-2 25-2 

100-0 


100-0 


hospitals are in the latter group, the total number of 
nurses training in each ‘group are not very different : 
the three-year training gave an output of 1533, compared 
with an output of 1404 for the four-year training. 
Table 1 shows the results. 

The larger number entering hospital employment after 
the three-year training is probably due to the fact that 
nurses who have had the shorter training are more likely 
to feel the need of another year’s experience as staff 
nurse. Other variations may be due to economic factors. 


Most of the teaching hospitals are in the four-year 


group, and possibly girls training in them are in a position 
to regard home claims and the like as reasons for giving 
up salaried work more readily than girls training in 
other hospitals. 


VOLUNTARY AND LOCAL AUTHORITY HOSPITAL TRAINING 


10. An analysis has also been made of the results in 
voluntary hospitals as compared with those in the L.C.C. 
hospitals. The 44 voluntary hospitals had an output of 
2019 nurses, or an average of 46 per hospital, while 
the 24 L.C.C. hospitals had an output of 918 nurses, or 
an average of 38 per hospital. In the voluntary hos- 
pitals the output varied between 5 and 215 nurses per 
hospital (7 having an output of over 100), while in the 
L.C.C. hospitals the variations was between 16 and 89 
per hospital. In table m1 the movements of nurses from 
the two types of hospital are compared. | 
The substantially higher proportion from L.C.C. 

“hospitals going on to “ other training courses ’’ probably 


reflects mainly those who- went on to fever, tuberculosis, ° 


or children’s training within the Council’s service, more 
or less as an equivalent to remaining as staff nurses in 
their training hospitals. If this is the case, it suggests 
the advisability of grouping sanatoria and other 
‘special’ blocks with general hospitals in manage- 
ment committee groups, since the nurses would probably 


TABLE IlI—ANALYSIS OF MOVEMENT OF 2937 NURSES AFTER 
TRAINING IN VOLUNTARY AND L.C.C. HOSPITALS 


Voluntary L.C.C. . 

Total trained 2019 | 913 
Gave up nursing 16°5 134 
Went abroad sa es ae as 2:7 4'7 
Entered the Services aa ; z ri 1-1 0:5 
Entered non-hospital eee private 

nursing, industry, &c.) .. 7:3 ' 9-9 
Became pupil midwives l 38-8 32-4 


Took other training courses | dct ne 2-2 6:3, 
Entered first employment in hospital ` 


transfer more readily to them for further training than 
they would migrate to another group. Since the L.C.C. 
hospitals give a three-year training, the 13-4% who gave 
up nursing should be set against the 14-3% who gave 
up after three-year training, rather than the 16-5% who 
gave up from’ all the voluntary hospitals, since most 
of the latter have had a four-year training. 


REASONS FOR GIVING UP NURSING AFTER TRAINING 


11. Finally, an analysis has been made of the reasons 
stated for the loss to nursing of 456 newly trained nurses. 
Results are given in table rv. 


MAIN CONCLUSIONS 


The three most salient facts which emerge from the 
_ survey are: 


(A). Only 32% of all those whom the London hospitals 
train in general nursing continue directly to practise 
it in hospital. This takes into account only those who 
complete their training and ignores all who “ waste ” 
during training. 

(B). 36: 3% go on from general nursing to midwifery 
training, but of these possibly half return to general 
hospital work immediately after the course. 

(C). 15:5% give up the practice. of nursing immediately 
after training. ` 


TABLE IV—REASONS FOR GIVING UP NURSING ON COMPLETING 
TRAINING (456 NURSES OUT OF 2937 TRAINED) 


| % age | % age 
— _ of no. of no 


trained| giving uD 


Gave up for: l 
Marriage sa A Ea .. | 295 
Home reasons : a eè 
Health reasons. 
Died 


Did not like nursing : i 
Financial reasons 


84- 


Returned to DIETON OCCU DNON, : 
Civil Service : 


Art , %0 
Librarian training Pt ag 
Clerica] c 


9 = pat O9 
—— 
j © 
n 
~J 
n 
go 


Other occupations : 
Medicine 
Other university courses -— 
Matron in theological college 
Convent ace ot ‘hie 
Chiropody training er a oe ae 
Air hostess ; we e si 
Clerical . 
Not specified 


~ Reasons not stated .. ue oA 78 | 2-66 
456 | 15-50 


0:54 3°5 


O iP bt bet bed ed Dt 


17:1 
100:0 


(A.) The fact that the hospitals have ‘to train 
approximately three times as many nurses as ‘they are 
able to retain on their permanent staff (let alone the 
number, they would like to retain) surely deserves as 
much attention as the wastage during training. These 
figures leave out of account the wastage during training. 
If we accept the Working Party’s estimate of a wastage- 
rate of 36%, or a survival-rate of 64%, this means that 
only 20% (32% of 64%) of: those who enter for training 
remain in hospital posts immediately after completing 
training—i.e., the hospitals must admit approximately 
five times as many student nurses as they can hope to 
retain on their trained staff. 

‘ The question arises how an sasquate ratio of trained 
nurses to student nurses—which is a prerequisite for 
“ student status ’’—is to be achieved while the hospitals 
have to train for ever wider fields of work outside their 
own sphere. Although the proportion going on to non- 
hospital work may seem insignificant (table 1) it must. 
be remembered that health visiting, district nursing, 
and most overseas posts all require the first. part of the 
midwifery training and therefore draw from the group 
who have gone on to that course. One answer would 


-female wards. 
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seem to be that if the public-health services need increased 


numbers, efforts should be made to recruit and provide 
training as “‘ health teachers ’’ for the many intelligent 
girls interested in ‘‘social work” or “ community 
service ” who have no wish or vocation to take a full 
training in the nursing of the sick. These could be 
complementary to the health visitors who are qualified 
nurses. 

(B.) The fact that more than a third of all those who 
complete training go on to the midwifery course invites 
the question whether it may be too readily assumed in 
some hospitals that this is obviously the next step, even 
for those who intend to remain in hospital posts. A 
staff nurse in a general ward does not need to have had 
midwifery training, nor do the sisters in male and some 
A nurse who has taken midwifery 
training after general may not be willing to return to 
a staff nurse’s post, whereas a year or two at least in that 
capacity might have fitted her much better for a ward 
sister’s post, or indeed for many other posts of responsi- 
bility. The way would still be open for her to take 
midwifery training later if she wished to do so. It 
might be well for hospitals to put this point of view 
before student nurses during their training—experience 


-at the Nursing Recruitment Centre shows that many of 


them apply as early as their second year for places in 
midwifery training schools. It might also be well to 
ask the midwifery training schools, which have long 
waiting-lists and a surplus of candidates 
precedence to those candidates who have had some 
hospital experience after training, rather than to book 
student nurses for vacancies a year or two ahead. 

(C.) The proportion giving up nursing altogether is 
high ; but it must be noted that the majority leave to 
marry—a reason to which exception cannot be taken. 
It does suggest, however, that much more effort should 
be made to retain the services of those married nurses 
who wish to work outside their homes. 
are allowed to drift into other, employment—as 
receptionists, clerks, &c.—where their nursing training 
is not put to full use. | 

Nor can serious exception be taken, in present circum- 
stances, to the number giving up for home reasons, though 


possibly some of them might be retained for hospital’ 


service if non-resident posts with ‘“‘ office hours,’”’ in 
outpatient or other departments, could be had at their 
local hospitals. 

Probably most of the 78 whose reasons for giving up 
are not known drift into other occupations offering 
less responsible work and requiring less effort. This 
would raise the ‘“‘ other occupations”’ group to about 
20%. It is known, for instance, that many young 
nurses seek secretarial or receptionist posts: indeed, 
one hospital which sought to economise the time of its 
nursing staff by appointing outpatient clerks or 
receptionists found that a number of nurses applied for 
these posts. It is well worth considering whether this 
shrinking from responsibility or full endeavour may 
be due to the almost universal lack- of preparation for 
ward sisters’ posts and the example of those who have 
been appointed to them unprepared, with resultant 
strain and waste of effort. There must be some deterrent 
factor at work to cause so many nurses who have just 
achieved their professional qualification to turn away 
from the very work for which they have been training. 
If they could be given a long holiday, and could know 
that if they return to a staff nurse’s post they would 
be able after a year or two to take a short course in 
preparation for ward sisters’ duties, many might be 
encourated to remain in hospital, where their services 
are needed so urgently. Courses of this kind, available 
throughout the country without payment of fees, might 
well become an important. factor in building up the 
permanent staff in hospitals. 


CHILDREN’S CINEMA CLUBS 
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CHILDREN’S CINEMA CLUBS 
' (FROM A CORRESPONDENT) 


On Saturday mornings thousands of children go to 
the cinema. They are glad to go, and their mothers 
are presumably glad to know they are enjoying themselves 
somewhere out of harm’s way—and out of everybody 
else’s way too. This would hardly justify the custom, 
however, if the children were given only trivial or perhaps 
debased entertainment which did them more harm than 
good. The work of the Children’s Entertainment 
Film (C. E.F.) section of Gaumont-British Instructional 
Ltd., is therefore important. 

This group, set up in 1944, is responsible for providing 
children’s films, primarily for the Odeon and Gaumont- 
British Junior Cinema Clubs, but also for other children’s 
film clubs and for private showing. The Odeon and 
Gaumont-British clubs—of which there are 400 in Great 
Britain—were launched by J. Arthur Rank in 1943, 
and they have a membership of 400,000 children between 
the ages of seven and fourteen. But there are some 600 
other cinemas in the country, many of which give 
Saturday matinees for children, and the standard in 
these varies with the interest of the managers, being 
high in some, low in others. 

C.E.F. are guided by an advisory council on which are 
representatives of the Minister of Education, the Home 
Secretary, and the Secretary of State for Scotland, and 
of national bodies interested in children’s leisure. 
Members of this council visit different parts of the 
country and discuss, with teachers and youth leaders, 
the production of special films for children. The films 
are initiated by C.E.F. and made under their supervision 
by various independent companies. 

There is thus good machinery at work to ensure that 
the children belonging to the junior cinema clubs see 
suitable films; but as yet the pool of films is small, 
and programmes sometimes have to be eked out by 
material which is not quite appropriate. An account 
of a recent programme in a country town in the Home 
Counties serves to illustrate this, and also to show how 
the clubs are run. 

A CLUB IN ACTION 

Each junior club has its children’s committee, elected by 
the children themselves, and representing different age- 
groups. The members of this committee act as stewards, 
and are responsible for the orderly behaviour of the club | 
members as they enter and leave the cinema. The stewards 
wear armlets denoting their office, and on -the occasion 
mentioned were successful in maintaining very good order. 
The clubs work in association with the Royal Society for thé 
Prevention of Accidents, and as the children were coming in, 
music was playing and the screen showed safety-first mottoes 
and advice on the crossing of roads. 

The programme opened with some community singing led 


‘by the assistant manager of the theatre, and this was followed 


by a film of Sandy Macpherson at the organ also leading 
community singing. This film, intended for adults, was not 
really successful since the songs were somewhat inappropriate. 
Arrangements had been made to cut one sentimental song, but 
it appeared none the less; and this seems to be a difficulty : 
distributors, it seems, are often careless about making the 
cuts ordered. A 

The “club promise ” followed. Standing, and in unison, 
the children promised to follow various social lines of conduct 
—to be kind to animals, and helpful to old people, to obey 
their parents, and to try to make this a better country to live 
in; and if the last seemed a heavy, and the penultimate an 
impossible, undertaking the children at least were untroubled 
by doubts : they promised with gusto. 

Next came two cartoons—one a very good Donald Duck. 
The other, a not very successful piece of anti-war propaganda, 
was on trial, and was judged unsuitable for general showing. 
An episode in a scrial specially (and well) made for children, 
a splendid nature film about otters, and a very good feature, 
The Little Ballerina, completed a programme in which the 
standard of taste was on the whole very high, and instruction 
agreeably camouflaged. Deathlike silence during the showing, 
broken by laughter and gasps in the right places, showed that 
the entertainment value was high too. 


Among films lately produced for C.E.F. are a series of 


five by General Film Distributors called Pen Pictures 
from Rhodesia. - 
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These show the life lived by two little boys whose father is 
warden on a Rhodesian game reserve. The animal pictures 
are exceptionally good, and the films give a fair idea of 
life in this oyt-of-the-way place, the fruits the children eat, 
the games they play, and the dangers theyrun. The principle 
of letting audiences see how the other child lives is borne out 
by Our Club Magazine, a series showing cinema club members 
at play in various parts of Britain. 

The clubs form local committees made up of repre- 
sentatives of the local education authority, and of 
organisations interested in the welfare of children, 
as well as a youth-club leader, and elected members 
of children forming the club. These children, and the 
club stewards, are able to tell the committee, and the 
managers of the cinemas, how various types of film have 
been received and criticised. The usual price of admission 
is 6d.—a non-profit-making charge. Any surplus goes 
towards encouraging club activities outside the cinema, 
and any loss is made good by the Rank organisation. 
Outside activities evidently form an important part of 
the club’s work in some localities, outings and competi- 
tions being arranged: a fishing competition, a visit to 
a lifeboat, a steamer trip up the Tyne were among the 
occasions ‘reported in the club magazine. 

It is clear that these clubs are making a useful contribu- 
tion to youth movements and it is therefore all the more 
important that a large and reliable pool of films should be 
made available, that the cutting of unsuitable material 
is not overlooked, and that all cinemas giving children’s 
matinees should ‘conform 'to the standards maintained 
in the best type of club. 

The question of serials also needs considering. The 
children like these exciting episodes greatly, but it is hard 
to ensure that the excitement is of a kind to be borne 
easily by the nervous child, and free of other undesirable 
qualities ; and there are not enough of the right kind 
in hand. Nowadays the serial goes in the middle of the 
programme, not at the end ; so that at least the children 
leave the theatre on a satisfying final note, and not in 
that suspended day-dream which (in the time of the 
Perils of Pauline) often took your correspondent almost 
under a bus. 


CANADIAN MEDICAL ASSOCIATION 


THE 79th annual meeting of the Canadian Medical 
Association, held in Toronto from June 21 to 25, was 
attended by 2024 members—a record number, amount- 
ing to one in six of doctors in Canada. The guests 
included Sir-William Fletcher Shaw, who spoke on the 
Scientific Outlook and also gave an address to the 
graduating class at Toronto University; Prof. Brian 
Maegraith, dean of the Liverpool School of Tropical 
Medicine, whose subject was the Physiological Approach 
to Medical Problems; Dr. Frank Walsh, of Baltimore, 
-who addressed a general session on Myasthenia Gravis ; 
Dr. C. O. Sappington, of Chicago, an outstanding figure 
in the comparatively new field of industrial medicine ; 
and Dr. P. S. Hench, from the Mayo Clinic, whose topic 
was arthritis. 

A number of affiliated societies met during the con- 
vention and the round-table discussions in several depart- 
‘ments occupied the mornings. The Lister lecture was 
attended by some 400 people, who heard Dr. W. E. 
Gallie, emeritus professor of surgery in the University of 
Toronto, set forth the ideals for the training of surgeons, 
in an address éntitled the Practice of Surgery in Canada. 

In a colourful ceremony Dr. F. G. McGuinness, of 
‘Winnipeg, president of the association, installed Dr. 
William Magner, of Toronto, as his successor. Dr. 
Magner, a graduate of Cork, came to Toronto as a 
pathologist in 1922 and was appointed an assistant 
professor in the university department of pathology. 

The Canadian Physicians’. Fine Art and Camera 
Salon proved a ‘great attraction. As a hobby, art seems 


to appeal to an increasing number of Canadian physicians. 


The planning of the convention was perfect with one 
exception—only 2200 programmen had been Bees 
and the RE ran out. 


NATIONAL HEALTH SERVICE AND THE 
PUBLIC 
B.M.A. STATEMENT 


THE following statement has been issued by the British 
Medical Association in connexion with recent allegations 
if the House of Commons.! 

When Miss Alice Bacon, M.P., made her statement in 
the House of Commons accusing some doctors of 
improper practices, the association at once informed her 
that if she would. provide details it would make prompt 
inquiries. Miss Bacon, however, declined the invitation, 
saying that her proper course as an M.P. was to lay the 
matter before the Minister. None the less, the asso- 
ciation, as representing nine out of ten of all doctors, ‘is 
obviously concerned to see that a situation which is 
new to more than half the population in the country, 
and to many doctors, is clarified. Accordingly an 
examination has been made of the reports reaching the 
association and of the misconceptions which are chiefly 
prevalent. 

The National Health Service has on the whole started 
smoothly in most districts of the country. None the 
less difficulties are being met with—as is natural and 
indeed inevitable with such a vast and far-reaching piece 
of social legislation. These difficulties should neither be 
exaggerated nor glossed over. It, would be unfair tó 
put the blame on doctors for misunderstandings which 
are not of their making. It would be still more unfair 
to charge the entire medical profession with incorrect 
a ad which actually involves a very small minority. 
indee 

Some of the alleged ‘‘ abuses ” charged against indi- 
vidual doctors are clearly not abuses at all in any 
ethical, still less in any legal sense. Others spring from 
a simple misunderstanding either by the doctor or by 
the public. The following points, however, deserve 
emphasis : 

l. The basis of family medical practice is free choice. The ` 
country wants free choice, and free choice works both 
ways. No doctor should be forced to become the doctor 
of any particular patient, just as no person should be 
forced to become the patient of any particular. doctor. 
The family doctor has the right to refuse to accept any 
individual as a patient. Nor need he give any reasons 
for his refusal, just as no patient need give reasons for 
choosing, or leaving, a particular doctor. 


A 


. 2, The National Health Service is open: to everyone in the 


country irrespective of income. The association is con- 
fident that the profession in general would: strongly 
deprecate the refusal by any doctor to accept an individual 
as a National Health Service patient on financial grounds. | 
Obviously the decision to be a public or a private patient 
must be a matter for the individual patient. Incidentally 
there are two misapprehensions that are fairly general. 

. First, that everyone in the country is required to be on a 
doctor’s list of public patients ; secondly, that since July 5 
private practice is no longer permitted. Both beliefs are, 

- of course, incorrect. Registration with a doctor is a 
voluntary act. Private practice by doctors who have 
joined the National Health Service is fully protected by 
the law. 

3. Every doctor has the right to set a limit to the number of 
patients he is prepared to accept on his National Health 
Service list. He has the right, that is, to set a limit to 
the numbers that his own circumstances permit him to 
attend as public patients. It must be remembered that 
within the service all receive equal treatment according to 
their medical needs. It is impossible for the doctor—or 
indeed for the Government or the administration—to give 
any public patient advantages or privileges not enjoyed by 
the others. It must never be overlooked that there is a 
grave shortage of doctors and facilities. 

4. The profession will feel strongly, the association is confident, 
that although a doctor is fully erititled to decline to under. 
take work for which he has no special aptitude, it would 
be entirely wrong for him to discriminate against particular 
classes—e.g., to refuse to accept as patients children or old 
people on the ground that they involve too much work. 
This is regarded as contrary to the standards of medical 
practice. 


1. Lancet, July 24, p. 163. 


270 THE LANCET] ENTERIC FEVER (PARATYPHOID B) APPARENTLY SPREAD BY PASTEURISED MILK fayater 14, 1948 


i 


Public Health 


ENTERIC FEVER (PARATYPHOID B) 
APPARENTLY SPREAD BY 
f PASTEURISED MILK 


W. E. THOMAS T. H. STEPHENS 


B.Sc., M.B. Wales, D.P.H. M.B. Edin., D.P.H. 
MEDICAL OFFICER OF HEALTH, MEDICAL OFFICER OF HEALTH, 
GLAMORGAN MERTHYR 
G. J. G. KING Scorr THOMSON 
M.A., M.B. Camb., M.D. Edin., M.R.C.P.E., 

Dipl. Bact. D.P.H. 
MEMBER OF STAFF DIRECTOR 


PUBLIC HEALTH LABORATORY, CARDIFF 


IN a county with a population of about 1,000,000 
there were 48 proved cases of paratyphoid fever in 1946. 
In the north of the county are several densely popu- 
lated valleys, and 28 of the patients lived in one valley ; 


7 came from the neighbouring valley to the east; and . 


6 from the valley to the west. The remaining 7 cases 
were scattered throughout the northern and western 
districts of the county. Of the 48 patients 30 were 
females, 31 were under 18 years of age, and 22 were 
under 10 years; 3 were accepted as secondary cases. 
All the cases were notified in the latter half of the year, 
but most occurred in August (21 cases) or in the first 
half of November (12 cases), and it was not until the 
second wave appeared that a connecting link between the 
cases which occurred over a wide area was discovered. 

At this time a review oi the information relating to 
the cases in nine different local-authority areas showed 
that many of the patients consumed pasteurised milk, 
the original source of which was not always stated. 
Further investigation showed that all the pasteurised 
milk concerned was traceable to one creamery. There 
were still, however, some children who did not consume 
pasteurised milk at home. Investigation showed that 
they received. the suspected pasteurised milk at school. 
All except 3 of the 48 cases gave a clear history of regu- 
larly drinking the milk from the same creamery, which 
was situated in the valley where most of the cases 
occurred, and the distribution of the cases followed 
closely the distribution of the milk. 

Further evidence in support of the theory that the 
infection was spread from this creamery was obtained 
from a neighbouring county, where 7 cases of paratyphoid 
fever were notified in the latter half of 1946, in all of 
which the patients had partaken at home or at school of 
the suspected. milk. The cases appeared in three local- 
authority areas with a total population of 83,000, yet 
only 500 gallons, a small fraction of the total milk 
consumed in the area, was received from the syspected 
source. 

INVESTIGATION OF THE CREAMERY 


The creamery pasteurised daily 15,000 gallons of milk, 
and inspection of the plant and records showed no 
evidence that the heat treatment had been inadequate. 
The main source of water from the creamery was a 
` nearby river, from which 3000 gallons was drawn hourly. 
Chlorine, to produce a concentration of 2-5 parts per 
million, was injected by an automatic pulsator into the 
crude water, which was then passed through a Candy 
pressure filter to an elevated storage tank of 5000-gallon 
capacity. From the tank this water passed to the bottle- 
washing machines, where, after the initial cleansing with 
hot detergents, it was used for the final rinsing immedi- 
ately before the bottles were filled with pasteurised milk. 
The bottles were rinsed both inside and outside as they 
passed inverted on a conveyer system. Samples of this 
water had often been taken from the jets of the bottle- 
washing machines for examination in the creamery’s 


plant and of the purity of the water. 


laboratory, and readings of 0-3-1 part of residual chlorine 
per million were usual, but occasionally much lower 
readings were obtained. Bacteriological examinations 
had been made periodically, and presumptive coliform 
bacilli often found. When difficulty was experienced 
in maintaining a supply of chlorinated water either 
because chlorine was not available or because of a break- 
down in the pump house, a supply was obtained from 
the local mains, but this too was led to the storage tank 
already mentioned. Such a temporary change in water- 
supply was common, being made on nine “occasions in 
1946. 

The river water was heavily contaminated with the 
sewage of several towns higher up the valley, and a sample 
of water collected near the intake to the creamery 
yielded more than 18,000 presumptive coliform bacilli 
per 100 ml., more than 1800 fecal Bact. coli per 100 ml., 
and 8. paratyphi B of the same bacteriophage type as 
that responsible for all the cases (phage type 1). Samples 
of river water taken over several weeks yielded S. para- 
typhi B on three out of four occasions. 

The constancy with which paratyphoid-B organisms 
could be isolated from the river near the intake to the 
creamery was surprising, because the river had a con- 
siderable flow, estimated roughly at 2,000,000—3,000,000 
gallons an hour. On investigation of the sewage dis- 
charging into the river higher up, however, a single 
examination of each of three outflows from separate 
towns yielded S. paratypht B type 1 six' months after 
the last case of paratyphoid fever had been notified. 

Several samples of the chlorinated water were taken 
by us from the jets of the bottle-washing machines, and 
from one of these fecal Bact. coli was isolated (1 per 
100 ml.). Tests for presumptive coliform bacilli were 
often positive, but this result was due to clostridia, and 
probably the presumptive coliform bacilli found previ- 
ously in samples examined in the creamery’s laboratory 
were mostly clostridia. The presence of only a few 
presumptive coliform bacilli (1 to 4 per 100 ml.) had been 
accepted in the past as evidence of the efficiency of the 
Tests for feeal 
Bact. coli had not previously been made. | 

Examination of the workers in the creamery did not — 
reveal any carrier of S. paratyphi B. 

After the use of the river water had been discontinued, 
only 4 cases of paratyphoid fever were notified in the 
county in the next year. One of these was found to be 
excreting S. paratyphi B phage type 1 from a draining 
gall-bladder after a surgical operation. There was no 
evidence that this patient had recently acquired the 
infection, and she may have been an old carrier. 
of the remaining three cases were in nurses who attended 
this patient. The last case was a girl who gave no history 
of having had milk from the creamery. 


DISCUSSION 


Milk-borne diseases are not always readily recognised. 
In some cases an explosive outbreak affecting young 
persons may reveal the source of the infection immedi- 
ately, but many outbreaks producing a few cases spread 
over a considerable time often pass unnoticed. 

So far as we can ascertain, this is the first record of an 


outbreak of paratyphoid fever in this country spread by 


pasteurised milk, and the experience shows the import- 
ance of making a careful check on all the processes of a 
pasteurisation plant and not merely on the actual 
heating of the milk. In this outbreak the milk was not 
infected in the processing chambers, but apparently 
only occasional bottles were contaminated by the water 
from the jets of the washing machines. It was clearly 
possible for such a method of infection of the milk- 
supply to account for only 55 cases in six months. Water 
used to rinse bottles before they are filled with milk 
should be a potable water, and the water used in this 
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creamery could not have been accepted as drinking-water 
for a village or a town. The finding of fecal Bact. colt 
in one of the samples of water taken in the washing 
machines showed that S. paratyphi B could have passed 
into the bottles. 

With such a system for the treatment of water as was 
used in this creamery any failure, for however short a 
period, would produce the gravest of risks, since a few 
drops of contaminated water containing paratyphoid 
bacilli could be left in the bottles. Consideration of the 
capacity of the storage tank and the hourly consumption 
of water shows that, though on the average the period 
of contact with chlorine was over an hour, this period 
must have been liable to great variations, since water 
was constantly running in and out of the tank. There 


would be periods of very special risk when the pumps 


were started up after an idle period and the storage tank 
was empty. | 

It was not until late in the year that the possibility 
that the paratyphoid fever was milk-borne was enter- 
tained. Since the 55 cases. were notified in twelve 
different local-authority areas, it did not at first appear 
clear that a milk-supply was the probable source of 
infection of all of them. When the cases in the whole 
area were reviewed, however, it became evident that 
some definite inquiry into the possibility that the 
pasteurised milk consumed by the patients had a 
common source was called for. 

That the epidemic was not much more serious was 
indeed fortunate, when it is considered that. 200,000 
persons regularly consumed milk from this creamery, 
including the pupils of 230 schools. 

The incidence of paratyphoid fever in the two counties 
in the previous six years was studied, since the pasteuri- 
sation plant had opened in 1939. It was found that in 
the summer of 1941 there was an epidemic of paratyphoid_ 
fever with exactly the same distribution as that in 1946. 
There were 76 cases notified in 1941, including 15 recorded 
as ‘“‘ enteric ’? without further details. Of the 76 patients 
49 lived in the three valleys where most of the cases 
occurred in 1946. The ratios of the numbers of cases 
appearing in the three valleys to the total number of 
cases in the two counties during successive years were 
as follows: 1940, 7 out of 30; 1941, 49 out of 76; 1942, 
1 out of 12; 1943, 7 out of 11; 1944, 1 out of 3; 1945, 
6 out of 12; and 1946, 41 out of 55. A retrospective 
examination was made of the records of the cases 
occurring in 1941 in the local-authority area where the 
creamery was situated. There were 13 cases (12 were 
notified in one month), and 8 of the patients received 
milk from the creamery, whereas 5 did not. It was 
impossible to trace the ultimate source of the milk- 
supply of the 5 patients who gave no history of drinking 
the suspected milk, as was done in 1946, but 3 of these 
patients were boys who bathed in the river which flowed 
by the creamery. | 

We wish to thank many medical officers of health and 
officials at the creamery who provided us with every facility 
to inquire into the outbreak ; Dr. M. T. Parker, of the Public 
Health Laboratory Service, for providing us with the details 


of cases in his county ; and Dr. A. Felix, F.R.S., for typing all © 


the strains of paratyphoid bacilli. 


London’s Water-supplies 

IN their report ! the Departmental Committee on Greater 
London Water Supplies recommend urgent inquiry into 
resources and prospective demands throughout the area. 
At the same time, says the report, plans should be pre- 
pared for a new major source of supply, which will be 
needed in the not very distant future. 

The committee agree that the resources of the area 
must be treated as a whole, and that the community 
of interest in the area and the geological unity of the 


1. Report of the Departmental Committee on Greater London Water 
Supplies. H.M. Stationery Office. 3s. 6d. 
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Thames basin demand the pooling of all resources and 
the treating of water problems in codrdination. They 
also agree that a central water authority is necessary, 
and that the cost of the new major source of supply 
should be borne by the whole area. But the committee 
are unable to agree on the method of administration, 
two members favouring a simple “ all-purpose ” authority 
for the whole area, while the other three consider that 
there should be four joint boards, with a central water 
authority to codrdinate the use of the internal resources 
of the area and to develop the new major source. 

In the Metropolitan Water Board’s area, during the 


- year ended March 31, 1947, the average daily consumption 


per head for: all purposes, including industry and public 
uses, was 51°8 gallons; for the surrounding area the 
comparable figure was 39 gallons. This consumption, 
it is felt, will certainly rise, largely owing to: (1) the 
higher standard of water services in modern houses ; 
(2) increased demands by industry and for the new towns ; 
(3) district heating; and (4) the extension of water- 
supplies in rural parts. The committee estimate that 
allowance should be made for an eventual daily con- 
sumption per head of 60 gallons in the Metropolitan 
Water Board’s area and 50 gallons in the outer area. 
It is suggested that by 1960 Greater London’s total 
requirements will be of the order of 670 million gallons 
a day. Even after completion of new reservoirs at 
Wraysbury and Datchet, in a drought year similar to 
that of 1944 there would be a deficiency of at least 
10 million gallons per day. `^ | : " 


Utilisation of Vitamin Supplements 


In a recent number of the Medical Officer, Dr. Joseph 
Berkeley draws attention to wastage of Government 
vitamin foods. Investigation at infant-welfare centres 
showed that in the Kendal district about half of the 
orange juice and a third of the cod-liver oil is not con- 
sumed after purchase; and of 87 mothers with infants 
aged between 2 months and 12 months, 44 (50°6%) 
had discontinued the giving of orange juice, and 28 
(832°2%) had discontinued cod-liver oil. The reasons 
given by the mothers related mainly to the child’s 
intolerance of these foods. Dr. Berkeley concludes 
that the true proportion of infants who suffer digestive 
disturbances from this cause is less than the mother’s 
answers would suggest; but nevertheless, he adds, 
consideration should be given to replacing the present 
preparations by others more palatable and better suited 
to infants’ digestive capacities. 


1. July 3, p. 5. 


Notification of Infectious Diseases 
ENGLAND AND WALES 


Diktaäe Week ended J uy 
3 10 17 24 31 
Cerebrospinal fover .. es a? 24 85 25 | 40 
Diphtheria | 141 150 183 | 139 125 
Dysentery .._ we os 69 | 56 67 | 108 17 
Encephalitis lethargica  .. 1 TN 1 ee 2 
Measles, excluding rubella .. | 8987 | 8837 | 9459 | 8501 8211 
Ophthalmia neonatorum , .. 57 37 55 54 54 
Paratyphoid fever... °..| 6] 6| 12| 9] 358 
Pneumonia, primary or 
uenzal . ca i 359 340°| 377 385 355 
Polioencephalitis ..° ..° 2 2 2 6 1 
Poliomyelitis .. ki st 36 23 36 39 | 38 
Puerperal pyrexia 120 84 96 121 122 
Scarlet fever .. 1532 | 1658 | 1703 | 1747 | 1329 
Smallpox os Ei . 
Typhoid fever A a 6 5; 4] 13], 9 
~ Whooping-cough 2907 | 3075 | 3416 | 3359 | 3309 


* Corby (Northants) and Eastbourne each had 10 cases. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THE inhabitants of Henley-on-Thames are used to 
seeing magnificent young men with all shades of sunburn, 
clad in exotic variations on the zoot-suit (if that is how 
you spell the garments skiers wear). But this year’s 
gathering of the rowing men of 27 nations for the 
Olympic events—the royal blue and white of Finland, 
the port-wine of Portugal, the red, white, and blue of 


Great Britain, the scarlet of Canada, the green of Ire-. 
land, and so on—has put even regatta week in the shade, | 


The weather has been beastly: mostly drizzle with 
occasional showers. Except for the last afternoon, when 
summer returned with a bang, and even the vast open 
stand (3000-odd seats at 30s. compared with 25s. in the 
covered stand) was crowded. On Saturday morning, 
when the towpath crowd were yelling like mad over the 
victory of Risso of Uruguay, the clouds opened, and for 
five minutes we cowered under whatever shelter we could 
find, to emerge chattering like monkeys. For Risso, an 
“outsider, had done the impossible. Many lengths 
behind John B. Kelly, jun., of the U.S.A., famous son 
of a distinguished Olympic sculler, he had spurted when 
most men would have given up hope, to win by inches. 
On Saturday afternoon the sun shone while we worked 
the family skiff on to the booms to see the British eight 
and double-scullers qualify for Monday’s finals. But on 
the whole the boatmen have worn long faces and only 
the plutocrats in the covered stands have kept dry. 
The high spot, I think, was watching the starts on the 


first morning, when only a few ‘foreign officials were , 


present. With the starter calling ‘“‘ Messieurs ! Etes- 
vous prêts ? Partez ! ” and the coxes of Portugal, Greece, 
Yugoslavia, Hungary, and Italy ‘yelling as no Anglo- 
Saxon could do, we felt we were taking part in a truly 


international aftair. : 
x * * 


Two things immediately strike the visitor who has 
previously lived here long enough to lose his astonishment 
at skyscrapers, spittoons, and the New York summer. 
These two things are the price of food, and the con- 
notation of the word communist. 

Don’t let anybody tell you that the end of price 
controls stopped rationing here; it merely shifted a 
certain number of citizens out of the rationing bracket 
and reduced the rations of others. Meat prices are the 
highest ; you pay in strict proportion, it seems, to the 
amount of useful amino acids ingested. Prices vary, of 
course, across the continent and by localities, but the 
following are representative of the East Coast and a 
lower middle-class district. Steak and lamb chops are 
6s. a lb., pork chops (in bygone days the staple food 
of many a Negro janitor and many a medical student) 
4s., and chicken 3s. Butter is 5s. a lb., eggs about 
4s. 3d. a dozen, milk 6d. a pint, fish around 3s. to.3s. 6d. 
a Ib. It took me longer to extract from the young 
commercial traveller, who rents the basement of the 
house where I am staying, information about the dietary 
he and his wife follow than it did for him to tell me 
that mine was at starvation level; but I finally dis- 
covered they had meat once or twice every fortnight. 
An old friend who had been at medical school with my 
wife, and whose husband was also a doctor, was more 
forthcoming. Both were relatively new in practice, 
and still in the mildly struggling stages—in their middle 
thirties, in other words. They very seldom had steaks 
or chops, though they managed meat meals of a more 
‘English type about three or four times a week, with 
chicken once or twice: the yearly food bill for three 
adults and three children was £500. Wages and earnings 
are, of course, somewhat higher than in England—in 
the academic medical world just about 25%. A professor 
of physiology gets £2000-2500, an associate professor 
(reader) about £1500-—2000, an assistant professor (lec- 
turer) £1000-1250. Probably, with cars, refrigerators, 
radios, and many household goods below English prices, 
food above it, and rent and entertainment not too dio- 
similar, the standard of living of British and American 
counterparts is about the same, at any rate below 
professorial level. The G.P. on the average lives better, 
I would say, since (as in England) he can generally 


expect to earn more than a professor. In other words, 
the rich (and this includes the £8 a day visiting business 
man) do all right: the poor—well, they gripe like mad, 
the ones I’ve talked to, but more about the Russians, 
and, in New York, the British, than about food prices or' 
those who play the food markets. 

The New York Times has ‘published a chart drawn 
by the State Labor Department dealing with the trends 
of weekly earnings, actual and real, for 900,000 — 
New York City manufacturing workers. Since the 
beginning of 1945 the price index has gone up 30% and © 
actual wages 16%: real wages have come steadily down, 
and are now at the level of February, 1943, a midway point 
in the armament boom from January, 1941, to the peak 
of March, 1945. Inflation here is a familiar word, and 
every person I have asked expects a depression, spec- 
tacular or minor (but mostly the former) within three 
years, ‘‘ unless,” add a good 50%, ‘“‘ there is a war first.” 

Events in Berlin and the activities of the Oongress 
investigators of men such as Dr. Condon, the eminent 
physicist, get’ inextricably mixed in the many people’s 
minds. Among the majority of social and educational 
strata in New York City (by and large a liberal stronghold) 
it is not an exaggeration to say that anyone holding a 
political or economic doctrine departing from the classical 
conception of laisser-faire is called a communist. Itb 
looks as though this country is getting set for a Red 
witch-hunt. And at the same time there is a most 
frightening sentiment widespread amongst the people I 
have talked to: it is akin to that of the British in 1938 
and 1939—“‘ let’s get it over with: anything is better 
than this business of not being allowed to live in peace.” 
G * * zæ 


.As one who has suffered several forms of relevant- 
trauma; I cannot but admire the surgical Torquemada 
who has just described his method of preventing scrotal 
hematoma following repair of hernia. He informs us 
that “an elastic adhesive bandage, about 11/, in. wide 
and 12 in. long, is wound in spiral fashion around the 
scrotum from apex to base .. . after three or four days, 
the strapping may be released ” (italics mine). 

this connexion one recalls the apocryphal story of 
the eminent Scottish surgeon who advised orchidectomy 
to a business man of his city. Alarmed, the latter 
proceeded instantly to London, whence he returned, 
reassured, to tell Sir William that ‘‘ the Harley Street 
specialist did not confirm your suggested treatment: he 
thought that painting the testicle with iodine might 
meet the case.” “An excellent remedy,’ replied 
Macewen, “ but first have the testicle removed ; it will 
be the more easily painted.” : E 


* * ot 


I remember that great temperance lecturer, the Rev. 
Courtenay Weeks, whose obituary appeared in THE LANCET 
last autumn, speaking to a crowded student audience 
at Liverpool University many years ago.: At that 
time the Engineering Faculty was (perhaps it stillis) 
an obstreperous element in undergraduate society, and 
engineers always appeared on public occasions wearing 
khaki boiler-suits as a kind of uniform indicating their 
profession. Thus attired they bombarded the unfor- 
tunate Dr. Weeks with loud and ribald interruptions. 
But Dr. Weeks was an experienced speaker who thought '’ 
he knew all about the treatment and cure of hecklers. 
Pausing in the full tide of his diatribe against alcohol 
he said, ‘‘ Gentlemen, many people have called me a 
crank, but I appeal to my engineering friends here to 
remember that a crank is an essential component in 
many important mechanisms.” Like a flash one quick- 
witted engineer shouted back, ‘‘ Only when it’s well- 
oiled !’’ The meeting dissolved in helpless laughter and 
never came under control again. 

* + * 


Being married to an embryo psychiatrist my wife 
takes her job very seriously, so her embarrassment may 
be imagined when, coming home unexpectedly the other 
afternoon, I overheard her in the garden furiously 
shaking our two-year-old, cbove whose screams could be 
distinguished, ‘‘ I don’t care two hoots what this does to 
your complexes; all I know is that you’re absolutely 


nas e 3 . 
ruining mine. S 
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Srmr,—The Spens report on the remuneration of 
specialists speaks of l 
_ The intention underlying the National Health Service 
Act that in the hospital system of the future there should 
be a more uniform level of hospital efficiency throughout 
the country, a better distribution of specialists, and per- 
meation throughout the hospital service of each region of 
the influence of the university centre. These objects can 
be achieved only by increasing the mobility of specialists 
throughout the service and facilitating the interchange of 
stafis between teaching and non-teaching hospitals... it 
is obviously important that the status of the area hospital 
centre should be in no way inferior to that of the teaching 
hospital, and that both should be able to attract specialists 
of the highest calibre. We are therefore of opinion that the 
same range of remuneration for clinical work should 
apply to specialists in both teaching and non-teaching 
hospitals.” 


The question immediately arises, will this be enough 


by itself to bring about equality of status between area 
hospital and teaching hospital? Does anyone believe 
that a mere levelling of income will bring this about ? 
If anything will it not make the competition to remain 
at a teaching hospital even more intense than it has been ? 
The best men have seldom cared mainly. about money; 
their work and the conditions affecting this are what 
have mattered most to them. They have in the past 
accepted low pay, financial insecurity, and no guarantee 
of eventually getting on to the staff, for the privilege 
of working at a teaching hospital with its atmosphere 
and opportunities. j 

Clearly some more radical change is needed if the 
area hospitals are ever to achieve ‘“‘ equality of status ” 
with the teaching hospitals. More circulation of staff 
—and this will be far more difficult to secure in practice 
than on paper—will not he enough. Can one readily 
imagine a specialist on the staff of a teaching hospital 
being willing to transfer to an area hospital as these 
have been organised ? Surely if we are ever to see the 
interchange of staff between area and teaching hospital, 
and real equality of status between them, they must have 
roughly the same kind of organisation and internal 
administration, ensuring to their staffs the same condi- 
tions of work and a similar share of responsibility for 
the welfare of their hospitals. 

We are fortunate in this country in that for many 
years an experiment has been going’ on in which two 
very different types of internal hospital administration 
have been ‘used—i.e., that of the teaching and volun- 
tary hospitals and that of the county and municipal 
hospitals. In the former the medical staff committee 
had considerable power and responsibility, especially in 
the teaching hospital, and worked through a hospital 
administrator—usually lay—who was the servant and 
executive officer of the committee and of the corporation ; 
in the latter the administration was in the hands of a 
medical superintendent, and if a staff committee existed 
its function was purely advisory. 

The standard of hospital practice with the exception 
of the care of the chronic sick and of the aged—in which 
the municipal hospitals have a unique experience—has 
been set by the teaching hospital. Clearly these have 
succeeded not only in attracting the best men but 
in providing them with conditions for fruitful work. 
Why has this been so and what are the secrets of their 
success ? As you pointed out in your leading article of 
July 17, staff selection is a question of ‘“ truly funda- 
mental importance.” But in addition to exercising great 
care in the selection of staff (and this was almost entirely 
in the hands of the medical staff itself) there were other 
practices common to them all—i.e., complete clinical 
freedom, the presence of students, the prosecution of 
research, and the assistance of a powerful medical 
committee which in fact ran the hospital and school 
and was the custodian of its traditions. 


Has not the time come to examine the organisation, 


methods of internal administration, and practice of the 


teaching and of the municipal hospital, to decide in the 


{ 
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light of experience which methods give the best results, 
and to adopt these as far as possible for all large general 
hospitals ? Would not this be the most practical way 
of ensuring real equality of status, and incidentally 
would it not reduce the need for interchange of staff 
between area and teaching hospital, while in fact making 


_such interchange easier ? The traditions and esprit-de- 


corps of the teaching hospitals have been a tremendous 
factor in their success. We must foster the growth of 
these essential imponderables in the area hospitals if the 
intention of the “Act is to be translated into reality. 
What better or more tested method of doing this than 
by giving the staff of these hospitals a real and 
important share of responsibility for their welfare and 
development ? 


Richmond, Surrey. E. A. DEVENISH. 


. PAIN 


S1r,—In spite of my giving a definition of psychogenic 
pain, when using the term in my _paper on pain charts, 
misunderstanding seems to have arisen. I have not 
tried the pain-chart technique on psychoneurotics— 
only on normal persons, These may experience psycho- 
genic pain. The “irregular ” nature of such pain is in 
response to stimuli and analgesic drugs—not merely 
Sey sale as Dr. Lowy interprets it in your issue of 

y 10. = a 

Dr. Barton Hall (July 17) suspects me of psychological 
philistinism ; but he fails to notice my definition of 
psychogenic pain, and consequently proceeds to tilt 
at windmills with quixotic fervour. Let me repeat: 
I am not describing psychoneurotic patients. Every 
physician and psychiatrist must be aware of patients 
with true anxiety, experiencing pain as a symptom; 
cases were plentiful during the war. Such persons are 
amenable to suggestion and reassurance early, but can 
be turned into psychoneurotics by mismanagement, 
especially if of unstable personality. Such a situation 
may be produced by organic disease, and must be 
assessed. It is here that the pain-chart technique gives 
information which is useful in management of the 
case, as described in my paper, Let me assure Dr. 
Barton Hall that the psychological aspect of the case 
described was considered ; the brief résumé submitted 
was designed as a background to the pain chart, not 
as a full and irrelevant clinical and psychological 
case-history. 

Pain charts of the type illustrated are commonly found ~ 
in persons with pain ‘‘ which has little or no organic 
basis, and is maximally influenced by suggestion ’’—.e., 
of ‘‘ psychogenic” as opposed to “organic” origin. 
In the context of assessing the response to analgesic 
drugs this fact is of prime importance. I have emphasised 
that in many patients with cancer or coronary-artery 
disease there is response to distilled water (see chart 7), 
and that in the management of cases the assessment of 
this factor is of considerable value. Such assessment is — 
of course, made in conjunction with the rest of the clinical 


. picture. I see no reason at all for the perpetuation of the 


abuse of the distilled-water test ‘‘ as a diagnostic refuge ”’ 
for housemen as suggested by Dr. Barton Hall. How- 
ever, I am concerned to prevent doctors tricking, not only 
their patients, but themselves in the use of analgesic 
dru l 


gs. 

Dr. Pinoff (July 24) discusses the interesting factor 
of pain sensitivity. I have given much attention to this, 
but have obtained no evidence of rapid oscillations in 
normal persons. Chart 4 in the paper is a record of 
untreated pain, such as he asks for, in which it will 
be seen that a similar stimulus at different times produces 
similar response. However, during the experience of 
pain, sensitivity is decreased. Cdunterirritation by 
blistering, &c., depended on this fact for its questionable 
benefits. Shakespeare describes it with beautiful accuracy 
when he says: ‘‘ One fire burns out another’s burning. 
One pain is lessened by another’s anguish.” 

Dr. Craig (July 31), like Dr. Barton Hall, having 
ignored my definition of psychogenic pain, plunges 
deep into the obscure depths of the ‘“ bad ’’ word (without 
defining it), and emerges ascribing to me ‘ views” on. 
subjects that I cannot find mentioned in the paper. 
The pain chart records pain alone, not the underlying 


`, 
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disease, in the same way as a temperature chart records 
body temperature only. Interpretation of such charts 
is a separate part of diagnosis ; the chart itself is purely 
descriptive. However, just as a temperature’ chart 
may legitimately suggest a diagnosis of typhoid fever, so 
may a pain chart amplify history-taking and convey. 
information regarding the psychogenic or organic nature 
of the pain. i 
Staines. _ K. D. KEELE. 


CARS FOR DOCTORS 


SıR,—Y our correspondent ‘“‘ Waiting-list ” (July 31) 
wrote as follows: ‘‘ To wait until the car will not go at all, 
and will therefore pass muster’ as ‘ unserviceable,’ is 
obviously fantastic.”’ 

Fantastic, but fact these days. My own car, 1938 
: model, has given all the symptoms and signs of one or 
more worn big ends for the past two months. My garage, 
a large firm and the local agents for this make, assured 
me that spare parts were unobtainable, as were any 
reliable reconditioned engines for this model; they 
arranged to have the engine in August, for the parts 
to be made and the crank reground. However, the big 
end broke and the car jammed immobile ten days ago. 
Since then I have been unable to hire or borrow a car. 

Improvident ? I do not think so. In March, 1946, 
when my release from the R.A.M.C. was imminent, 
I ordered a new car. I am still awaiting delivery, and the 
‘distributors cannot even now tell me when I am likely 
to get it. In the circumstances I had to buy a second-hand 
car to start practice, and though this car served me 
well mechanically it meant that: (1) I had a serviceable 
vehicle and so lost my ‘“‘ really early date ” for delivery ; 
_and (2) my new car will cost £1080 instead of £680—the 
price when I ordered it. No firm had any cars to hire 
before early October, and the firm offering one then 
quoted the price as 22 guineas per week, including petrol. 

My patients are visited by taxi in the day or on foot 
or bicycle at night. The expense is nothing compared 
with the pitfalls of buying another second-hand car and 
having another “ serviceable ” car. 

Hildenborough. C. GLAISHER. 


EPIDEMIC JAUNDICE 


Sir,—The interesting papers! and your leading 
. article? on the sequele of epidemic jaundice, prompt 
a note on the following case: 


In the winter of 1945-46 a physician, aged 55, in civil 
practice had a moderately severe attack of “ infective 
hepatitis.” The infection was possibly derived from among 
Servicemen who attended outpatient clinics for consultation. 
They included soldiers from Italy and Africa and prisoners- 
of-war. ae 7 

The onset was insidious. In November the patient had 
a mild rigor followed by a few days of fever. Im December 
there was a second bout of fever associated with “ fatty 
diarrhœa.” During January he became emaciated: ascites 
and cedema of the feet developed, and fever continued with 
profuse nocturnal sweats. Jaundice appeared late (at the 
end of January) and was slight, affecting the face and upper 
limbs more than the trunk and legs: absence of bile from 
the stools and biliuria were of much longer duration than 
the jaundice. The liver became grossly enlarged, reaching 
below the umbilicus, with the right lobe touching the iliac 
crest ; the spleen was never palpable. Recovery was slow, 
a mild pyrexia (night reading 100°F) persisting until the. 
middle of April when observations were discontinued ; the 
liver gradually diminished in size and signs of obstructive 
jaundice disappeared. In September he appeared perfectly 
well and was able to walk and swim as usual during a holiday 
at the Lakes. 

The first relapse occurred in February, 1947, after a night 
journey to Scotland in an unheated train. Mild fever and 
signs of hepatic obstruction developed, with nausea and 
anorexia but no jaundice. The liver again became enlarged 
almost to its former dimensions. This attack was not so severe 
as the first, and by July recovery: was apparently complete. 
There was a third relapse or recurrence in December, 1947, 


1. Sherlock, S. Lancet, 1948, i, 817. King, W. E., Parsons, P. J., 
Perry, J. W., Freeman, M. Ibid, p. 864. Bjorneboe, M., 
Jersild, M., Lundbæk, K., Thaysen, E. H., Ryssing, E. Ibid, 


p. 867. 
2. Leading article, Ibid, p. 873. 
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which began with vomiting and fatty diarrhcea. The liver 
enlarged to a lesser degree than in the first and second attacks, 
and there was no jaundice. At the end of June this year 
he was free from symptoms but the liver was still palpable 
two finger-breadths below the costal margin. 


The pathology of the liver can only be surmised in 
the absence of liver puncture or functional tests, but the 
remarkable variation in size is difficult to correlate with 
cirrhosis or partial necrosis. Is it due to the ‘“ cloudy 
swelling ’’ of the morbid anatomist superimposed on a 
cirrhotic liver ? The relapsing type of infective hepatitis 
is recognised, but this case differs from most of those 
recorded in that the original attack and each of the two 
relapses have been progressively less severe, with 
apparently complete recovery. With regard to the 
suggestion of hepatic neurosis following hepatitis, this 
patient has developed a distaste for fried food and meat 
fat; he is now sensitive to cold, and especially to east 
winds to which he was formerly indifferent. 

A last point may be made concerning the treatment of 
infective hepatitis. Rest in bed and high protein diet 
are considered essential. This patient : continued at 
work during the first attack though his activity was 
curtailed partly by difficulty in walking or going upstairs. 
He had a fortnight’s convalescence three months after 
the onset. In the subsequent relapses he has continued 
to work as usual. It is difficult however to see how this 
régime can have influenced the relapsing course ‘of the 
illness. i PES 

i THE VICTIM. 


MISTAKEN DIAGNOSIS OF CANCER 


SIR, —As Mr. Justice Birkett’s decision is disquieting 
to the medical profession, so are your comments 
last week disquieting to patients. Having stated the 
position definitely that ‘‘ to omit to use all proper and 
accustomed aids to diagnosis is obviously a breach of 
professional duty ” you then try to escape on the ‘‘ no-one 
can be infallible ’’’ plea. Surely a pathological report is 
an essential for the diagnosis of a malignant growth ? 
In a cancer hospital I was assured that such a report 
is routine. The difficulty had been to believe the accuracy 
of the newspaper reports that the surgeon had been 
guilty of such an omission; now THE LANCET report 


- confirms them. 


Even with confirmation from the pathologist, how 
far is a surgeon justified in telling a patient that he can 
only live a short while? It is time that our statistics 
were reorientated on a health basis. The number of 
people who are alive when according to medical opinion 
they ought to be dead would be surprising. 


ONE OF THE DEAD. 


MEDICAL RECORDS 


Sir,—In reading last week’s letter on this subject, 
I was struck by the sentence: ‘‘ The difficulty of finding 
a good medical stenographer was acknowledged.” The 
reason is not far to seek. g 

Other workers in the field of medicine are recognised 
—the nurse, the technician, the physiotherapist, the 
radiographer—but not the medical secretary. There is 
no special training for her, and there is little distinction 
between the secretary carrying a great deal of responsi- 
bility and the most junior typist. How would a sister 
enjoy being treated in the same way as a student nurse ? 
Most secretaries and stenographers who choose a medical 
career do so because they consider it more “select ” 
than commerce, because they think it will be easy, or 
because the work is of absorbing interest to_ them. 
I think the majority come into this last category, for it is 
very badly paid, often highly responsihJe, and certainly 
far from easy. 

Something should certainly be done about salaries. 
Doctors are notoriously mean when it comes to paying 
their secretaries, but I do not think they really mean 
to be. I think it is because all medical clerical classes are 
lumped together rather contemptuously in a doctor’s 
mind as “ typists.” A nurse’s skill is respected, but a 
secretary is not credited with having any; yet she 
must be well educated, possess a pleasing personality, 
and have a high degree of intelligence, initiative, and 
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tact, as well as skill in shorthand, typing, bookkeeping, 
and filing. 

Why does not the Ministry of Health set up a training- 
school for medical secretaries, who are after all very 
necessary to the efficient running of hospitals? If, 
after learning shorthand and typewriting, girls could 
receive training in elèmentary physiology (to give them 
a basic knowledge of what they are doing), simple 
instruction in the various branches of specialist medicine, 
practice in taking technical reports and keeping medical 
records, and even some practical training to enable 
them to assist in hospital departments or in a private 
surgery, followed by examinations and the award of 
diplomas, the medical secretary would then have a 
recognised place in the medical world ; and the standard 
of work, particularly from stenographers taking reports, 
would improve accordingly. 

; MEDICAL SECRETARY. 


PROFESSIONAL SECRECY. AND VENEREA 
DISEASE . 


Sm,—At the end of last year} you were good enough 
to allow me-to draw attention to breaches of professional 
secrecy which doctors found themselves compelled to 
make by Government departments, notably the Ministry 
of Food. -The position: of doctors under the National 
Health Service Act is rendered still more invidious by 
S.I. 506 and 507 (March 24, 1948) which compel 
the general practitioner to submit his medical records of 
public patients under his care to the inspection and even 
to the custody of two bodies: (1) the local executive 
council, and (2) the (local) medical services committee, 
the first consisting of 50% lay members, and the second 
of an actual majority of lay members, including the 


chairman. Concurrently with these developments, and ` 


in the same unhappy direction, a breach has been made 
in a practice which has enjoyed statutory authority for 
thirty years. By the operation of the Bevan Act, the 
Public Health Venereal Diseases Regulations, 1916, 


‘have been revoked, and with this revocation, the statutory 


requirement that all information obtained about persons 
under treatment for V.D. shall be confidential has been 
withdrawn. Unhappily, the motives underlying these 
new arrangements would seem to be that scrutiny of 
records is demanded by the economic pressure to reduce 
to the lowest possible level the actual disbursements for 
benefits and services promised by the N.I. and N.H.S. 
Acts. l 


There have long been two schools of thought in this 


matter of dealing with venereal diseases—the school 
which clamours for their notification, and the school which 
pleads for the maintenance of absolute confidentiality. 
A trial of strength between these two views was staged 
in an important debate in the House of Commons on 
April 19, 1928, on a Bill presented by the Edinburgh 
corporation calling for their compulsory notification. 
Mr. Pethick Lawrence, as he then was, proposed a motion 
which I seconded, resisting the demand for notification. 
The weight of opinion was strongly against any relaxa- 
tion of the statutory requirement quoted, and the 
Edinburgh Bill was defeated by a large majority. I 
believe that since then the practice has been universal 
in V.D. clinics by which the patient seeking advice and 
treatment is given written assurance that no disclosure 
shall be made of his disorder, and that a number shall 
be substituted for his name on any records made. 

I submit, Sir, that in present circumstances, when 
venereal disease has been classed, as in a recent broad- 
cast, among the four diseases which are now most 
destructive to humanity, any suspicion of relaxation of 
secrecy is to be especially deprecated. 


House of Commons. E. GRAHAM-LITTLE. 


Sm,—For over 30 years treatment of v.D. in this 


country has been confidential by custom and by statute. 


The effect of this, together with the arrangements for 


free voluntary treatment and careful public education, 
has been excellent, as the figures of attendance at. public. 


clinics show. 
The principles that treatment shall be free and that it 
shall be voluntary, which were secured by regulations in 


1. Lancet, 1947, ii, 962. 


1916, are included in the new scheme ; but the important 
and necessary requirement of confidence, on which all 
British y.D. treatment has been built and on which all 
public propaganda is based, is left out. No explanation 
has been given, nor have any satisfactory replies to 
Parliamentary and other questions been received. The 
Minister has said that he hopes confidence will be main- 
tained as before; and no doubt doctors, nurses, and 
administrators will do everything possible to observe 
this, as in the past. But his hopes cannot have the 
same power and efficacy. as a legal requirement. 

The amendments to the N.H.S. Act which are now - 
being drafted will presumably rectify the omissions and 
ambiguities of the Act. It is to be hoped that the 
medical profession and all who are concerned with the 
treatment of patients and administration of clinics and 
hospitals will urge the Minister to restore the require- 
ment that (to quote the revoked 1916 regulation) “all 
information obtained in regard to any person treated 
under a scheme approved in pursuance of this article 
shall be regarded as confidential.” 


KATHARINE B. HARDWICK 


General Secretary, Association 
for Moral and Social 
Hygiene. 


HEARING-AIDS 


Sm,—May we through your columns make clear the 
position regarding hearing-aid supplies ? 

We are receiving a considerable number of callers with 
E.c.10 prescriptions, some of which are specifying that 
the patient be supplied with a ‘‘ National hearing-aid ”’ ; 
others prescribe that the patient’s existing hearing-aid 
shall be repaired under the health scheme, and still others 
call for supplies of hearing-aid batteries. 

The Government has chosen to leave hearing-aid 
‘manufacturers such as ourselves outside the scheme, and 
therefore we are not in a position to accept prescriptions 
for any hearing-aid supplies other. than those for which 
the patient is prepared to make payment. It seems 
unfair that existing users of hearing-aids are not to get 


Livingstone House, . 
Broadway, 
London, S.W.1. 


. assistance towards maintaining their instruments, but 


it remains for the deafened public to make representation 
in the proper quarter if they wish to get this apparent 
anomaly rectified. 


Oxford. Jonn BELL & CROYDEN. 


REPEATING THE PRESCRIPTION 


Smr,—In the National Health Service, as you say,! 
“ Private patients who formerly had repeat prescriptions 
filled by ‘pharmacists now come to have each prescription 
written on to the official form; ...’’ And the extra labour 
involved has been mentioned among reasons for staying | 
out of the service.? May I put the other side ? 

In the first place, the reputable practice of medicine 
insists that patients should not be treated without 
supervision. On the whole, the most reputable type of 
practice relies on the maximum of supervision with the 
minimum of medication, and the old National Health 
Insurance very rightly protected patients from the least 
reputable type, which is medication without supervision. 

In the second place, the amount of drug prescribed 
rested with the doctor’s discretion, as it does now. 
One could prescribe, say, 200 digoxin or phenobarbitone 
tablets, to last 2-3 months, if one felt that the patient 
would be likely to flourish on these unsupervised. Liquid 
preparations have an additional limiting factor in the 
size of the largest available bottle, but a three months’ 
course of iron in liquid form could still be ordered on a | 
chain of antedated prescriptions—if one were determined 
not to see the patient during that time. So far as I 
am aware, all this can be done still. 

In the third place, even the private patient was, and 
is, protected from indiscriminate drugging, in so far as 
the Poisons Schedule stands between him and his (or 
his doctor’s) folly. Now, as before, the chemist is 
obliged to keep prescriptions with scheduled drugs, 
and to obtain the doctor’s permission before dispensing 
the same drug again. This arrangement is intended to 


1. Lancet, Aug. 7, p. 223. 
2. Ibid, 1948, i, 995. 


276 


bring doctor and patient together at suitable intervals, 
whenever anything in the nature of a.potent or dangerous 
drug is in question; it applies to private and public 
patients alike, and it assumes that doctors are reasonably 
interested in their patients’ welfare. If we don’t dispute 
this, what exactly are we grumbling at ? That a smaller 
number of people than hitherto will be able to imbibe 
medicines to their hearts’ content and without guidance ? 
Or that the State is at fault for refusing to pay for 
drugs and services the usefulness of which is to be 
judged entirely by the patient ? It seems risky enough 
to leave it to the judgment of the doctor, if he regards 
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- the patient’s visit as a tiresome reminder that another 


prescription is due, instead of as an opportunity to 
watch progress and change or withold drugs according 
to the results obtained. 

The number of conditions which need constant medi-. 
cation with relatively innocuous drugs are relatively 


few—dquite certainly not enough to make prescription- 


writing a nuisance. Where the nuisance exists, the 
conditions must be absent, and it just shows how wise 
the State is in restricting malpractice of this kmd by 
discouraging its perpetrators. : 

: PRACTITIONER. 


BINOCULAR MICROSCOPES 


Sir,—The lessened eyestrain resulting from the use 
of binocular microscopes has led to their being employed 
very largely by those of us who have to work with them 
all day., Until the beginning of the century the Wenham 


and Greenough binoculars were the only practical 
‘instruments of this kind, but they were restricted to 


low powers, the former (which used one objective) 
because of the nature of the Wenham prism, the latter 
because to increase stereoscopy two objectives were used. 
With the introduction of efficient half-silvered prisms, 
it became possible to make binocular attachments for 
the ordinary microscope, all the ordinary powers of the 
microscope being now usable with them. In spite of 
the single objective, a considerable amount of stereoscopy 


is obtainable in this way, and it can even be exaggerated 


by suitable eyepiece-caps. 

In the Wenham and Greenough binoculars converging 
tubes were used, largely for structural reasons, but 
the more modern binocular microscopes, as made on the 
Continent and in America, have parallel eyepieces. The 
reason for this is clear enough. One of the most 


elementary pieces of instruction to beginners with the 


microscope is to work with relaxed accommodation, ' 


partly because this is the most restful way to work, 
and partly (when a monocular instrument is used) to 


- render the image seen by the unoccupied eye as vague 


and ill-defined as possible so that it may be the more 
easily disregarded. 

Lately, however, two English manufacturers have 
attempted to reintroduce converging oculars in their 
binocular. microscopes, the reason given being that,, 
since the object is ten inches away, there is a tendency 
to imagine that you are looking at it direct, and that 
therefore you accommodate and converge your eyes. 


‘Furthermore, they say that it facilitates stopping to 


write notes, as you do not have to bring your eyes back 
from infinity. There is certainly increased difficulty in 
doing this after the age of 45 or thereabout, but micro- 
scopes are surely not made exclusively for workers over 
that age, and workers over this age may well have 
difficulty in accommodating to the ten inches laid down 
by the makers. The decision to change to converging 
oculars was apparently made at a conference of optical 
manufacturers, and one can only say that it is a pity 
they did not consult a competent physiologist before 
making the decision. For it is surely impossible simul- 
taneously to converge your eyes and relax your accom- 
modation without resultant eyestrain. The answer I 
have obtained from both manufacturers in response to 


inquiry has been that you do not in point of fact work 


with relaxed accommodation at all—an answer that 
seems to me at variance with the facts. All the experi- 
enced pathologists of my acquaintances work with 
relaxed accommodation as ascertained by careful testing. 
Where you are working (as with a microscope) with two 
focusing systems—the accommodation and the fine 
adjustment of the microscope—both focusing on an 
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object at no clearly defined distance away, it is obviously 
best to keep one fixed and move only the other. Since 
the accommodation is powerless to do any but a small 
fraction of the huge focusing: that is necessary, it is 
clearly the accommodation that must remain fixed, and’ 
it can only do so comfortably at its limit—i. e., at complete 
relaxation. 

Whatever may be the theory of the matter, the 
practical aspect is decisive. The parallel-tube instru- 
ments are comfortable to work with all day—I have 
done so myself for many years. But I have also one 
of.the converging type, and it only takes about fifteen 
minutes’ work with this to make my eyes ache and water. 

It seems to me important to get this point settled, 
and it would be a great help if a physiologist such as 
Professor Hartridge would give us the benefit of his 
opinion. 


London, W.1. J. W. SHACKLE. 


BAL 
SIR, — ' ; 
Ignoramuses like me 
Think the Editor might see 
Ambiguities should, be . 
Made as plain as plain can be : 
Judge today then my surprise 
. That you did not put us wise 
Thinking that we should surmise 
What Bat might epitomise. 
As a favour, Sir, you might - 
For those others in my plight 
Let me that key-word indite— 
British Anti-Lewisite. | 
ZETA. 


*.* The new approved name for BAL is cuperoaprol 


` (Jùly 31, p. 193).—ED. L. 


Medicine and the 7 
Dismissal of Suspected Typhoid Carrier 


A CASE recently heard in the High Court at Dublin 
underlines the need for close adherence to regulations in 
securing exclusion of a ae typhoid carrier from 
work involving food-han 

In May, 1945, a medical ‘officer of health in Eire 
received a letter ‘from another medical officer of health, 
notifying him that a young woman believed to be working 
at a hotel in the first M.O.H.’s area had contracted 
typhoid in the previous July and had been employed 
as cook ‘‘ on the Great Northern dining-car with which 
an outbreak of typhoid was connected.” On discharge 
from hospital, the letter added, she had been certified 
as free from Salmonella typhi. 

On receipt of this letter the m.o.H. visited the hotel 
in question and confirmed that the woman had recently 
taken up an appointment there as cook. He explained 
to the manageress that it might be dangerous to employ 
her as a food-handler. When interviewed the woman 
admitted that she had been employed in the dining-car 
After further discussion with the manageress the M.o. H. 
telephoned the hospital where her condition had been 
investigated and was told that investigation had pointed 
to her as the cause of the outbreak. The M.O.H. again 
saw the manageress and said that he was afraid he 
would have to stop this young woman from preparing 
and handling food. He did not tell her to sack the girl. 
He told her that the hospital doctor had said that the 

girl should not be employed as a food-handler, and he 
folt that it was his duty to implement this because 
this doctor had said that she might be a precocious 
carrier. He telephoned the Department of Health and 
was told by an official that the girl should not, in his 
opinion, be employed as a food-handler, but that the 
decision would have to rest with the M.o.H. He then 
wrote a letter to the manageress which included these 
words : 

“I am’ sorry to say that she is possibly a precocious 
carrier of typhoid fever. She must not be employed by 
you in any position connected with the preparation or 
handling of food.” 


The manageress then dismissed the girl. The M.O.H. 
wrote down the patient’s name in his register but he 
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ar not notify the patient; and he did not take any 
ý 


` The M.0.H. next received a letter from solicitors, 
claiming damages on behalf of the discharged cook on 
the grounds that the letter written by him to the 
manageress was libellous, that as a result of it she had 
lost her position, that she had become unemployable 
in such capacity, and that after very little investigation 
the allegation made had been shown to be unfounded. 
The solicitors also made a claim against the county 
council. $ o 
‘When the case came for trial before Mr. Justice 
ire on May 3, 1948, the plaintiff gave evidence 
that after dismissal she returned to hospital where tests 
were made ; the results, she was informed, were satis- 
factory. She had since been afraid to take up employment 
as a cook although she had had plenty of offers. Under 
cross-examination she said that two other employees 
on the restaurant car to which the typhoid epidemic 
had been traced had had typhoid. 

A doctor gave evidence that the girl was originally 
in hospital for two months, and was discharged after the 
usual routine tests. On readmission tests showed that 
she was over. the typhoid and was not excreting typhoid 
bacilli at the time the tests were made. Under cross- 
examination he said that the plaintiff could have been 


& precocious carrier, and that 19 or 20 persons were’ 


admitted to his hospital as a result of the Great Northern 
Railway outbreak. He was satisfied that the over- 
whelming weight of evidence showed that the infection 
came from the staff of the dining-car, and his opinion 
was that the plaintiff was the most likely member of the 
staff. In his opinion she might have been a precocious 
carrier. and a convalescent carrier. He considered that 
it would be very risky to have kept the girl in the hotel 
‘without a check. He himself had not warned her against 


handling food, but it was a routine matter that she. 


should be warned by a member of the staff. 

The plaintiff, on being recalled, stated that no warning 
was given to her on leaving the hospital. 

In his evidence the M.o.H. agreed that he had not 
complied with the regulations as-laid down. He did 
not carry out an examination as there was no time to 
do it; he considered it his primary duty to get rid of 
the girl as cook. He appreciated that under the regula- 
tions his only power was to have the girl removed for 
a stated period, and that he had not specified any period 
in his letter. ; 

The chief medical officer of the Department of Health 
stated that he considered unworkable the regulations 
in force at the time to which the complaint referred ; 
‘they had been superseded by new regulations. He 
thought that it was not safe to allow the plaintiff to work 
in her position in the hotel. | 

The jury, having previously given a direction dismissing 
the county council from the action, found in favour of 
the plaintiff and to the effect that the M.o.H. had been 
negligent in the discharge of his statutory duties; and 
they assessed damages at £750. 

The council of the Medical Protection Society, which 
had acted for the M.o.H., decided that an appeal was 
useless in view of the finding on facts, and in view of 
the undoubted fact that despite the medical evidence 
being in his favour he had exceeded his statutory powers 
and had by his failure to notify the patient deprived 
her of the right to compensation. 


An Action Dismissed 


Two years ago?! a brief note in this column referred 
to litigation against Mr. H. G. Bedford Russell in respect 
of money received from a deceased patient. Sums 
amounting to approximately £10,000 had been paid to 
him over two years, and the patient’s executor, in taking 
over her affairs, felt it his duty, in the interests of her 
estate, to seek to recover the money. Members of the 
medical profession stand in a special relation to their 
patients and are exposed in such circumstances to 
allegations of having exerted undue influence. 

The litigation was happily ended on July 29,. when 
counsel for the executor announced that subsequent 
inquiries had shown that the patient gave Mr. Russell 
the money not by way of gift but for the furtherance of 
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‘action ; 


research into the origins of the sinus trouble (from which 
she suffered) and -its effects upon the mind and body. 
Steps had been taken to give effect to this charitable 
purpose by a trust deed approved by the Attorney- 
General. Mr. Russels counsel stated that it was 
reasonable for the executor to have brought the initial 
the executor declared that Mr. Russell had 
acted in a perfectly proper manner and that all allegations 
of unprofessional conduct or undue influence were 
entirely unfounded and unreservedly withdrawn. Mr. 
Justice Vaisey, dismissing the action and making the 
appropriate order by consent of all the parties, said the 
case had served the useful purpose of clearing Mr. Russell 
of any kind of impropriety, professional or otherwise. 


Obituary 
CHARLES MATHESON KENNEDY 
M.B.E., F.R.C.S. 


Mr. C. M. Kennedy, surgeon to the Prince of Wales’s 
Hospital, Plymouth, died on July 26. Although within 
a few months of retirement, he was still in active hospital 
and private practice. 

Born in co. Donegal in 1884, the son of Dr. David 
Kennedy, he was educated at Queen’s College, British 
Guiana, and at St. Edward’s School, Oxford. At the 
London Hospital he was an enthusiastic member of the 
club’s union and played rugby for the hospital. In 1906 
he took the Conjoint qualification, and five years later 
the F.R.c.s. In 1911 he became surgical registrar at 
the London, and two years later he was appointed 
to the staff of the East London Hospital for Children. 
His career was interrupted by the 1914-18 war, during 
which he served as a surgical specialist, Jater commanding 


a hospital engaged chiefly in cerebral surgery. He rose 


to the rank of lieut.-colonel and was appointed M.B.E. 
On demobilisation he returned to his hospital appoint- 
ments in London, but when an opening occurred he 
obtained a staff appointment at the (then) South 
Devon and’ East Cornwall Hospital and settled in 
Plymouth. 7 

Here he led a full life, for besides being a general 
surgeon he held posts as orthopedic surgeon to the 
South Devon and East Cornwall Hospital, to the Plymouth 
City Hospital, and to the Dame Hannah Rogers Hospital 
for Children at Ivybridge. Though his work was thus 
largely orthopedic, it was never predominantly so, and 
his writings were on abdominal surgery. In spite of 
heavy work he also undertook command of the Wessex 
Territorial field ambulance, recruited in Plymouth, and 
he was at various times president of the -Plymouth 
Medical Society and of the South Western branch of 
the British Medical Association. An excellent committee- 
man and chairman, he was for several years secretary of 
the medical board of his hospital. a 

‘‘ Charles Kennedy’s surgery,” writes H.F.V., “ was 
of a high standard, and he was a leading light in the . 
West Country, where his punctuality and his ability to 
recollect details of cases will long be remembered. His 
opinion, whether upon professional matters or hospital 
administration, was much sought: when one went to 
him to discuss some difficult problem he would ponder 
for a few seconds only, and then give an answer which 
was always well balanced and advice which was worth 
following. A strong character, forceful but kind, he never 
hesitated to denounce another’s views, and he could be 
a strong but scrupulously just opponent. Nothing if 
not honest, he was always a loyal and trustworth 
friend.” | 

Mr: Kennedy leaves a widow and four sons. 


HUGH COLLIN DAVIES 
M.D. GLASG. 


Dr. H. Collin Davies died at his home in Colwyn 
Bay on July 29. He was born in Carmarthen in 1878, 
and received his early training at the University College, 
Cardiff, where he held an open exhibition in natural 
science. After graduating at Glasgow University in 
1903 he spent many years in practice in South and West 
Wales, and during the 1914-18 war he served in the 
R.A.M.C. In 1925 he took his M.D. and in the same 
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year he joined the staff of the Welsh Board of Health as 
regional medical officer, an appointment which he held 
until his retirement in 1945. 

During the late war Dr. Davies was seconded by the 
Welsh Board of Health to the Emergency Hospital 
Service as hospital officer for North Wales and deputy 
for the area. As such, he was responsible for organising 
the Emergency Services throughout the six counties of 
North Wales. “ The strain of this work,” a colleague 
writes, ‘‘ which came at a time of his life when he was 
past his prime, must have contributed to the ill health 
which he suffered during his retirement. His kindly 
disposition, however, and his constant cheerfulness were 
strong enough to overcome his disabilities. His long 
experience as a general practitioner enabled him, when 
he joined the Board of Health, to carry out his official 
duties in an outstanding way. To doctors throughout 
Wales he was known as a kind friend, and cases referred 
to him were sure not only of sympathetic consideration 
but. also of a first-class opinion.” 


Births, Marriages, and Deaths 


BIRTHS 


BLEAKLEY.—On Aug. 1, at Bangor, co. Down, the wife of Dr. John 
Bleakley—a son. 

CLELAND.—On Aug. 3, a Irvine, the wife of Mr. Gavin Cleland, 
F.R.C.8S.E.—a daugh 

CoLE.—On July 30, at Dorking, the wife of, Dr. William Cole— 
& son. 

. Conway.—On July 31, the wife of Dr. James Conway—a daughter. 

-COURTIN. p on July 22, at Rochester, Minnesota, the wife of 
Dr. R. F. Courtin—a son. 

HARTLEY. —On Aug. 1, at Rye, the wife of Dr. J. L. Hartley— 
a daughter. 

KINGDON.—On July 30, at Swanwick, the wife of Dr. John R. 
Kingdon—a daughter. 

MORRISON.—On July 29, at Sheerness, the wife of Dr. J. N. 
Morrison—a daughter. 

Noft-BowER.—On Aug. 3, at Cirencester, the wife of Squadron- 
Leader T. M. N ott-Bower, M.R.C.S.—a& son. 

Parsons.—On Aug. 3, at Bexhill-on-Sea, the wife of Dr. A. C. D. 
Parsons—a daug iter. 

PAULLEY.—On Aug. 4, in London, the wife of Dr. J. W. Paulley— 


a daughter. 
PRICE. On Aug. 9, at Bath, the wife of Dr. A. E. Kingsley Price— 
a son 


QUINTON. On July 30, at Ipswich, the wife of Dr. John Quinton— 


a daughter. 

RICHARDS.—On Aug. 2, the wife of Dr. Donald Richards—a daughter. 

ROBERTS.— On July 29, in London, the wife of Dr. A. T. M. Roberts 
—a daughter 

- SHaAw.—On July 31, at Braunton, the wife of Dr. F. O. J. Shaw— 
a daughter. 

STEWART.—On July 29, at Preston: the wife of Major Walter 
Stewart, M.B.E., R.A.M.C.— 2 8 


VINE.—On Aug. 4, at Cambridge, the wife of Dr. Maudsley Vine— 


a son. 

WATKINS.—On July 31, in London, the wife of Dr. P. F. A. Watkins 
—a daughter. 

WRIGHT.—On Aug. 1, at Woking, the wife of Dr. R. B. Wright— 
& son. 


MARRIAGES 


CRAWFORD—KELSEY.—On July 29, at Shrewsbury, Frank John 
Hamill. Crawford, M.D., to Louise Kelsey. 

DALY—McVERRY.—On Aug. 4, at Rostrevor, co. Down, Dermot 
Alexius Daly, M.B., to Catherine Augustine McVerry. 

WiILson—MARSDEN.—On J uly 17, Brian Douglas Raymond Wilson, 
M.B., to Violet Evelyn Marsden. 


DEATHS 


AITKEN. Rate: July 29, at Plymouth, Alexander Gardner Aitken, 
M.B asg. 

ALLARDICE.—On Aug. 2, at Newcastle-under-Lyme, Staffs, William 
Clacban Allardice, J.P., M.D. Glasg., F.R.C.S.E. 

CUNNING.—On July 29, at Reigate, Joseph Cunning, M.B. Melb., 
F.R.C.8., F.R.A.C.S 

FERGUsSON.—On ‘Aug. 2, at Goldsithney, Cornwall, James Herbert 
Fergusson, C.B.E., M.R.C.S., surgeon rear- admiral. R.N., aged 73. 

MACKIE.—On Aug. 8, at Sandown, Kenneth W iliam Mackie, 


M.R.C.S. 
SDE or July 31, Robert Dudley Algeo Stone, L.R.c.P.L, 
aged 85 
WaceE.—-On Aug. 5, in London, Richard Penry Wace, M.B., aged 
80 years. 
Appointments 
PoND, D. A. R., M.D. Duke Univ., M.B. Camb., M.R.C.P., D.P.M. 


asst. physician, department "of applied P r 
Institute of Psychiatry, Maudsley Hospital medical school. 

* MILLAR, J. H. D., M.B.E., M.D. Edin., M.R.C.P.E. physician, 
Scunthorpe and District War Memorial Hospital. 


* Amended notice. 


‘however, it is suggested that, to avoid delay, 
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STREPTOMYCIN REGULATIONS 


REGULATIONS have been made by the Minister of Health, 
the Secretary of State for Scotland, and the Minister of Health 
and Local Government for N orthern Ireland, after consultation 
with the Medical Research Council, bringing streptomycin 
within the scope of the Penicillin Act, 1947. The effect of 
these regulations, which came into force on Aug. 1, is that 


‘streptomycin and preparations containing streptomycin may 


be supplied to the public only by or in accordance with the 
directions of doctors, dentists, or veterinary surgons, or by 
registered pharmacists on the prescription of doctors, dentists, 
or veterinary surgeons, and may be administered only by, or 
in accordance with, the directions of such qualified practi- 
tioners. Though supplies of streptomycin have increased, it 
is still generally available only through the hospital service. 
The regulations anticipate the time when its use may be 
extended. As with penicillin and preparations containing 
penicillin, pharmacists and authorised sellers of poisons will 
be able normally to dispense a prescription for streptomycin 
and prepar&tions containing streptomycin only once and not 
more than three months after the prescription was given; 
if, however, the prescription directs that it may be dispensed 
on a specified number of occasions or at specified intervals in 
a specified period, it may be dispensed in accordance with 
that direction. 
VACANCIES IN PRACTICES 

EXECUTIVE councils are reminded in a letter from the 
Minister of Health that it is for them to inform the Medical 
Practices Committee when a doctor notifies his intention to 
withdraw from the medica] list or when his name is removed 
from the list. At the same time they are to report to the 
committee on the need to fill the vacancy; and it may be 


assumed that the committee will normally accept the council’s 
‘view. The council will also have to decide whether to advertise 


any vacancy which the Medical Practices Committee’ has 
agreed exists. In the case of withdrawals from the list (of 
which normally three months’ notice is required), the Minister 
considers that vacancies should usually be advertised in the 
medical and local press in ample time to allow a successor 
to be appointed before the outgoing doctor withdraws. 
Similarly, where an area is under-doctored, councils will wish 
to use their power to advertise. In the case of sudden death, 
the vacancy 
should be filled from any applications already received, 
subject to the views of the local medical committee. Where 
a doctor dies suddenly, one of the following three temporary 
arrangements may be made, normally for not more than 
two months: (l) the executive council may arrange with 
other doctors in the locality to conduct the practice tem- 
porarily ; (2) the person acting on behalf of the estate should 
be given the chance of appointing a locum tenens, pending 
the filling of the vacancy; or (3) failing this, the executive 
council may themselves, after consultation with the local 
medical committee, appoint a locum tenens. A similar 
procedure may be followed if a vacancy occurs for some reason 
other than death and it cannot be immediately filled. 


employ an assistant should not, after they ‘have been con- 
sidered by the council in consultation with the local medical 
committee, be referred to the Medical Practices Committee, 
unless : (a) the doctor making the application already employs 
an assistant; (b) the council proposes to refuse consent; or 
(c) the Medical Practices Committee has notified the council 
that the area already has sufficient doctors. Applications by 
assistants for inclusion in the medical list will still need to 
be referred to the committee. 


GONGRESS OF INDUSTRIAL MEDICINE 


THE ninth International Congress of Industrial Medicine 
will meet in London from Sept. 13 to 17 under the auspices 
of the Commission Internationale Permanente pour la 
Médecine du Travail. Lord. Moran, P.R.c.P., will preside over 
the opening of the congress, when Mr. G. A. Isaacs, Minister 


of Labour and National Service, will give an address. Lord 
Webb-Johnson, P.R.c.s., will be in the chair at the closing 
session, when the speaker will be Mr. G. R. Strauss, Minister 
of Supply. Both of these meetings will take place in the 


Central Hall, Westminster. The scientific sessions will be held 
nearby in the Caxton Hall and the Alliance Hall. The pre- 
liminary programme, which has now been issued, suggests 


The - 
Minister has decided that, after all, applications for consent to 
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INCITEMENTS TO ACTION 


Examples of the new murals at Orsett Lodge Hospital, Essex, described in THE LANCET, July 24, p. 167. 
infirm patients are cheered and braced by these active scenes set in the times .of their youth. 


that the congress has set itself two tasks. The sections dealing 
with the environment, occupational hazards, and diseases 
of the worker will set out what the doctor’s job in industry 
is; those on the training of industrial medical officers, on 
the organisation of industrial medical services, and on the 
integration of occupational health with national and com- 
munity services will discuss how he may best get on with it. 
At the end of the congress proper Mr. H. E. Griffiths will give 
the Mackenzie industrial health lecture, at B.M.A. House, on 
the Surgeon in Industry. In the following week the delegates 
will scatter all over the country from Cumberland to South 
Wales, visiting research units and reablement centres, and 
watching our industrial health services—national and private 
—in action. All inquiries about the congress should be 
addressed to Miss G. B. Mawdesley, room 501, B.M.A. House, 
Tavistock Square, London, W.C.1. 


PERMANENT COMMISSIONS IN THE R.A.F. 


Tare Royal Air Force is short of officers on the permanent 
staff of the medical and dental branches. Doctors and 
dentists who have left the R.A.F. on release and who are 
interested in making a career in the Service are accordingly 
invited to apply for permanent appointments in these branches. 
Applications should be addressed to the Air Ministry (M.A.1), 
Awdry House, Kingsway, London, W.C.2. All suitable 
officers now serving on short-service commissions are’ being 
considered for permanencies, and permanent commissions 
are being offered also to doctors and dentists who served 
during the war and who have now returned to civilian life. 


. HOME HELPS 
THE London County Council has inherited the results of 
the work on the home-help service begun by the 28 metro- 
politan borough councils and the City Corporation. Mr. 
Reginald Stamp, chairman of the L.C.C. health committee, 


addressing the National Association of Home Help Organisers 


on July 17, said that in future the service will probably be 
planned for‘the nine London divisional areas coterminous 
with educational divisions. Home-help organisers will be 


appointed in each division, and will encourage properly. 


qualified women to give help to the infirm or to those in need 
during times of sickness or other difficulty. The divisions 
will be split up into neighbourhood units, and just as the 


health visitor becomes familiar with families, so it is hoped 


will the organiser get to know the population intimately and 
prepare a setting for friendly understanding between helper 
and helped. 

Payment of home helps is being arranged on lines which 
will take account not only of the need of help but of the 
ability of the citizen to pay. The organisers must create a 
public opinion which will enable the home help to do her 
work i in the right atmosphere. She must not be made to feel 


The elderly and 


~ 


subservient to the householder, and she must have the right 
attitude towards her service. The organisers,’ he suggested, 
should offer their home helps clubs and educational oppor- 
tunities, not only to train them for their work, but to give 
them a broad interest in the affairs of human kind. 

Miss Dorothy Elliott, chairman of the National Institute 
of Houseworkers, agreed that one of the chief tasks facing © 
the institute was to build up a good domestic health service 
under the local authorities. This institute gives a diploma, 
and some of those holding it are already employed by local 
authorities as home helps. 


A FIFTH FREEDOM i 


To the four freedoms of the Atlantic Charter, Ilford 
Borough Council have added a fifth—freedom from food 
and drink infection. To achieve this end they are undertaking 
a campaign which will include lectures and demonstrations 
to food-handling trades and their own provision of. meals 
and catering services. Meanwhile a small but competent 
leaflet, illustrated with telling pictures, is being distributed 
to householders. It gives 23 items of good advice, preceded 
by a short homily on the principles which underlie methods 
of safeguarding food. Among other things, householders are 
advised to beware of transmitting infection from dirty hands 
and septic sores, to avoid touching the mouth or nose when 
handling food, to make sure that cooking utensils are clean, 
to keep the dustbin covered, to wash the hands after visiting 
the toilet, and to kill flies and bluebottles. Some useful 
advice for mothers follows, on the cleansing and sterilising 
of bottles and teats, and the care of the baby’s food, especially 
broth. 


LIFE WITH JU NIOR 


Tuis American ‘‘ March of Time ” film sets out to give 
some idea of the life and behaviour of 10-year-olds. The 
first part shows the routine and the adventures of a school- 
boy throughout one day, with the repercussions of these 
adventures on the family life. The second part is devoted 
to problem children and the way in which the Child Study 
Association of America tries to deal with their difficulties. 

It may be that the picture presented is typical of American 
middle-class patterns, but it is hardly typical of the same 
social strata in Great Britain. The juvenile court is reminiscent 
of the Brains Trust—children solving problems, with admiring 
parents sitting round and clapping their wisecracks. All 


the children, especially the girls, look rather overfed and are - 


dressed and behave like Hollywood stars in miniature. The 
breaking of eggs into a hat in play, the bewildering variety 
and choice of delicious foods the American child refuses to 
eat, and the sight of the science room in the school for 
10-year-olds with all its elaborate contraptions can only 
rouse envy in the British spectator. 
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In the second part of the film this difference of cultural 
standards becomes even more apparent. The office of the 
Child Study Association, where parents apply for first-aid 
regarding their children’s behaviour and upbringing, is 
impressively large and has about it the busy bustle of a railway 
station before Bank holiday. Mothers are interviewed by 
what are apparently social workers, and the children are not 
seen at all and there is no hint of psychiatric help for anyone. 
Rather curiously the only child shown in a clinical set-up is 
doing a Rorschach test. 

From the comfortable bourgeois families to the rapid 
and easy successes in treatment, there is little that a British 
child-guidance worker will recognise as typical of her work. 


In fact, as a presentation of child guidance the film is so 


misleading that it would be a pity if it were widely shown 
in this country. It would be helpful to know how it is 
viewed by serious child-guidance workers in America. 


TELEPHONE RELAY 


Ilford Medical Society has arranged for a telephone operator 
to take urgent calls from local patients whose doctor is off 
duty, and to put them in touch with another doctor. By 
this arrangement, forty-four of the fifty doctors in the area 
are free on Thursday afternoons and evenings and all. day 
on Sundays. Each works at these times one week in twelve. 


` The operator’s number is Valentine 1380. 


At Birmingham the executive council is reported to have 
considered a proposal for a telephone system whereby members 
of the public unable to locate their local practitioner would 


dial a special number through which they would be connected | 


with another doctor. This system, it has been suggested, 
should be integrated with that to be operated for the ambu- 


‘ lance service, and possibly also with that of the bed bureau. 


University of Oxford 


On July 31 the following degrees were conferred : 


D.M.—G. I. M. Swyer. 
ea 9: Jelly. 


ey Walker, Barbara E. 
Porritt, D. F; ~~ ee, s a oe Ellis,* J. E. Cotes,* P. ei , au, 


Day,* J. N. Mikene 
* In absentia. 


University of London 


Dr. E. P. Sharpey-Schafer, whose appointment to the 
chair of medicine at St. Thomas’s Hospital medical school 
we announced last week, has been for the last twelve years 
on the staff of the Postgraduate Medical School of London, 
where he is now physician and senior lecturer in medicine. 


Dr. Sharpey-Schafer, who qualified in 1933, received his medical 
education at the University of Cambridge and at University College 
Hospital, where he was awarded the Fellowes gold and silver medals 
for clinical medicine. Two years later he took the M.R.o.P. After 
holding house appointments at his own hospital he became R.M.o. 
at the National Hospital for Diseases of the Heart in London. 
He has published papers on endocrinology, dealing mainly with 
thyroid disturbances, and in recent years his research interest has 
been mainly on circulatory dynamics. He has also published 
many papers on the circulatory effects of haemorrhage, the circulation 
in anremia, and (jointly) on the pharmacological action of digitalis 
and other substances in heart- failure. 


Royal College of Surgeons of England 

Faculty of Anasthetists—On July 8 the council of the 
college admitted the members of the board of the faculty to 
its new established fellowship (F.F.A. R.C.S.). 


Edinburgh Post-Graduate Board for Medicine 


On Friday, Aug. 20, at 3.30 P.M., in the anatomy theatre 
of the university, Prof. E. B. Verney, F.R.S., will give a lecture 
on Urine Secretion. 


Patients’ Pictures 


A collection of pictures by patients of Netherne Hospital, 
which have been used as an aid to the understanding of 
emotional disturbances and are of diagnostic and therapeutic 
value, will be on view at 1, Grosvenor Crescent, London, 
S.W.1, from Aug. 16 to 21. The exhibition will be open 
daily from. 10.30 A.M. to 4.30 p.m. and on Saturdays from 
10.30 a.m. to noon. Visitors to the exhibition will also be 
able to see some aspects of the work of the British Red Cross 
Society picture library and the St. John and Red Cross 
hospital library. 


_at the college on Oct. 3? 


London College of Osteopathy | 

A nine-month course, open to registered medical practi- 
tioners, on the theory and practice of osteopathy will begin 
Further information may be had 
from the secretary, 24, Dorset Square, London, N.W.1. 


British Association of Physical Medicine 

A course of lectures suitable for candidates preparing for 
part m of the diploma in physical medicine will be held on 
Tuesdays and Thursdays from Sept. 2 to Oct. 7, at 5 P.M. 
Further details can be had from the honorary secretary of the 
association, 45, Lincoln’s Inn Fields, London, W.C.2. 


Royal Institute of Public Health and Hygiene 
Dr. Paul Banzet, surgeon to the Hépital Broussais, Paris, 


- will deliver the Bengué lecture for 1948 on Wednesday, 


Sept. 22, at 3 P.M., at the institute, 28, Portland Place, 
London, W.1. He will speak on the Surgical Treatment of 
Gastric Ulcers. . 


Alvarenga Prize. 

The College of Physicians of Philadelphia have awarded 
this prize to Prof. Melvin H. Knisely, of the University of 
Chicago, for his work on sludged bigod (see Lancet, 1948, 
i, 26). 


Foreign Medical Scnsiavanine 


The British Council have been asked by 9 foreign countries 
to recommend candidates for some 40 scholarhips. The 
scholarships are given to reciprocate scholarships or other 


~ 


assistance given by the council and provide for a period of. 


study abroad which varies from four months to two years. 
The following awards have been made : 

The Belgian government a scholarship in tropical medicine p 
Dr. H. F. Lyon (Edinburgh) and another in dermatology to Dr. R. P 
Warin (Leeds); the government of Sweden and the Swedish 
Institute a scholarship in surgery to Dr. C. Dafoe (Ontario), and in 
surgery to Dr. J. Scott Baker; the Netherlands government a 
scholarship in ophthalmology to Miss L. Hodgson (Leeds). 


Conference`on Infertility 


The Family Planning Association are holding their aadi 
conference on this subject at Exeter on Sept. 25 and 26. 
The speakers will include Mr. D. Young (Congenital Absence 
of the Vas); Mr. Albert Sharman (Uterotubal Insufflation) ; 
Miss J osephine Barnes (Hysterosalpingography in Water- 
soluble Radio-opaque Media); Dr. M. Hadley Jackson and 
Dr. H. A. Davidson (Vitamin-E Therapy for Subfertility in 
the Male); Dr. Mary Barton (Value of the Sims Test in the 
Diagnosis of Male Infertility); Dr. E. Friedman (Testicular 
Biopsies); Miss M. Moore White (Testosterone Implants) ; 


. Dr. R. G. Harrison (Blood-supply of the Testis and its Rela- 


tion to Sterility); Dr. G. I- M. Swyer (Assessment of Infer- 
tility Data). Further information may be had from the 
secretary of the association, 69, Eccleston Square, London, 
S.W.1. 


National Association for the Prevention of Tuberculosis 

The jubilee of the association will be celebrated next year, 
and one of the principal functions will be the Commonwealth 
and Empire Health and Tuberculosis Conference to be held 
at the Central Hall, Westminster, London, S.W.1,; on 
July 5, 6, and 7, 1949. The programme will include the 
following subjects : tuberculosis as a world problem ; modern 
treatment and its results, including P.a.s. and streptomycin ; 
mass X-ray methods; regional county tuberculosis schemes ; 
organisation of comprehensive tuberculosis schemes in British 
colonies ; tuberculosis among nurses and students; eradica- 
tion of bovine tuberculosis. 

A prize of 100 guineas will be awarded for an essay on 
the control of tuberculosis in a British colony. 


The competition is open to doctors of either sex in the British 
Colonial Medical Service of not more than ten years’, nor less than 
five years’ medical standing, of which at least three nave been 
spent overscas. Essays should reach Dr. Harley Williams, N 


Tar ISTOCK House North, London, W.C.1, ‘not later than March 1, 


Last year the Institution of Mining” Engineers and the 
Institution of Mining and Metallurgy held a conference on 
Silicosis, Pneumoconiosis, and Dust Suppression in Mines 
(Lancet, 1947, i, 641). The proceedings have been published 
and are obtainable, price £1, from these institutions at 
Salisbury House, Finsbury Circus, London, E.C.2, 
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“One of the great lessons of history is that no nation can be 
. stronger than its a griculture.’’—President TRUMAN 

THIs country is short of food now and probably will 
be for some years. Increased food production is essential 
not only to save dollars but also to avert famine. 
Estimates of the additional labour force needed in 
agriculture this year vary from 20,000 to 80,000 regular 
workers, but no-one can say where even 20,000 workers 
are to be found. If they cannot be found, as seems 
probable, there are two alternatives—severe under- 
nourishment within the next few years, or such an 
increase in the output per man-year as will enable the 
farming industry to reach the targets it has been set. 

This paper is an attempt to investigate what con- 
tributions industrial ‘and social medicine can make to 
assist British agriculture in its task. It analyses the 
Causes, economic, political, and social, of the drift from 
the land which is the cause of today’s shortage of agri- 


cultural workers, and, reviewing the conditions under’ 


which the farm worker earns his living, suggests ways 
by which his efficiency and status can be improved. 
Though we have felt for some time that such a study 
should be made we must acknowledge that the impetus 
came from the inspiring article on coalminers (Morris 
1947) and the reflection that food is as important as coal 
to the national recovery. 

The years 1840-70 were a golden age for British 
farming. About 1873 a period of depression began which, 


except for the artificial boom during and immediately 


after the first world war, lasted until 1939. Despite 
occasional good years farming continuously declined in 
importance and prosperity. Our farmers fought a losing 
battle against overseas farmers, who, cultivating fertile 
virgin land, had low costs of production and had, for 
allies, improved and new- methods of transport, long 
periods of falling prices, a run of bad harvests in Great 


Britain, and, above all, our policy of free trade, which . 


lasted from 1846 to 1931. 

Owing to the rapid growth in population and the 
changes in the types of food demanded by workers with 
rising standards of living, our food requirements increased 
until by 1931 they were almost double what they were 
in 1861; and imports were essential because by 1870 
there was as much land under cultivation as was possible 
under free trade (Astor and Rowntree 1938). Cheap 
food, moreover, was vital for the maintenance of the 
vast wage-earning community. 

The battle against foreign competitors became a series 

of rearguard actions in which the British farmers fell 
back on products in which they enjoyed a naturally 
sheltered market. Since it was useless to compete with 
the American and antipodean producers of wheat and 
(after the development of cold storage) meat, they 
concentrated on perishable foods, such as dairy produce, 
eggs, vegetables, and on the more expensive fresh meats. 
This involved a change from arable to grass farming. 
The acreage under permanent grass increased by over 
40% between 1870 and 1938 (Addison 1939). Nearly 
4,500,000 acres, an area greater than the whole of 
Wales, was lost to the plough. 

The more the land was laid down to grass, the less 
was the amount of employment offered by the industry. 
The conversion of ploughland to pasture reduced the 
labour employed by 7-9 men per 1000 acres (Ernie 1927), 
but this was often counterbalanced by the additional 
labour needed to. look after the increased number of 
stock. The change, ‘accompanied by a more efficient 
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use of labour and by increasing mech: fication, was 
bound to reduce the number of agricultural workers. 
But, the fall was an absolute decline, which was all the 
more surprising in view of the unprecedented growth of 
the population, which increased from 26,000, Q00 in 1871 
to over 46,000,000 in 1937. 3 a 

The Drift from the Land A 


The drift from the land was not coņfined to the l 
nineteenth century or to this country. Movement 
away from the land has been, and still is, a feature of all 


- developing countries, and such movement seems inevi- 


table in a competitive world economy. Industrialisation, 
with its demand for labour, inevitably brings a flow of 
workers from agriculture to the factories of the towns. 
The decline in the rural population from 188] to 1921 in 
some leading industrial countries was as follows (White 
and Shanahan 1932). A 
Rural population as percentage of total 
population 


' 1881 1891 1901 1911 1921 
England and Wales 32-1 28:0 23-0 21-9 20-7 
Canada zh as 68:3 62-6 54-6 50-5 
U.S.A. Eo ee 71-4 64:6 61-0 54:2 48°6 


The -industrial revolution began earlier in Great 
Britain than it did elaewhere and developed more rapidly. 
It speeded up the drift to the towns which the enclosures 


‘of the eighteenth century had already quickened. The 


Education Act of 1870 and the enfranchisement of the 
agricultural worker in 1884 gave additional impetus. 
Compulsory education and the possession of a vote 
meant that the countryman was at last brought into 
contact with the outside world and learned of the 
opportunities which it offered. When he lost his job 
or wanted to better himself he emigrated or, more often, 
The rural exodus varied from 
time to time and from place to place, being greatest in 
bad seasons and in districts adjoining industrial areas. 
It was most notable in the inter-war years. In 1921-24 
the total number of workers, male and female, averaged 
816,000, whereas in 1938 the number had declined by 
over 25% to 593,000 (Committee on Land Utilisation 
‘nm Rural Areas 1942). 


LOW WAGES AND LONG HOURS 


One of the principal causes of this drift was the 
disparity between agricultural and industrial wages. 
There was a wide difference between the average wage of 
an agricultural worker and-that of an unskilled labourer 
in industry, in spite of the fact that in agriculture even 
the general worker must bé highly skilled. Throughout 


the nineteenth century the wages of town labourers 
were generally about half as high again as those of 


farm workers (Astor and Rowntree 1938). In the 
twentieth century the wages position can be seen from 
the pOOMaNE e estimates made by Bowley (1937) : 


Average earnings of men and boys 
(shillings per week) 


: l 1906 1924 1931 1935 
Coalmining ~ 31:5 53-0 45:2 44:5 
Building .. fe ae as 599 6. as 58-2 56-2 
Textiles .. on 22-9 si 51-0 7 48-0 49-2 
Agriculture 18°3 a 31:5 ey 35:0 357 


Regulation of wages, introdueed during the 1914-18- 
war, was made permanent by the Agricultural Wages 
(Regulation) Act, 1924, which empowered county com- 
mittees to fix minimal wages. This brought some 
improvement in the level of wages, but in 1936, when 
unemployment insurance was first extended to agricul- 


' tural workers, in some counties a land worker with a 
. family, by obtaining an industrial job and qualifying for 


benefit, could receive more as an unemployed industrial 


‘worker than as an employed agricultural worker (Astor 


and Rowntree 1938). It is true that some agricultural 
workers had certain perquisites, such 4s low rent and 
i 
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free produce from the farm; but, even when allowance 
_is made for these, the disparity remained great. = 
The working week in agriculture also compared 
unfavourably with the industrial working week,. which 
was progressively shortened by the various Factory Acts 
and the efforts of strong trade unions. By the nineteen- 
thirties the eight-hour day had been widely secured, but 
in agriculture the standard hours varied from 48 to 60 
- ‘a week. In some districts they were considerably more, 
the West Riding, for example, having customary hours 
of 671/, a week in suinmer and 63 a week in winter 
(Addison 1939). A seven-day week was the rule rather 


than the exception, and even Christmas Day and Good’ 


Friday were holidays with pay only in sóme counties, in 
spite of all the efforts of the National Union of Agri- 
cultural Workers. 

The farm worker had little jibe of rising in the 
world. With wages barely sufficient to live on it was 
almost impossible to accumulate capital to farm on his 
own account, nor could he often hope to rise to the 
position of foreman or manager, 
were large enough or prosperous enough to support 
such posts. 


SOCIAL CONDITIONS 


Housing in country areas was generally bad, and many 
cottages were not even worth the 2s. rent charged in 
some counties. 
during the inter-war years, many rural houses in 1939 
had no electricity, no gas, and no water. Surveys made 
in the ’thirties emphasised repeatedly the shocking 
housing conditions. The Northamptonshire survey 
condemned no fewer than 5000 cottages out of 25,400 
examined, and in the New Forest out of 700 cottages 
examined 255 were entirely unfit for human habitation 


and 208 others needed reconditioning (Addison 1939). 


A survey carried out four years ago speaks of ‘‘ conditions 
dangerous to health and offensive to decency,” ‘“‘ water 
contaminated by sewage and cattle pollution,” and 
“ pail closets shared by two or more families, their 
contents shot onto the nearest rubbish heap or carried 
through the house for a fortnightly street collection ” 
(National Federation of Women’s Institutes 1944). 
Overcrowding was common, 41,928 houses in rural areas 
being scheduled ag overcrowded under the Overcrowding 
‘Act, 1935. — 

Urban houses were by no means always ideal, but at 
their worst they usually had artificial lighting and piped 
water, all too often absent in the country. And even 
the slum-dweller, overcrowded and insanitary though his 
home might be, lived in a community and could enjoy. 
the amenities, amusements, and social services that 
increasingly became the concomitants of town life. The 
rural community in this. respect was only too obviously 
at a disadvantage. 

It “received unequal treatment in respect of certain 
important public services, partly because it has been ill- 
organised for pressing its claims, partly because it has been 
unable to pay as large a share of the costs as urban communities 
can, and partly for the obvious reason that such’ services 
are more expensive to provide where the population is 
scattered ”?” (Astor and Rowntree 1938). 


Education.—From the educational standpoint rural 
areas compared unfavourably with the towns. Some 
schools were closed down owing to the decline in popula- 
tion, and children -had to walk miles to school. Others 
had buildings and sanitation far below modern standards 
—in 1944 half had nothing but earth-and-bucket closets 
and often not enough of them (National Federation .of 
Women’s Institutes 1944). Rural children were handi- 
capped when competing for scholarships for higher 
education because the better teachers tended to prefer 
the towns, where conditions were more congenial (Astor 
and Rowntree 1938). And our system of education 
“ devised and inspected by city folk intent on pro- 
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ducing not peasants but clerks” did not meet rural 
needs and made no attempt to foster “ an intelligent 
and loving interest in country life ° (Trevelyan 1944). — 

Health services were also denied to the country-dweller 
Though the health surveys of -1945 show 
that before the war the agricultural areas were at least 
as well served as the industrial areas on the basis of 
number of inhabitants per hospital bed, the general 
hospitals, being in the larger towns, were too far away 
for the countryman. Small villages had no doctor, no 
baby-welfare clinic, and no maternity home. The district 
nurse often served two or more parishes, and the midwife 
was not infrequently ‘‘ the woman from down the lane.” 

General Conditions.—The agricultural worker, better 
educated than his forebears and no longer absorbed in 
his own surroundings, suffered from a feeling of isolation 
which, paradoxically, the spread of road transport only 
increased. His stake in the agricultural community. had 
vanished with the enclosure movement of the early 
nineteenth century, and he saw before him only ‘‘ the 
unending vista of a gradual process of physical exhaustion 
in another’s service ” without any’ of the compensations 
that sweetened the existence of the town worker (Ernle 
1927). He was the helot of the nation and escaped from 
his slavery whenever he could. Farmers, often weighed 
down with mortgages, could do little to improve condi- 
tions for their workers. Higher wages, shorter hours, 
repairs to cottages, all meant increased costs which 
could not be supported by the low prices they received 
for their produce. The nation as a whole seemed indifferent 
to their plight. A town-bred electorate saw in the decay 
of agriculture the downfall of an aristocratic system 
“and the natural outcome of the policy of laisser faire, 
and ‘‘ statesmen regarded the fate of agriculture with 
all the more indifference because it involved no acute 
problem of unemployment ” (Trevelyan 1944). 


AN AGEING LABOUR FORCE 


` Between the wars agriculture, in common with the 
other depressed industries, was faced with the problem 


of an ageing labour force. 


“ The greatest cause of the drift from the village that has 
been going on for a long time past,” declared a former Minister 
of Agriculture in 1939, “ is the feeling of the young men and 
women that they may have a better chance somewhere else. 
Where there were 100 employed who were under 21 in 1921 
there were only 73 in 1931, and the figure has become smaller 
since then ’’ (Addison 1939). 


The number of regular workers under -21 decreased 
by some 75,000 (nearly 44%) between 1921-24 and 1938 
(Committee on Land Utilisation in Rural Areas 1942). 
Agriculture had always relied for its new entrants on 
family recruitment, but “‘just as in coalmining, the 
children of farm workers when leaving school chose other 
occupations—any work other than farming where wages 
were so bad and prospects so poor ’’ (Macpherson 1947). 


f Fertility and Health 


In view of all these conditions it is surprising to find 
that the traditional fertility of the farm labourer was so 
little affected. The declining birth-rate common to 
every social and occupational class in the last half- 
century showed the least decrease in the agricultural 
districts (Martin 1937). Innes (1941) has calculated 
that the decrease in the birth-rate in 1921-31, a period 
of great agricultural depression, was 21% for agricultural 
labourers compared with 43% for semi-skilled textile ` 
workers and 50% for semi-skilled miners. 


SICKNESS AND MORTALITY 


The Department of Health for Scotland (1937) showed 
that the incidence of sickness was not unduly high : 
among male agricultural workers, who in 1935, with ' 
14 cases per 1000 men employed, occupied a position 
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rather below the average in the list of recorded occupa- 


tions. The situation is different, however, in the case 
of women agricultural workers, who, with domestic 
servants, have the highest rate of illness for any recorded 
occupational group. 

The high labour turnover in the Women’s Land Army, 
much of which is due to sickness and accident, is 
another indication of the high incidence of sickness 
among women engaged in agricultural occupations. 
Exact figures are not available, but a special analysis 


made in January, 1945, showed the resignation-rate from ` 


all causes to be 3-22%, of which 1-22% was represented 
by sickness and accident (Ministry of Agriculture and 
Fisheries 1948). | 

Forestry work is more exacting than the average 
work performed by a woman on a farm, but: it is 
not without relevance that an investigation into the 
health of women forestry workers showed their sickness- 
rate to be high, averaging a loss of twenty days a year 
by each worker. Many of the women engaged in this 
work had also lost weight. Though the figures were 
too small to be of statistical value, 40% of all releases 
from ‘tthe Women’s Timber Corps in the administrative 
divisions visited were on medical grounds (Swanston 
1944). 

Though the mortality -rate for the whole male population 
‘ in rural areas in England and Wales was 81, that of 


agricultural occupations was even more satisfactory, - 


being only 73 (Registrar-General 1931). Despite the high 
level of sickness among single women employed ‘in 
agriculture, they show a favourable mortality-rate of 87, 
compared with 100 for all single women living in rural 
districts. 

Nevertheless the mortality among farmers was sig- 
nificantly above the average for septicemia, suicide, 
and diabetes, and probably for blood diseases and 
appendicitis. The mortality among farmers’ wives was 
significantly above the average of that among all married 
women for maternal causes and exophthalmic goitre, 
and probably for influenza and non-respiratory tubercu- 
losis. The agricultural labourers had a mortality probably 
indicating a significant excess for hernia, and an excess 
not statistically significant for cancer of the skin and 
non-respiratory tuberculosis. The wives of agricultural 
labourers showed a probably significant- excess for 
pernicious anzmia and maternal diseases. . 

The significant excess noted in the farmer for septi- 
cemia and appendicitis, in his wife for maternal causes, 
and in the agricultural labourer for hernia may well be 
explained by the difficulty in obtaining prompt and 
adequate treatment under proper conditions by thosé 
living in isolated areas. It is less easy to explain the 
significantly high incidence of suicide in the farmer, 
which had also been noted in 1921-23 (Registrar-General 
1931). It may be due to solitude and the lack of social 
contacts in certain cases; on the other hand, the fact 
that the main motive for attempted suicide was a 
material one in 87 out of 100 cases investigated by 
Von Andics (1947) suggests that suicide in the farmer 
may reasonably be attributed to the anxieties with 
which he had toe contend in the critical years from 1921 
onwards. Perhaps the significant excess of exophthalmic 
goitre in the farmer’s wife may bear some relation to 
the same cause. The excess of non-respiratory tubercu- 
losis noted in the agricultural labourer and the farmer’s 
wife can hardly be dissociated from the ingestion of 
infected raw milk. Among the conditions showing an 
excess mortality in farmers and agricultural labourers, 
however, only cancer of the skin can be held to have a 
possible occupational basis. | 

Toxic Hazard.—Despite the favourable situation of 
the agricultural worker as regards both incapacitating 
sickness and mortality, the occupational hazards to 
which he is exposed are not few, and among them 
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to the application of scientific and engineering methods 
to farm work. Thus the use of mercurial compounds, 
such as tolyl mercuric acetate in treating seeds (Goldblatt 
1945) and methyl bromide as a fumigáņt to destroy 
insects likely to damage picked fruit, have already- 
caused serious effects on workers (Johnstone 1945). 
Among other dangerous insecticides are certain of the 
fluorine compounds which also serve as artificial fertilisers 
(Hunter 1939), and dinitro orthocresyl, which as a 
spray has been responsible for the deaths of several 
workmen. The internal combustion engine has brought 
with it the risk of exposure to oils capable of causing 
dermatitis and keratotic changes in the skin (Twort 
and Lyth 1933).. Other toxic hazards are the use 
of- arsenical compounds as sheep dip (Paufique and 
Bonamour 1946) and the use of tar derivatives in the 
preservation of timber (Henry 1946). 

Diseases of Animals.—The fact that farmers and 
agricultural ‘workers show a high incidence of certain 
diseases communicable from animals to man, such as 
abortus fever, glanders, and anthrax, is comparatively 
well known ; yet the. diagnosis is often overlooked, at 
any rate in the early stages, and this may have serious 
consequences. In the case. of anthrax, for example, 
though the causal organism is sensitive to penicillin — 
(Murphy et al.-1944), delay in beginning its administra- 
tion greatly reduces the chances of recovery. Though 
man is relatively immune to infection with Hrysipelothrix 
rhusiopathia, the causal organism of swine erysipelas 
(Barber 1948), it is probable that a good many cases pass - 
unrecognised and that the incidence is greater than 
Aphthous fever 
occasionally occurs in man (Dlugosz 1943), and ringworm 
can be transmitted from various animals. Few farms 
are free from rats, and the farm worker.is bound to 
come in contact with them directly or indirectly. In- 
the former case rat-bite fever: may result, and in the 
latter Weil’s disease may be contracted, for it has been 
shown that contamination of rivers and water-ways is 
a common cause of this condition (Robertson 1946). 
There is also reason to believe that the virus causing 
sway-back in sheep. may give rise to disseminated 
sclerosis in man (Campbell et ‘al: 1947). 

Fungi.—Among other fungi especially likely to affect 
workers on the land is aspergillus, which on inhalation 
lung’’ (Fawcitt 1936). 

Accidents.—No reliable statistics are available about 
accidents in farm work. Though there is reason to 
think that the accident-rate is not high, some farm 
accidents cam cause very severe eae and may be 
followed by tetanus. 

Allergy. —Though plants are. Cone liable to cause 
allergic conditions in gardeners, the agricultural labourer 
is not immune and may also be affected by animal 
hairs which can cause a severe reaction in a sensitive 
person (Britton 1947). ` 

Occupational Disease.—What seems to be a true 
occupational disease has been described by Bellesini 
(1947), who states that the hands of milkers show 
arthritic changes in the terminal interphalangeal joints 
of the index and middle fingers. He attributes this 
condition to faulty technique in milking. and advocates 
proper instruction. 

Though incomplete, this is a formidable list of hazards ; 
but, when in addition to them the social conditions are 
borne in mind, it is indeed surprising that the health of 
the agricultural worker is so good. 


The Position Today 


The outbreak of the 1939-45 war involved the agri- 
cultural industry in a ‘ ploughing up” campaign to 
lessen the nation’s dependence on food imports and to 
save shipping space. - In 1939-44 the arable area was 
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increased by over 6,000,000 acres, and the number of 
workers by 172,000—an increase of 21% (Agricultural 
Statistics 1947): Owing to the demands of the Services 
the number of regular male workers fell by 20,000, 
and the increased labour requirements were met by an 
increase of well over 100% in female workers (mainly 
in the Women’s Land Army), by the employment of 


prisoners-of-war, and by an increase in the amount of- 


casual labour (Agricultural Statistics 1947). 

The increase in the volume of output over 1939 has 
been estimated at about 30%, and the increase per man 
at the highest point was about 10-15% (Ashby 1947). 
This was largely made possible by increased mechanisa- 
tion. At the end of the war British agriculture was more 
mechanised than any other agricultural system in the 
world (Parker 1947). 
` To meet the rise in the cost of living and to keep 
workers on the land wages were periodically increased. 
When the war ended, a national minimum wage of 70s.. 
for a 48-hour week was in force for the male worker. 


MAN-POWER 


The agricultural industry has been given a: target of 
£100,000,000 worth of extra food by 1951-52. On 
present prices this represents an increase in production 
of 20%. - 

The Economic Survey (1948) assesses laboyr require- 
ments for this programme as 1,110,000 workers in 1948, 
rising to 1,170,000 in 1951. Allowing for the recruit- 

ment of Poles and E.V.W.’s and for the retention of 
ex-prisoners under civilian contract, some 10,000 British 
workers will be needed to achieve this year’ s total. But 


the figure is likely to be larger than this, since there may | 


be some loss of regular women workers and, owing to 
the raising of the school-leaving age, there will not be 
the usual intake of 15,000 juveniles (Economic Survey 
1948). 

To prevent withdrawals from the industry the call-up 
of farm workers for military service has been cancelled 
for the next two years, and the duration of the Essential 
Works Order has beén extended. The Government’s main 
stimuli for recruitment are propaganda, the improve- 
ment of conditions of service in the Women’s Land 
Army, and priority for new houses ‘and hostels for 
agricultural workers. There is also a system of direction 
under which directees can choose agriculture from a 
long list of other undermanned essential industries. 

Today’s battle for output is partly the problem of 
obtaining man-power and getting it into the right places 
(Economic Survey 1947). The over-all labour force falls 
substantially short of what is needed to reach the 
national objectives ; aud, in the absence of a system of 
complete direction such as obtained in war-time, the 
movement from non-essential to essential industries can 
be influenced only indirectly. In effect, labour still has 
freedom of choice, and those undermanned industries 
which are the most congenial or offer the best 
opportunities will gain most recruits. 


CONDITIONS 


Farmers, assured of a schedule of guaranteed prices 
that gives them the greatest opportunity for good 
farming that they have ever had (Street 1947), can at 
last afford to pay decent wages. With a minimum wage 
of 90s. the farm worker is as well off financially as most 
of his counterparts in the towns. But, though in these 
days of rationing his perquisites (low rent, free milk, 
` potatoes, &c.) increase his real wages substantially, farm 
wages are still not high enough to override the attractions 
of urban industries or to compensate for the lack of 
amenities in rural England. 

The working week in agriculture is much longer than 
in other industries. Weekend work is necessary for 
milking and stock-feeding, and overtime is inevitable 


DR. KEATINGE, MR. LITTLEWOOD: THE AGRICULTURAL WORKER 


[avoust 21, 1948 


during the harvests. The farm worker averages mucli 
more than his minimal 48 hours; and, though he is 
paid for any overtime, he has little leisure compared 
with the factory worker, who often has a five day-week 
and invariably enjoys an uninterrupted weekend: 

Farm work is strenuous and often unpleasant. Though 
some men may find an innate satisfaction in working 
on the land, such reward has its reverse side in the 
drudgery and monotony entailed in many farming pro- 
cesses. The open-air life, too, is not without its drawbacks. 
The sun is not always shining, and the agricpltural worker 
necessarily works long hours in inclement weather, with 
no facilities for changing his clothes and no chance of a 
hot bath afterwards. 

Adam Smith’s dictum that ‘‘ many inferior branches 
of country labour require much more skill and experience 
than the greater part of mechanic trades” is as true 
today as it was in the nineteenth century, yet to too 
many of us the farm worker is still “ Hodge,” and 
farming is work that any fool can do. This lack of 
prestige and status cannot be entirely attributed to the 
** white-collar ’’ scale of social values, for the industry 
itself is in some measure to blame. Though modern farm- 
ing demands a high standard of intelligence and mechanical 
as well as technical skill, there is no apprenticeship and 
no recognised method of training (Agricultural Economics 
Research Institute 1942). Nor is the new entrant . 
certain of obtaining the best advice and instruction, 
for more than half the farms in England and Wales are 
farmed by “B” or “C” farmers (Bateson 1948). 
Above all, owing to the predominance of the small and 
medium-sized farms, agriculture offers fewer opportunities 
for promotion than do our other industries. No wonder 
that “the boy drifts into it because there is little else 
to do, with a determination on his own part, very often 
fortified and reinforced by the advice and encouragement | 
of his parents, to get out of it directly he is old enough 
to leave home and fend for himself ” (Agricultural 
Economics Research Institute 1942). 

Seventy years of rural neglect have left-a tremendous 
back-log, which six years of war and two years of uneasy 
peace have only too obviously been unable to make up. 
The social conditions and the amenities of the country- 
side are very much as they were in 1939. Many improve- 
ments are contemplated, and some are in hand, but 
they will all take time and need labour and materials 
which are either unobtainable or scarce. The progress 


_of houses for farm workers affords an example of the 


difficulties with which the industry has to contend. 
Though the Government recognises that there is probably 
no single factor of greater importance in the retention 
and recruitment of agricultural labour than their ability 
to provide the necessary Accommodation, so great are 
the various shortages that by November, 1947, . only 
3075 new houses had been allocated to farm workers 
(De La Warr 1947). 


Future Needs 
BETTER MEN 


It is not surprising, then, that agricultural employment 
is generally unattractive to urban workers. A measure 
of its unattractiveness can be seen in the failure of the 
Government’s agricultural training scheme for ex-Service- 
men, and in the exodus from the Women’s Land Army 
when the war ended. Not until the industry can offer 
amenities and conditions comparable with those enjoyed 
by workers in other industries will it obtain the number 
of regular male workers it needs. Nor can female labour 
bridge the gap, for not only is it unsuitable for much 
farm work, as is shown by the wastage-rates for the 
Women’s Land Army and the Women’s Timber Corps, 
but also it is scarcer than in the war years,’ It is 
unlikely, too, that in a society of full employment casual 
labour will be available to the same extent as formerly ; 
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and though school-children and holiday workers under 


the “ Lend a Hand on the Land ” schemes give some 
assistance they are only obtainable in the summer months. 
The realist policy is, therefore, not ‘‘ more men,” for in 
the absence of some form of conscription they are 
`- unobtainable, but “‘ better men.” 


BIGGER UNITS 


How, then, is the agricultural industry to obtain its 
better men ? Both the Government and the industry 
are doing much to attain this objective, but in our 
opinion their improvements do not go far enough. 

Omitting all holdings of less than 5 acres, 74% of all 
farms in Great Britain do not exceed 100 acres, and 
only 4% are over 300 acres. Agriculture has seen few 
of the amalgamations and concentrations that have 
characterised all our other large industries in the last 
century. The unit of British farming is still the small 

farm. i 

There have been good reasons’for this in the past. 
Returns from farming have been too low to attract or 
‘to provide the eapital which large-scale farming requires ; 
it is physically impossible to extend some farms; and 
the present system of land tenure favours small farms 
because there are more prospective small tenants than 
large ones (Astor and Rowntree 1938). There has been 


opposition on both sentimental and political grounds. Many ` 


people still believe that the yeoman is the backbone of 
England, and proposalsfor large-scale farming have usually 
been condemned as “ socialistic,” as was the case with the 
Large-Scale Farming Corporation embodied in the Land 
Utilisation Bill, 1930 (Addison 1939). 

.Nevertheless, as an economic proposition there is no 


question of the advantages of the large farm both for 


the employment of capital and the remuneration of 
abour. The small farm is an anachronism which the 
-nation cannot afford to perpetuate in a period of world- 
-wide shortage of food. Nothing so sweeping as collecti- 
-visation or nationalisation is advocated, but we suggest 
that a gradual aggregation of farms into bigger units 
will benefit both the farming industry and the nation. 
It is beyond our scope to suggest how this should be 
done, but it is difficult to imagine its being carried out 
-without some form of compulsion. 

Such aggregations of units would give farmers the 
advantages of easier marketing, bulk-buying, lower 
overheads, &c. They would facilitate the provision of 
scientific and technical advice, efficient direction, and 
up-to-date business methods, such as costing, which is 
particularly lacking on many present-day farms. They 
‘would ensure that the best use was made of machinery and 
expensive equipment, for, now that the tractor has 
taken the place of the horse as the unit of farm power, 
« 200-300 acres of arable land, according to soil, is a 
minimum for the most efficient utilisation of the imple- 
ments and machines employed today in the various 
operations of cultivation and harvesting (Astor and 
Rowntree 1938). The present trend of scientific and 
mechanical invention, too, will increasingly favour larger 
units of production. - 

Larger farms would do much to raise the status and 
. prestige of the industry. The farm worker would have 
‘more opportunity to learn modern methods, and there 
‘would be more opportunities of promotion to managerial 
and supervisory jobs. -Agriculture would become even 
more mechanised and highly skilled, and would require 
greater knowledge about breeding, nutrition, chemistry, 
&c. As its “ professional ” status grew, it would attract 
men and women who were interested in the land as a 
way of life that was intellectually as well as spiritually 
rewarding. : 

Above all, larger units would - make it possible to 
maintain small communities ip which farm workers 


-could lead a social life and continue the team spirit 
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which large-scale farming would both demand and 
develop. Such communities would not only facilitate 
the extension of essential services and amenities but also 
would provide the corporate life which gregarious man 
needs if he is to give of his best. : 


MEDICAL SERVICES oe 


Supervision of the worker’s health at his place of 
work has now become a commonplace in many ‘industries, 
and medical services are firmly established in under- 
takings under the control of large organisations, such 
as the big combines and the Ministry of Supply. It has 
already been shown that the hazards of the agricultural 
worker are not small, but specialised medical supervision 
of the occupational health of the agricultural worker 
has not been practicable in the past owing to the small 
size of the British farm. If,°as we believe is possible, 
larger farming units can be organised, the principles of 
industrial medicine can be put into practice. 

The new entrant to the agricultural industry can be 
properly placed in work within his powers only if all 
workers are medically examined. It is our experience — 
that it is even possible to place disabled persons with 
certain kinds of defect in suitable jobs despite the 
arduous nature of much farm work. 

Medical examination is of special importance for young 
persons,.who will be spared the disappointment and waste 
of time entailed in taking. up work for which they are 
not suited. Medical examination of the young person 


‘in a factory within fourteen days of starting work is 


obligatory under the Factories Act, and what is required 
in a factory is at least as necessary for the farm. Similar 
precautions are especially necessary in the case of 
women seeking employment on the farm, and the high 
incidence of sickness to which attention has been drawn 
could probably be reduced greatly by proper placement 
of women in suitable occupations. 

The risk of ill effects on the health of man or animals 
if grain, fruit, or vegetables treated with toxic materials 
are eaten by them is not so great as might have been 
anticipated. Thus Spencer et al. (1948) show that, 
however toxic dinitro orthocresyl may be to the operators 
using it as a spray, the crops treated with it are harmless 
by the time they are used as food. Nevertheless, medical 
advice should be available on the hazards to the con- 
sumer in the use of toxic substances for this purpose. 

First-aid material and equipment, though almost 
unheard of on the farm, are as necessary as elsewhere, 
and the training of workers in their proper use is 
easy to arrange where there is a medical service. More- 
over, if the farm worker of. the future is to live a 
community life, not only will his social conditions 
and those of his family improve but also his health 
should be better, provided that the communities in 
which he lives are not too large. In fact he ought to 
have the best of both worlds, enjoying, on the one hand, 
the open-air life of the countryman and the valuable 
perquisites which provide him with a diet above the 
average, and, on the other hand, the improved housing, 
Sanitation, water-supply, and general services of the 
town. . d 
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MENGO ENCEPHALOMYELITIS 
A HITHERTO UNKNOWN VIRUS AFFECTING MAN 


G. W. A. Dick A. M. BEST 
M.B., B.Sc. Edin. M.R.C.S. 
A. J. Happow K. C. SMTHABURN 
M.B. Glasg., D.T.M. & H. M.D. Indiana 


From the`Yellow Fever Research I nstitute, Entebbe, Uganda* 


MENGO encephalomyelitis virus was originally isolated 
from a paralysed rhesus monkey (UR 22) which had been 
captive in the outside monkey runs in the compound 
of the Yellow Fever Research Institute in Entebbe 
(Dick et al.). This monkey had not been subjected 
to any experimental procedures. Subsequently a strain 
of Mengo encephalomyeditis virus was isolated from 
mosquitoes of the Taniorhynchus (Coquillettidia) fuscopen- 
natus Theobald species captured in the monkey runs in 
the same compound. Strains of the virus were also isolated 
from another lot of teeniorhynchus (consisting mainly of 
T. (O.) fuscopennatus Theo.), from a mongoose (ichneumia 
sp.) and, about a year after the first isolation, from 
another unused captive rhesus monkey which was febrile 
but showed no evidence of paralysis. The isolation of 
Mengo encephalomyelitis virus, its immunological speci- 
- ficity, its pathogenic and physical properties, and the 
histological lesions which it produces. will be described 
elsewhere. A case of human infection with Mengo 


encephalomyelitis virus, the isolation of the virus from. 


the patient, and the results of preliminary studies on 
human immunity to this virus are reported here. 

The infection took place in one of us (G. W. A. D.), 
who was living in the compound where Mengo encephalo- 
myelitis virus was isolated from the rhesus monkeys, 
the mongoose, and the batch of T. (C.) fuscopennatus 
mosquitoes, and who had been handling a virus more 
extensively than had the rest of us. No other infections 
with this virus have occurred among the European, 
Goan, or African staff members who have taken part 
in experiments with the virus or who have lived in the 
compound. 

* This Institute is financed by grants from the Rockefeller 
Foundation and from the Secretary of State for the Colonies 
under the Colonial Development and Welfare Acts and by 


contributions from the governments of Uganda, Kenya, 
Tanganyika, Northern Rhodesia, Nyasaland, and Zanzibar. 
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_ bursting in type, and he had severe photophobia. 


CLINICAL FEATURES 


= Incubation Period.—No definite information Yon the 
incubation period of the infection in man is available ; 
but, if the infection was naturally acquired, and if, as 
seems most probable, it took place at Entebbe, ‘the 
maximal incubation period was probably nine days, 
because before that the patient had been absent from 
Entebbe for eleven days. If the infection was contracted 
in the laboratory the incubation period was probably 
five to eight days, estimated from the dates on which 


the patient was handling Mengo encephalomyelitis virus 


before the beginning of his illness. 


Onset.—The patient had had an attack of bronchitis, from 
which he had practically recovered. On Nov. 22, 1946, he 
felt slightly “ out of sorts ” physically, but towards evening 
he became mentally very alert. He experienced slight 
shivering at night. Next day he awoke with a very severe 
headache, of a “ bursting” type, which was aggravated by 
coughing or by quick movements. Later the headache 
became so violent that he hesitated to cough or to strain 
in any way. He had no fever and proceeded on safari, 
driving 240 miles. 


On the journey he °p103 
took repeated doses l 
of aspirin but these 102 


did not relieve the 
headache, though 
subsequently its 
intensity was some- 
what diminished by 
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alcohol. He took 99 
his usual daily 

tablet of mepacrine 98 
at night. 

.Course.—On the 97 as 7 
morning of Nov. 24 123 4 567 8 9 
the patient’s head- DAYS 
ache was still severe Fig. |—Temperature chart in human case o 


and throbbing. Mengo encephalitis. 


About noon he 

began to shiver, could not walk about, and felt better lying 
down in a dark room. He took some ‘ Veganin’ and 2 g. 
of sulphadiazine. 

He was examined by one of us (A. M. B.) on Nov. 24, when. 
his general condition was good, though his temperature 
was 101-8°F (fig. 1). His pulse-rate was 84 per min. and the 
pulse was of good volume. His face was flushed and his. 
conjunctive injected. His pupils were equal and reacted 
briskly to hght and accommodation. He had some hyper- 
æsthesia over the scalp and forehead. By the evening his 
headache was worse and he was delirious, with irritability, 
restlessness, and delusions. He vomited three times between 
7 and 10 P.M. Repeated blood slides were negative for 
malaria and other parasites. The patient was given a tablet of 
veganin and morphine gr. 4/4, and had four hours’ heavy sleep. 

On Nov. 25 his headache was intense, generalised, and 
His 
tongue was moist and moderately furred. There was definite 
rigidity of the neck on flexing the chin on the chest. All 
arm and leg reflexes were sluggish. The plantar reflex was 
-flexor, and the abdominal reflexes were brisk. Hyperesthesia 

of forehead and scalp was still present. No abnormality of 
the cranial nerves was found, but the optic discs were blurred. 
Blood slides were again negative for parasites. The total 
white-cell count was 7300 per c.mm. (polymorphs 65°,, 
lymphocytes 33%, monocytes 2%). The patient was still 
very restless and mildly delirious aa his temperature was. 
102-8°F. He had a poor night in spite of medication with 
morphine and potassium bromide, but by next morning 
(Nov. 26) his temperature had fallen to 99-4°F, his headache 
had become less severe, and he was more relaxed. Photo-- 
phobia, neck-rigidity, mild cedema of the optic discs, and 
hyperesthesia of the head were still present. 

Next day all signs and symptoms diminished, and the 
patient’s temperature was normal, but in the evening he had 
tingling of the right forearm and hand, with some numbness. 
No abnormality of sensation or motor function was detected. 
The white-cell count was 8400 per c.mm. (polymorphs 58°., 
lymphocytes 39%, monocytes 3% 

By the 28th the patient had ‘farther improved. He now 
had only occasional twinges of headache, and his temperature 
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was still normal. He was allowed to get up. Next day he 
did not complain of any symptoms apart from paresthesia 
of the right forearm. On Nov. 30 he discovered that he was 
deaf in the right ear and had some weakness of the upper 
fibres of the trapezius muscle on the right side. The deafness 
was subsequently shown to be of nerve type. 

During the first fortnight of convalescence there was some 
weakness of the muscles of deglutition, but this and the 
weakness of the trapezius muscle disappeared within about 
three weeks. Convalescence was uneventful, and the only 
sequela was slight residual nerve deafness on the right side. 


ISOLATION OF VIRUS 

In Mice t . a 

Blood was taken from the patient on the first day of 
illness, and the serum was inoculated intracerebrally in 
0:03 mi. quantities into each of 8 six-day-old mice and 
intraperitoneally in 0-1 ml. quantities into 8 other 
mice of the same age. Of the mice inoculated intra- 
cerebrally 1 died on the first day. On the second day 
2 of the mice died and 1 was incodrdinated and had 
paralysis of the hind legs; 1 mouse died on the fourth 
day; 2 mice were sick on the eighth and ninth days 
and were sacrificed, successful intracerebral transfers 
being made. There was 1 survivor on the thirtieth day. 

Of the 8 mice inoculated intraperitoneally with the 
patient’s serum I died on the second day and was used 
for subinoculation purposes. The other 7 mice remained 
well for thirty days. From the dead mouse a successful 
intracerebral transfer was made, a 10% Seitz-filtered 
suspension of the mouse brain being used. By the 
second passage there was 100% mortality among 
inoculated mice. sy 

The average survival time from the second up to the 
tenth passage in mice inoculated with 10% Seitz-filtered 
mouse-brain suspensions was 1-2, 1-4, 1-0, 1-4, 1-2, 1-0, 
1-4, 1-0, and 1-0 days. From the tenth to the twenty-sixth 
passage (when mouse-brain passage was stopped) the 
average survival time was usually less than a day. 
The average survival time of mice inoculated with the 
human strain of the virus was at first shorter than that 
of mice inoculated with any of the other strains except 
the mongoose strain (Dick et al.). Apart from 
this the clinical signs in mice inoculated with mouse- 
brain suspensions of the human strain were similar in 
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Fig. 2—Temperature chart of rhesus monkey MR 739 inoculated directly 
with serum from human case. 
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all respects to those produced by other strains of the 
virus (Dick et al., Dick (a) ). , 


In Rhesus Monkeys D ig 

On the second day of illness the patient was again 
bled, and rhesus monkey (mr 739) was inoculated intra- 
cerebrally with 0-1 ml. of the serum. On the seventh 
day after inoculation MR 739 had a slight rise of tem- 
perature (103-8°F) and next day its temperature was. 
105°F. Fever continued for five days (fig. 2), but no 
other manifestations were noted. 


t The mice used in all experiments were descended from the 
original stock of Swiss white mice from Carworth Farms near 
New York City. Mice used for experiments were 35—42 days 
old unless otherwise stated. A group of mice consists of 6 
-which, under routine, are caged together on weaning at 21 days. 
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Fig. 3—Temperature chart of rhesus monkey MR 600 subinoculated 
with eighth-day serum of MR 739. 
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MR 739 was bled on the eighth day, and mice and a 
rhesus monkey (MR 600) were subinoculated with its 
serum. . Mice inoculated intracerebrally with 0-03 ml. 
quantities of this serum behaved similarly to those 
receiving other strains of Mengo encephalomyelitis virus | 
(Dick et al.). Passages of 10% Seitz.filtered mouse- 
brain suspensions were successful. The average survival 
time of the first group of mice inaculated with serum 
of mR 739 was a day; in the next six passages, in which 
mouse-brain suspensions were used, the average survival 
time was less than a day. From the eighth to the 
twenty-first passage mice were inoculated intraperi- © 
toneally with mouse-brain suspension, and the average 
survival time remained at about a day. Mouse-brain 
passages were then discontinued, and mouse-brain virus 
was preserved by freezing and drying and in 50% 
glycerin (Dick (b)). . 7 

MR 600 was subinoculated intracerebrally with 0-1 ml. 
of eighth-day serum of MR 739. MR 600 exhibited daily 
pyrexia from the second to the eighth day (fig. 3) after 
inoculation, and circulating virus identified as the Mengo 
encephalomyelitis agent was demonstrated in its serum 
on the second day (no other tests were made for circula- 
ting virus). From the fourth to the sixth day after 
inoculation MR 600 had anorexia, and some weakness in 
the left lower limb was evident on the seventh day. 
This monkey recovered completely, and both it and 
MR 739 developed immunity to Mengo encephalomyelitis 
virus as demonstrated by an intraperitoneal protection 
test. 

In Guineapigs 

Two guineapigs (nos. 173 and 174) were inoculated 
intracerebrally with 0-1. ml. of second-day acute- 
phase serum of mR 739; they died within 24 and 
48 hours after inoculation. Passage of the brain of 
guineapig no. 173 was made to two other guineapigs 
(nos. 175 and 176), which were found dead 24 hours later. 
In all cases Mengo encephalomyelitis virus was identified 
in the brains of the dead guineapigs. The human strain 
of Mengo encephalomyelitis virus was much more 
virulent to guineapigs (Dick (a) ) than was the original 
strain of virus isolated from the paralysed rhesus 
monkey (UR 22). | 


IDENTITY OF THE VIRUS 


The serological individuality of Mengo encephalo- 
myelitis virus and the relationship of the monkey, 
mongoose, and mosquito strains were established by 
neutralisation tests (Dick et al.). 

The virus neutralisation test is used to demonstrate 
specificity of antibody for a known virus, or, with 
known antibody, to identify an unknown virus. i 

Briefly, serum which is suspected of containing antibody is 
added to a suspension of known virus, or vice versa, sus- 
pensions of unknown viruses are added to sera containing 
known antibody. The serum-virus mixtures are usually 
allowed to stand at room or incubator temperatures for a 
certain time, and animals (for the encephalitis viruses 
usually Swiss white mice) are then inoculated with these 
mixtures by a route which depends on the pathogenicity 
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SURVIVAL RATIOS OF MICE IN PROTECTION 


TESTS USING ACUTE-PHASE AND CONVALESCENT HUMAN SERA AND 


NORMAL AND IMMUNE MONKEY SERA MIXED WITH THE HUMAN STRAIN OR UR 22 STRAIN OF MENGO 


ENCEPHALOMYELITIS VIRUS 


Virus-serum mixture 


Human virus and human convalescent serum 
Human virus and inactivated second-day acute-phase serum .. 
M.E. Virus (UR 22 strain) and human convalescent serum 


M.E. virus (UR 2 strain) ana mecuveted gocan dey Sente pipes 
serum 


M.E. Virus (UR 22 strain) and third-day acute-phase serum 

M.E. virus (UR 22 strain) and human immune serum 
M.E. virus (UR 22 strain) and normal monkey serum (MR 629) .. 
M.E. virus (UR 22 strain) and immune monkey serum aa 621).. 


Survival ratio * of mice inoculated with serum mixed 


th virus diluted 1 in 
Titre t 


232 
3,170,000 
100 


2,510,000 
317,000 
-1000 
2,520,000 
100 


`$ Numerator indicates the number of surviving mice, the denominator indicates the number of mice inoculated. 


t Calculated by the method of Reed and Muench (1938). 


of the virus under test. 
virus mixtures are also set up and inoculated into groups 
of mice, the former to determine the titre of the virus sus- 
pension. used and the latter to check the specificity of the 
reaction. The number of virus particles neutralised by the 
known and unknown sera may then be calculated from the 
mortality ratios of the inoculated mice (Reed and Muench 
1938, Paul 1944), and the neutralising effect of the unknown 
serum may be compared with that of the normal and immune 
control sera. Similarly the degree of neutralisation of an 
unknown virus by a specific immune sefum may be calculated. 


The details of the methods used in immunological - 


studies of Mengo encephalomyelitis virus are described 
by Dick et al. For the purpose of identifying the virus 
isolated from the above-mentioned patient the following 
experiments were done: 


A 1 in 100 suspension in saline was made with the brain 
of a sick mouse which had been inoculated with fifth-passage 
mouse-brain suspension of the infective agent recovered 
directly from the human patient. The mouse-brain virus 
suspension in 0-25 mJ. quantities was added to 0-5 ml. portions 
of known normal and immune sera. The virus-serum mixtures 
were allowed to stand at room temperature for 20 min., and 
mice in groups of 6 were inoculated intraperitoneally with 
0-06 ml. each of a mixture. All mice remained well after 
inoculation with the mouse-brain virus suspension mixed 


with convalescent serum from a monkey (MR 692) which 


had been moculated with a known strain (UR 22) of Mengo 
encephalomyelitis virus. There was no neutralisation of the 
human strain of virus by sera from known non-immune animals. 
- A similar experiment was done with second-passage mouse- 
brain virus recovered from the human patient through 
rhesus monkey mr 739. The virus was again neutralised by 
serum from a monkey (mR 692) known to be immune to Mengo 
encephalomyelitis virus, but not by normal sera. 


The final proof of the identity of the infective agent 
from the human patient was achieved when it was shown 
that the patient’s convalescent serum neutralised both 
the virus isolated from the patient and a known strain 
of Mengo encephalomyelitis virus (UR 22 strain); inac- 
tivated second-day acute-phase serum from the patient 
had no:such neutralising power. This latter serum was 
inactivated by heating at 64°C for an hour. At the time 
of this test the pronounced stability of Mengo encephalo- 
myelitis virus was not known, and it is conceivable 
that active virus may have been present in the ‘‘ inacti- 
vated ” specimen. Accordingly, about a year after these 
tests were made, another protection test was done, in 
which the neutralisation effect of human immune serum 
on the UR 22 strain of virus was compared with that 
of (1) a known monkey immune scrum, (2) a normal 
monkey serum, and (3) serum taken from the human 
patient on the third day of illness and stored in a 
refrigerator. No virus was isolated from this third-day 


Normal and immune control serum- 


M.E. = Mengo encephalomyelitis. - = no test made. 

acute-phase serum, and any objection such as might 
be raised in the case of the original protection tests 
could not apply. The results of these intraperitoneal 
protection tests are presented in the accompanying 
table, which shows that the convalescent human serum 
protected mice against a test dose of 25,000 m.L.D. of 
UR 22.strain of Mengo encephalomyelitis virus and against 
at least 3170 M.L.p. of the strain isolated from the 


human patient. 


HUMAN IMMUNITY TO MENGO ENCEPHALOMYELITIS 


No specific surveys have been made for the purpose 
of studying the incidence of human immunity to Mengo 
encephalomyelitis virus ; but sera collected for yellow- 
fever immunity tests have been tested for neutralising 
antibodies to the Mengo encephalomyelitis virus. The 
technique used in testing these sera was similar to that 
of the neutralisation tests described above and has been 
discussed by Dick et al. The test dose of virus was in 
all cases greater than 100 M.L.D. per mouse; usually 
it was about 1000 M.L.D. | 

Sera from 237 persons have been tested, and 3 have 
been found to be immune: 1 from the patient whose 
case is described here ; and 2 from children aged 4 and 6° 
years, both living on the edge of the Budongo Forest in 
Siba village, ‘Western Province, Uganda. The results 
of the protection tests, excluding the case described, were 
as follows : 


Area where sera were collected No. tested No. immune 


Uganda : 


Bwamba County Ss 29 0 
Budongo Forest es 61 2 (3-3 %) 
„Toro District .. -. . 20 0 
“Kalinzu Forest. es 28 0 
Various areas .. ss 30 nee 0 
Northern FouOneale: a 39 as 0 - 
Tanganyika sues -9 fs 0 
Miscellaneous - 20 0 
Total .. 236 2 (0-8%) 


Dr. C. R. Rainsford, senior medical officer, Western 
Province, Uganda, kindly examined the two immune 
children and reported that they had no neurological 
symptoms. It is planned to carry out more extensive 
studies on the distribution of human immunity to Mengo 
encephalomyelitis virus. 


DISCUSSION 


The Mengo encephalamyelitis virus is so called bedu 
it was first isolated in Mengo District in Buganda, 
Uganda (Dick et al.), but the name is not intended 
to indicate that the activity of the virus .is confined to 
that district, since human immunity towards it has been 
demonstrated in the Western Province of Uganda. 


` 
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The symptoms of the illness were those common to 
all forms of acute encephalitis : headache, irritability, 
delirium, and vomiting. Symptoms of paralysis were 
also present. Virus was isolated directly from the 
patient’s blood. on the first and second days" of Hlness 
and identified as Mengo encephalomyelitis virus. Neutra- 
lising antibodies to that virus appeared in the patient’s 
serum during convalescence and could still be demon- 
strated more than a year after the acute stage of the 
illness... 

. The source from which the patient acquired the 


' infection is not known, and probably never will be. 


The patient had more laboratory contact with the virus 
than any of the other professional or technical staff. of 
the Institute, yet some of the others also had considerable 
contact. In the period immediately preceding the illness 
caused by the virus the patient was the only person in 
residence in the Institute compound. That there was 
“ free’? Mengo encephalomyelitis virus in the vicinity 
about this time is attested by the isolation of the virus 
from a naturally infected rhesus monkey kept out of 
doors iù the Institute grounds, from mosquitoes caught 
-round the monkey runs, and from a mongoose trapped 
in the compound (Dick et al). The infection may 
therefore have been contracted either in the laboratory 
or naturally. The point is only of academic interest, 
since immunological studies have already shown that 
man can acquire the infection naturally. 

The virus encephalitides of man may be divided into 
(1) primary virus infections with a known clinical 
syndrome, (2) suspected primary. virus infections, and 


 _ (3) infections with ordinarily non- encephalitogenic viruses . 


(Olitsky and Casals 1947). Included in the first group 


are the encephalitides caused by such viruses as those- 


of eastern (Ten. Broeck and Merrill 1933), western 
(Meyer et al. 1931), and Venezuelan encephalomyelitis 
(Kubes and Rios 1939), lymphocytic choriomeningitis 
(Armstrong and Lillie 1934), St. Louis encephalitis 
(Muckenfuss et al. 1933), Japanese B encephalitis (Takaki 


1926), louping ill (Pool et al. 1930), and Russian far- ` 


eastern tick-borne spring-summer encephalitis (Silber 
and Soloviev 1946), and by Sabin’s B virus (Sabin and 
Wright 1934). There is 
Dick (a) and (b) ) that Mengo encephalomyelitis virus 
is not identical with any of the known neurotropic 
viruses, and it may therefore be included ‘in the list of 
primary virus infections of man. 

The viruses responsible for- most of the suspected 
primary encephalitides have been isolated in this 
laboratory. One of these, West Nile virus, was isolated 


from a human (Smithburn et al. 1940) ; and two of them, 


the Semliki forest virus (Smithburn and Haddow 1944) 


and the Bunyamwera virus (Smithburn et al. 1946), 


from mosquitoes. The origin of another (Dick unpublished) 
is uncertain, but humoral immunity to each of them 
has been found in man. (It is suggested that Bwamba 
fever (Smithburn et al. 1941) should not, strictly speaking, 
be included among the encephalitis viruses, since there 
is. evidence that this virus, though highly neurotropic 


‘in mice, does not produce encephalitis in man.) Mengo 


encephalomyelitis virus might have remained in the 
group of suspected primary encephalitides if immediate 
and energetic steps had not been taken to find out the 
cause of a pyrexia of unknown origin in a man, with 
signs referable to the central nervous system, which 
was subsequently shown to be due to this virus. 
Though, -as already stated, humoral immunity in man 
has so far been demonstrated to four of the suspected 
primary encephalitis viruses isolated in Central Africa, 
nothing is known of the symptoms, if any, which these 
viruses may produce in man. We are therefore appa- 
rently in the unique position of having discovered the 
ætiological agents of several diseases whose clinical 
picture remains unknown. This in itself is sufficient 
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indication for the necessity of intensified laboratory and 
field studies on the virus ætiology of disease in East 
and Central Africa. 


SUMMARY 


A case of encephalitis in a laboratory worker was 
found to be caused by a Virus first isolated from 
animals in the Mengo District of Uganda. | 

The isolation and identification of this “virus are 
discussed. : 

Preliminary studies. on the distribution of human 
immunity to this virus have revealed the presence of 
neutralising antibodies in two children living in the 
Western Province of Uganda. It is therefore established 
that the human infection can be contracted naturally. 


We wish to thank the Director of Medical Services, Uganda, 
and the Director of Colonial Medical Research for permission 
to publish this paper. 
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PERFORATED PEPTIC ULCER 
‘REVIEW OF 105 CASES : ~~ 
| A. H. SANGSTER 
M.D. Dalhousie, F.R.C.S. 


SURGEON IN CHARGE OF SURGICAL UNIT, BALLOCHMYLE 
HOSPITAL, DEPARTMENT OF HEALTH FOR SCOTLAND 


_ PERFORATION remains the most calamitous complica- 
tion of peptic ulcer. Mortality figures vary from 1-1% 
(Baritell 1947) to 7-7% (McClure 1940) and to 26% 
(Martz and Foote 1940), while Monro (1945) states that 
most hospital series have a mortality of 20-25%. 

In 1939 I reported on 100 perforations with 24 deaths 
(Sangster 1939). I now review 105 with 4 deaths. The 
reason for this drop in mortality is at first not easy to see, 
but I believe it to be due to two main factors: patients 
in the first part of this series, being Service personnel, 
were in good general health; and cases in the latter 
half occurred after improvements in anzsthesia and 
postoperative care had come into use. l 

The average age in this series was 33-7 years, the 
youngest patient being aged 15 and the oldest 66 years. . 
The general health of our patients was better than usual. 
Nearly half of them were in one of the Services, young, 
active, and outwardly healthy people. Symptoms of 


peptic ulceration had been present in most of the cases for 
less than a year. 


The actual figures are : 


No history 24% 
History of a year or less . 46% 
» », 1-5 years es . -25% 
»  »„ more than 5 years = . B95 


In 3 patients an ulcer had perforated on a previous 

occasion. The history of 82 patients shows that the 

average duration of perforation before operation was 

8-7 hours. ` I believe this to be somewhat. shorter oem 18 
H2 
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usually found. Two patients in the series were not 
operated on. The history was typical, and radiography 
showed gas under the diaphragm, but all the symptoms 
had subsided by the time of admission. Both patients 
had travelled to hospital by air. 


SPERATION 


Operation was performed in 103 cases. It is our 
custom not to delay operation. Supportive measures, 
such as fluid replacement, serum-protein restoration, 
&c., are begun immediately and are continued during 
operation as necessary, but the operation is performed 
as soon as the anesthetist is satisfied with preoperative 
medication. 

The anæsthetist carries a great responsibility. He is 
entirely responsible for preoperative medication and for 
the choice of anesthetic. The usual anesthetic is 
nitrous oxide, oxygen, and ether. Curare has been 
used ever since its introduction and has definitely Proved 
its worth in the 27 cases where it was given. 

The operation has in many cases been done by one of 
the surgical registrars, and in some by the assistant 
surgeon. The essentials of the operation have been 
thesame. The perforation is closed as rapidly as possible. 
No attempt is miade to clean the peritoneal cavity, nor 
was drainage ever used. No drugs are ever placed inside 
the peritoneum. 

The method of closure is to take a double bite of the 
involved viscus, with an atraumatic needle, well wide of 
the lesion. This suture is tied and left long. The 
procedure is repeated on the opposite side of the perfora- 
tion. When these two stitches are lifted up, the perfora- 
tion sinks into a valley. Two or three further stitches 
may be inserted to keep the sides of the valley in apposi- 
tion. The two long end stitches are then used to tie 
a portion of omentum over the area. 

There were 79 duodenal ulcers and 13 gastric, and 8 
were placed in a category labelled pyloric.’ This last 
group includes those ulcers whose exact location could not 
be determined without unwarranted dissection. 

The above operation was used in all but 5 patients. 
_ Four gastrectomies were performed because of massive 

induration; and one gastro-enterostomy. All these 
patients recovered. 


POSTOPERATIVE TREATMENT 


A postoperative régime has been instituted which, 
‘we believe, has aided the recovery of many ae 
not only those with perforations. 

Chest complications are largely prevented by our 
physiotherapists, who institute supervised exercises the 
day after operation. There were 7 cases of pulmonary 
atalectasis, none of which was serious, nor did any call 
for active interference. Pneumonia developed in 2 
patients ; one recovered, but one did not (see below). 

No patient is instructed to leave his bed, but all are 
encouraged to do so the day after operation, and we have 
found that, once early rising is instituted in a ward, 
practically all patients wish to get up as soon as they are 
allowed. 

Diet is important. A high-protein low-fat diet is 
instituted 48 hours after operation. -Our dietitians 
provide a high-protein fluid diet based on Varco’s (1946) 
plan modified by peace-time scarcities. The following is 
the fluid diet devised by our catering officer and dietitians : 


VARCO I Composition (g.) - 
Carbo- Pro- ; 
hydrate tein Fat 
TAM. &« a cup oatmeal (strained) za 6:8 1-4 0:75 
*/¢ „ skimmed milk io ey 9-0 6-3 0-4 
Glucose as Sa ace ce — — — 
9 A.M. .. 1 cup orange juice.. ; ~» 24-0 — — 
Glucose 15 g. eis ue .. 150 — — 
10 A.M. .. Skimmed-milk powder 120 nE: 58:8 404 1-2 
1 cup skimmed milk -.- 120 8-4 0:5 
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12 (noon) 1 cup orange zuloa; sa .. 24:0 — — 

Glucose 15 g. ` on -- 150 — — 

2PM. .. le 0-4 64 5°8 

Seemed -miik bonia 30 g- 14:7 10-1 0-3 

Glucose 15 g. 15-0 — — 

1 cup skimmed milk 12-0 8-4 0-5 

4 P.M. .. Skimmed-milk powder t40 g. 58:8 40-4 1-2 

1 cup knmi milk 12-0 8-4 0:5 

Marmite — — — 

6 P.M. .. 1 glass fruit juice .. 440 08 — 

8 P.M. .. AS at 2 P.M. ‘. 42-1 24-9 6-6 
- Calories 2471 . 363-6 1559 17-75 

VARCO II 

Night Feed—. . i 5 
Skimmed milk 30 oz. . ni .- 435 29-0 2:7 | 
4 dried eggs Re -- — 240 240 . 

Skimmed-milk powder 6 oz.. e. > >. 875 600 1-8 

Sugar 200 g zé .. 200-0 23:5 12-5 


s Horlick’s eaalted milk ’ 5 Oz. S .. 96:5 
Calories about 2700 — 


al 


© 


. 427-5 136-5 4i- 


The use of this diet has been worked out by Mr. Gavin 
Cleland, F.R.C.s., the assistant surgeon, as follows : 


Ist day Water 

2nd day ... Varco 2: 2-hourly feeds of 2 oz. 

3rd day Varco 2 : 2-hourly feeds of 3- OZ. 
4th day Varco 1 

5th day Varco 1 

6th day Gastric (light and i galiet 


COMPLICATIONS 


Thrombosis.—In the last two or three years we have 
become thrombosis-conscious ; 
thrombosis anywhere, but particularly i in the calf muscles. 
The nurses routinely palpate the calves of all post- 


‘operative patients, and the finding of tenderness is 


considered an urgent indication for heparinisation. I 
have no experience of venous ligation for thrombosis. 

Subphrenic abscess occurred twice. Drainage in one 
resulted in recovery, but in the other further complica- 
tions ensued and death followed. 

Paralytic ileus was found in 4 patients. All recovered 
after the use of intestinal suction, morphine, and intra- 
venous fluid and protein replacement. One of these 
patients had sprue, and great difficulty was experienced 
in getting the bowels opened, even after bowel sounds 
had returned to normal. 


FATAL CASES l 
(1) A man, aged 41, admitted having perforated 72 hours 


before. He was a mental defective and had locomotor 
ataxia. He was “in extremis” and died shortly after 
operation. 


(2) A Polish soldier, aged 24, had perforated 11 hours before 
admission. After operation he developed a subphrenic absceas 
which was drained. Two weeks later further exploration of 
the subphrenic space revealed a big necrotic area in the 
liver. Four weeks later he developed pneumonia, followed 
by empyema. Toxæmia was the cause of death, but there 
was evidence of gross liver damage before the pneumonia . 
appeared. 

(3) In a man, aged 56, necropsy showed a fulminating 
pneumonia. 

(4) A man, aged 47, operated on for perforation had 
hematemesis on the 8th, 13th, and 21st postoperative days. 
Transfusions kept him in fair condition, but continuous 
bleeding set in 22 days after operation. Gastrectomy was 
performed 30 days after operation, because blood-trans- 
fusions could hardly replace the amount of blood lost. Half- 
way through the operation mobilisation of the duodenum 
opened an abscess. The man died four days later from 
peritonitis. 


In my former series of padoraus (Sangster 1939) 
a patient died from hæmatemesis. It may not be wise 
for one reason or another to perform gastrectomy on 
a particular patient, but I consider that postoperative 
hematemesis should make the surgeon consider this 
procedure. 


we carefully watch for . 
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SUMMARY 5 


A series of 105 cases of perforated peptic ulcer are 
reviewed. 

Of these, 103 patients were operated on, of whom 
4 died. 

It is suggested that recent advances in anæsthesia 
and postoperative care were mainly responsible for 
reducing the mortality to this figure from the 29% 
found in a former survey. 


I wish to thank the medical superintendent for permission 
to publish this article; and the members of the staff whose 


efforts have so largely been responsible for the happy results 


obtained i in most of these cases. 
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POLYARTERITIS NODOSA 
e REPORT OF A CASE 
R. D. TONKIN R.J. V. PULVERTAFT 
M.D. Lond., O.B.E., 


M.D. Camb., F.R.C.P. -7 


PROFESSOR OF CLINICAL 
PATHOLOGY IN THE UNIVERSITY 
WESTMINSTER - OF LONDON AT WESTMINSTER 

HOSPITAL . HOSPITAL z 


Ir is curious that the presence of palpable skin nodules 
and eosinophilia should still be regarded as the essential 
diagnostic criteria of polyarteritis nodosa because for 


M.R.C.P. 


CHIEF MEDICAL ASSISTANT 
AND REGISTRAR, 


many years now the various authorities who have 


reviewed the subject (Strong 1928, Curtis and Coffey 
1934, Harris et al. 1939, and Miller and Daley 1946) 
have all shown that in only a small proportion of cases 
is either of these features present. 

Furthermore, few people realise that polyarteritis 
nodosa by no means carries the high mortality originally 
ascribed to it. Over half the patients recover, and 
this recovery may include complete.resolution of the 
pathological lesions in the arteries. __. 

Believing that the condition is about to take greater 
prominence in clinical diagnosis, we offer a brief outline 
of a further proved case. 


CLINICAL RECORD ` 
‘ Mrs. A., aged 25, was admitted to Westminster Hospital 


on Feb. 2, 1947, in a state of coma, with a history of having 


had two fits within the past two hours. She had complained 


‘of abdominal pain over the preceding three weeks, and this 


had been unrelieved by alkalis. In the early hours of the 
morning of Feb. 2 she had a fit lasting a few minutes, after 
which she recovered consciousness. A second fit followed 
closely on the first. 

An hour later, on admission to hospital,~ she presented 
the clinical picture of “ rousable”’ cerebral irritation, but 
without any localising signs. Apart from incontinence, there 
were two outstanding clinica] findings—hypertension (165/100) 
and massive albuminuria. There was slight fever, but of far 
greater significance was the fact that she showed a tachy- 
cardia out of proportion to this fever, and irregularity of 
rhythm. There was also early papilleedema of the left optic 
disc. The other systems were normal. 

Next day she had a succession of ten epileptiform attacks 
at intervals of about #/, hour. These ceased after the intra- 
muscular administration of soluble phenobarbitone gr. 3. 

She exhibited an irregular pyrexia over the next few days, . 
but improved gradually to the point of coöperation. However, 
the disproportionate tachycardia and the heavy albuminuria 
persisted, and the hypertension became progressively more 
evident, there being a rise in the diastolic pressure to 130 mm., 
a level which persisted until her death three weeks- later. 
Macroscopic hematuria was present on two occasions, and 
repeated microscopy of the urine in the interval revealed 
@ moderate pyuria with some red cells and a few hyaline 


Fig. |—Macroscopical appearance of kidneys (half-scale). 
and granular casts. The blood-urea level was only 25 mg: 
per 100 ml. 

Within a few days it became apparent that she had 
developed a peripheral neuritis involving the left foot. The 
knee-jerk was weak, the ankle-jerk absent, and the plantar 
response lost in consequence of a cutaneous sensory loss 
over the foot and extending up the outer side of the lower leg. 

The Wassermann reaction was negative, and the cerebro- 
spinal fluid was normal in pressure and content. Radio- 
graphy revealed no abnormality in skull, but some enlargement 
of the left cardiac border ; the lung fields were clear. 

Electrocardiography gave confirmatory evidence of wide- 
spread myocardial involvement: there were multiple pre- 


.mature beats in the presence of a rapid nodal rhythm, and 


arising from various foci. Serial tracings were taken and there 
was a constant change. One taken three weeks later showed 
definite right axis deviation, in spite of the fact that the out- 
standing clinical finding was that of systemic hypertension. 
The P waves were large and the P-R interval prolonged. 

Over the next week or so the hypertension and the albu- 
minuria remained unchanged, the blood-urea rose to 60 mg. 
per 100 ml., the disproportionate tachycardia persisted, and 
the leucocyte-count remained raised in the-region of 16,000 
per c.mm. (polymorphs 89%). There was no eosinophilia. 

The patient repeatedly asserted that she had no headache, 
and she was in fact remarkably free from any subjective 
complaints. Her indifference to her predicamėnt as a whole, and 
to the paralysis of the left foot in particular, was noteworthy. 

On the 16th day she developed acute left heart-failure 
with presystolic gallop, and extensive pulmonary cedéma, 
but responded very satisfactorily to digitalisation. However, 
five days later her general condition began to deteriorate 
rapidly. The blood-pressure rose even further (200/130), 
epileptiform attacks came on again, and papilleedema became 

unmistakable in both eyes. A blood-count showed a persistence 
of the leucocytosis at 18,000 per c.mm. (polymorphs 91%), 


Fig. PSD of kidney, showing multiple small infarcts. 
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and blood-urea remained at 60 mg.. For the last few days 
of life continuous morphinisation was required to control 
the epileptiform attacks. The blood-pressure rose further, until 
as a result of myocardial failure it fell shortly before death. 
The total duration of illness was about seven weeks. The 
patient maintained a tachycardia throughout her illness, and 
that this was constantly disproportionate to the temperature. 


POST-MORTEM FINDINGS 


The outstanding macroscopical finding was extensive 


infarction in the kidneys (fig. 1). The infarcts were both old 
and recent.and caused contraction and gross lobulation of the 
kidneys. Fig. 2 is a section of one.of the kidneys, and 
strikingly demonstrates the secondary effects of the vascular 
lesions. It shows multiple infarcts, surrounded by a zone of 
hyperxmia, with areas of normal kidney tissue intervening. 

The heart showed considerable hypertrophy of the left 
ventricle and minute white nodules just under the visceral 


pericardium and arranged along the track of small superficial _ 


blood-vessels (fig. 3); migroscopy revealed that these con- 
sisted of a fibrous reaction round the vessels where the walls 
had given way as a result of fibrinoid necrosis. There was 
also a small area of infarction in the muscle of the left ventricle 


Fig. qoruance of heart, showing nodules along course of 
small pericardial vessels. 


at the apex. The main branches of the coronary arteries were 
normal. 

The spleen showed a solitary healed infarct. 
cant abnormality was discovered in the brain. 

The microscopical appearances were essentially _similar 
in all parts, but were best illustrated in the small myocardial 
and renal vessels. At points along the course of the arterioles 
areas of necrosis in the walls were found, and segments of the 
circumference were absent. Thrombosis occurred within 
the vessel, and at the point of a local breach in the wall the 
neighbouring tissues had been invaded. . Various stages of 
this process were seen in different sections: in some places 
fibrinoid necrosis of the wall and early thrombus formation ; 
in others organisation of thrombus and surrounding inflam- 
mation. Most of the lesions, however, were in the stage of 
‘healing ” ; the thrombus within the vessel was well organised 
and in some cases had even recanalised, and considerable 
fibrosis surrounded the lesions. 

Fig. 4 shows a section of a ssubpericardial vessel cut 
diagonally. The vessel wall has given way in several places, 
thrombosis has occurred, and there is much fibrous reaction 
round the lesions. Portions of the original vessel wall remain 
intact. Fig. 5 shows a further stage of healing, in that the 
thrombus has been recanalised. 

In the parts of the kidney which were not involved in the 
infarction the glomeruli were normal—i.e., there was no 
associated glomerulonephritis. This is by no means uncommon 
in cases of manifest polyarteritis nodosa. _ 


DISCUSSION s 


Though the lesions in polyarteritis nodosa are extremely 
localised and constant they are very widespread and 
profuse. Hundreds of small arterioles in all parts of 


No signifi- 


Bees, 


k: D A 


Fig. 4—Oblique section through pericardial arteriole, showing several 
areas where wall has necrosed and thrombus has invaded neighbouring 
tissue. 


the body are occluded, with consequent production of 
many small infarcted areas. Since any organ in the 
body may be involved, the symptoms are protean ; 
and it is this that makes diagnosis during life so difficult. 

Many observers have attempted to classify polyarteritis - 
nodosa into different types; but, as Miller and Daley 
(1946) point out, it is questionable whether this is 
helpful. Nevertheless it is necessary to have some basic 
framework on which to develop a clinical -picture, for 
it is scarcely scientific to say that a diagnosis of poly- 
arteritis nodosa must be considered. when a plethora of 
symptoms is present not conforming to any, established 
syndrome. 

Harris et al. (1939) demonstrated by necropsy that 


pathologically the kidneys are the organs most often, 


involved ; they found lesions in 87% of cases. . Poly- 
arteritis nodosa is therefore a diagnosis that should be 
considered in any case which presents with a “‘ nephritic 
syndrome ” (in its broadest sense), and in which there 
are one or more additional and apparently incongruous 
features. The more important of these features are 
(1) fever; (2) persistent tachycardia disproportionate 
to the rise in temperature; (3) cardiac arrhythmia, or 
other evidence of an acute toxic myocardial process, 
especially a changing electrocardiogram ; (4) peripheral 
neuritis; (5) persistent moderate polymorph leuco- 
cytosis ; (6) recurrént polyarthritis ; (7) abdominal pain ; 
and (8) transient pulmonary infiltrations. | 
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Fig. 5—Cross-section through small arteriole, showing later stage 
of organisation of strombus and recanalisation. 
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Though the term “ nephritic syndrome ” has been 
used here as the basic framework upon which to develop 
the clinical description, in any particular case the 
albuminuria, the hypertension, the edema, or all three, 
may be absent. The two features which we regard as 
the most important, and the most often encountered, 
are {1) a disproportionate tachycardia, especially if 


.supported by electrocardiographic evidence of wide- 


spread myocardial involvement; and (2) a persistent 
moderate polymorph -leucocytosis without any other 
These. two features were 
emphasised by Lamb (1914). 
SUMMARY | 

Attention is' drawn to the fact that polyarteritis 
nodosa only carries a 50% mortality, and that skin 
nodules and. eosinophilia, previously regarded as 
pathognomonic, are uncommon. 


A case is reported in which the clinical manifestations 


were observed for seven weeks and the diagnosis was 
confirmed post mortem. 

The clinical picture may be pleomorphic, but there 
is almost always clinical evidence of renal involvement. 
Two other diagnostic “‘ signposts ” are a disproportionate 
tachycardia and other evidence of myocardial involve- 
ment, and a persistent moderate polymorph leucocytosis. 

Our thanks are due to Sir Adolphe Abrahams for permission 
n ee the case and for much help and advice, and Mr. 

F. King for opinion on the fundal changes. 
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CENTRAL CONSULTANT TUBERCULOSIS OFFIOER, LANCASHIRE 
COUNTY COUNCIL 


Dovust has arisen about the value of mass radiography 
in that the return may not be commensurate with the 
expense, as foreseen from the beginning by many 
in the tuberculosis service. One obvious method of 
preventing this result is to use mass radiography solely 
for selected groups in whom tuberculosis is expected to 
be more than ordinarily prevalent. This is the method 
usually followed at present. A drawback to the exclusive 
use of this method is that mass radiography would 


' come-to be associated with susceptibility to tuberculosis, 


and to be singled out for mass radiography would be 
tantamount to being labelled a tuberculosis suspect. 
This seriously limits the use of mass radiography. 

A better method, which could include the foregoing, 
would be to make sure that by adequate propaganda 
a high proportion of the examinees in any group to be 
surveyed could be expected to attend for examination. 
There are two reasons behind this statement. First, 
-the common-sense argument that there must be some 
minimal effectiveness of mass radiography below which 
the procedure is not worth while. Some would perhaps 
place this minimum at a single person and say that if 
a survey discovers one tuberculous person it has been 
worth while ; but it is not difficult to reject this extreme 
view. Secondly, it may be expected that if two-thirds 
of a large group of people agree to participate in a mass- 
radiography survey and a third decline, the reasons 
which caused the third to decline will lead to the existence 
of more. cases of tuberculosis per 1000 in the abstaining 
group than in the two-thirds who participate. In other 
words, the greater the proportion of -persons examined 
in any group, the greater will be the percentage incidence 


` (70)? 


INCIDENCE OF TUBERCULOSIS IN RELATION TO PERCENTAGE 
OF PERSONS EXAMINED 


: Survey employed niei AEA aaien" 
—E | 8890 4675 | 526 ` 3-6 
c 34,150 | 20,498 -60-0 41 
D 8460 | 5232 61-9 4-3 
B 19,940 | 14,338 71-9 5:2 
A 13,600 | 10,982 80-8 6-1 


of tuberculosis discovered, because it will more and 
more approximate to the true percentage incidence in 
the whole group. 

That this is no mere speculation is shown by the 
figures relating to the last five surveys carried out by 
the Lancashire county council no. 1 mass radiography, 
unit (see table). 

The question now arises whether any lower limit can 
be fixed to the effectiveness of mass radiography, below 
which its use cannot reasonably be justified. Clearly 
such a limit must be arrived at from practical con- 
siderations. I suggest that, to be worth while from the, 
standpoints of cost, man-power, and effective control 
of infection, a mass-radiography survey should ‘discover | 
more tuberculosis than it leaves undiscovered. To place 
the limit any lower than this would incur the risk of - 
actual harm being done by a mass-radiography survey 
owing to the false sense of security which might reasonably 
attach to a group which had been so inadequately 
surveyed that the greater part of its initial content of 
tuberculosis still remained undiscovered. 

If it is accepted that the limit of effectiveness of a 
survey is the discovery of at least half the tuberculosis 
in any group, it can be shown that the proportion of 
persons who must be examined to satisfy this requirement 
is about 70%. This figure is derived from the foregoing 
table in the following manner:: 

It is noted from the table that the variation in the amount 
of ,tuberculosis detected by mass radiography is almost 
directly proportional to the percentage response. This means 
that if, 100% response gave 10 tuberculous persons per 1000 
examined, a 40% response would give 4 tuberculous persons 
per 1000 examined, and the degree of adequacy with which a 
partial examination represents the percentage incidence of 
tuberculosis in the entire group will vary with the square 
of the percentage examined. Hence if 100% examination 
gives all the detectable tuberculosis, 70% response will give 


i900 °F 49% of the total tuberculosis in the entire group—, 


i.e., 70% of the total because only 70% are examined ; and 
this figure is again reduced ta 70% of itself because the 
expected incidence of tuberculosis is only 70% of the incidence 
in a representative sample. 

It is possible to obtain a similar result by calculation 
from the known incidence of tuberculosis in the general 
population, without the information given by the pre- 
ceding table, but the calculation is too complicated for © 
general use. 

In view of the loss of time associated with the dis- 
mantling, transportation, re-erection, and testing of the 
apparatus each time it is moved, it is scarcely practicable 
to arrange a survey for less than about 4000 persons, 
except as part of a larger survey. 


SUMMARY 


There is a lower limit to the efficiency of mass 
radiography, below which it becomes uneconomical. It 
is suggested that a practical measure of this lower 
limit would be the point where mass radiography leaves 
undiscovered more tuberculosis than it discovers. _ 

On this basis it is shown that not less than 70% of 
any group to be surveyed should actually be examined. 
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Reviews of Books 


Clinical Picture of Thyrotoxicosis 
PETER MoEWaAN, M.B., F.R.C.S.E., consulting surgeon, 
Bradford Royal Infirmary. Edinburgh: Oliver and Boyd. 
1948. Pp. 127. 15s. 


Mr. McEwan is a Yorkshire surgeon, who has been 
treating cases of thyrotoxicosis for the last quarter of 
a century. He has now condensed his experience of the 
disease into this little book. Its most engaging quality 
is its unpretentiousness, for it simply describes what 
the author has himself seen. Theories of causation, and 
of the mechanism of symptoms, are not discussed. The 
various phenomena which make up the clinical picture 
are treated individually in brief chapters—a method 
which makes the reader’s path an easy one. The great 
variety of clinical types of thyrotoxicosis is much 
emphasised—perhaps, indeed, over-emphasised. It is not 


easy, for instance, to accept his contention that thyro-. 


toxicosis is a cause of pain in the arm, though the candid 

‘way in which the evidence’is presented makes it difficult 
to quarrel with him. Treatment is dealt with more 
briefly. The relative merits of surgery and thiouracil 
are discussed in a fair and balanced manner, and the book 
concludes with an interesting analysis of deaths from 
thyrotoxicosis, as recorded by the ,Registrar-General. 
The striking peak of deaths in 1936 is probably due, 
.Mr. McEwan thinks, ‘‘to the hand of the surgeon,” 
and the subsequent fall to improvement in technique. 
Even in 1945 at least 70 deaths were attributed 
to thyroidectomy, as opposed ta 4 attributed to 
thiouracil. 

This friendly little book is a welcome relief from the 
standardised products of modern team-work. It is easy 
to read, though not always easy to agree with; and it 
could be improved by revision. . 


Diagnosis in Daily Practice. 
BENJAMIN V. WHITE, M.D., assistant clinical professor 
of medicine, Yale University ; CHARLES F. GESCHICKTER, 
M.D., professor of pathology, Georgetown University. 
Philadelphia and London: J. B. Lippincott. 1947. 
Pp. 693. £4 10s. 


DESCRIBED as “‘ an office routine based on the incidence 
of various diseases,” this large book js divided into five 
parts—the diagnostic survey, diagnostic abnormalities, 
symptoms and physical findings, laboratory procedures, 
and major diseases. The authors stress the statistical 
aspect and assess the diagnostic significance of clinical 
findings largely on their incidence in various conditions. 
It is, in essence, the method of working from the most 
probable through the possible to the most unlikely ; 
and though it has much to recommend it, this approach 
has obvious difficulties. Certainly diagnosis is reached 

„by the linking up of symptoms and signs, but the cross- 
references and tables needed to correlate all the possible 
combinations are too numerous and complex. In spite 
of this, the book contains-a mass of useful information, 
most of it easy to find, some much less so. Tables on 
the statistical survey and of normal standards, and some 
of the tables of differential diagnosis, are especially good. 
The main strength of the book, however, lies in its 
illustrations and diagrams, some of which—notably 
the coloured illustrations of skin diseases and dia- 
gramatic representations of the distribution and types 
of rashes—are excellent. - 


Vitamins and Hormones 
Vol. v. Editors: Rosert S. Harris, professor of 
biochemistry of nutrition, Massachusetts Institute of 
Technology; KENNETH V. THIMANN, professor of plant 
- physiology, Harvard University. New York: Academic 
Press. 1947. Pp. 478. $7.50. 


THIs well-produced, if rather expensive, volume is a 
worthy successor to its four precursors, and it carries a 
cumulative index. Like the others, it contains some 
broad surveys, which have a wide appeal and (when 
contemplative and properly critical) a synthetic value, 
and also some monographs crammed with facts. The 
monographs can be fully appreciated only by the 
specialist, who already knows the facts and who may 


find the account outdated, for it takes time to produce 
works of this kind. - . = 

In the section on vitamins, Melnick and Oser’s account of 
physiological availability is in the best tradition of review 
articles. Thoughtful, critical, and up to date, it warns us 
that vitamin ‘content and availability are not synonymous. 
W. J. Darby reviews the physiological effects of pteroyl- 
glutamates in man. He gives a good summary of early 
clinical experiences with them; but many more cases have. 
been reported since he wrote it, and his appraisal of the 
therapeutic value of these substances may therefore prove 
too cautious—a good fault in these days of new enthusiasms. 
In a highly technical account of the synthesis of vitamin A 
and related products, it is rather startling to find that: 17 
of the references are to U.S. patent specifications in the 
author’s name. This article, like those on the vitamin 
requirements of the chick and the mouse, aims more at the 
statement of facts than at their critical discussion. From 
Professor von Muralt comes a stimulating essay—of interest 
alike to the physiologist, clinician, and biochemist—on 
the highly specialised work he has been directing in Berne 
on the presence and functions of thiamine in peripheral 
nerve. 

The section on hormones opens with 4 detailed account by’ 
Li and Evans of the isolation, and physical, chemical, and 
biological properties of the hypophyseal growth and adreno- 
corticotropic hormones. Both are proteins of moderate 
molecular asymmetry and low molecular weight. Charipper 
and Gordon broadly survey the biology of antithyroid agents, 
covering their physiological and biochemical actions in 
animal spécies from invertebrates to mammals. Some 
structural formule would have made the discussion of the . 
chemical nature of these substances clearer. 

The rest of this section is devoted to sex hormones. Emmens 
and Parkes discuss the effects of cestrogens on the male 
mammal. Carter, Cohen, and Shorr, in a lengthy account 
of the clinical uses of androgens’ in women, call attention to the 
widely different dosages employed with apparently equal 
success.. Many of the benefits reported cannot be ascribed 
to specific actions, and it is hard to allow for the psycho- 
logical reactions of the patient to hormone therapy. We 


may have to abandon the idea of the sex hormones as sub- 


stances with single sex-specific actions. Androgens and cestro- 
gens both enter into the physiological economy of both sexes, 


‘and many of their observed effects seem related indirectly 


if at all to sexual physiology. Heller and Maddock have 
contributed an article, on the clinical uses of testosterone 
in the male, which is outstanding in its orderly development 
and in the clear guidance given to the clinician on the value 
and the dangers of this expensive and fashionable synthetic 
hormone. Their final judgment is that ‘ testosterone has 
a single undisputed use. This is its application in correcting 
the signs and symptoms that attend gonadal failure due to 
primary testicular involvement.” 


Misprints are extremely rare, but an irritating rash of 
abbreviations, such as PGA, MT, ICSH, and PABA, 
disfigures some parts of the book. 


Surgery of the Ambulatory Patient (2nd ed. Phil- 
adelphia and London: J. B. Lippincott. 1947. Pp. 932. 72s.). 
—The doctors who do minor surgery are often pee] serra 
and rely on books. Prof. L. Kraeer Ferguson, of the University 
of Pennsylvania, has provided them with one which cannot 
fail to be popular. He writes with a wide experience of the 
subject and gives the sort of detailed information which 
makes the difference between good work and bungling. The 
first part of the book deals with general considerations such 
as equipment, anesthesia, dressings, and the conduct of 
operations. The second covers the range of minor surgery, 
and a good deal more besides, region by region. The third 
part deals with fractures and dislocations. - There are abun- 
dant illustrations, both photographs and drawings, of excellent 
quality, and British contributions are well represented_in the 
references. 

The scope of minor or outpatient surgery is determined 
not only by medical fashions and resources but by social and 
economic factors. Professor Ferguson includes in his book 
many conditions which would in England probably be treated 
in hospital.. Some of these might have been omitted in favour 
of a description of alveolar abscess, or of the right way to 
open a quinsy—to mention only two subjects for which one 
looks in vain. 
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Proteolysed Liver A&H is prepared by a process which eliminates 


the nauseating flavour of raw liver. 


Its palatability has been further 


improved. by its presentation in a paste form. It may be readily 
incorporated in the normal diet by its inclusion in soups or on 
toast, bread or dry biscuits. 


In pernicious anémia and other megalocytic anemias proteolysed 
liver has proved effective in cases which have failed to respond to 


extracts of liver in general use. 
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to IRON DEFICIENCY ANAEMIA 


Ask a.doctor in India . . . in Australia . . . in Argentina... 
anywhere, which condition he meets most often as a re- 
sult of nutritional defect. Almost always his reply will 
be: ‘iron deficiency anaemia’. Here is one international 
” problem for which there is a unanimous answer — the 

simple administration of iron by mouth. This is the 
| single, clear-cut purpose of Fersolate Tablets, the 
original preparation of ferrous sulphate combined with 
copper and manganese. 


Even the severest case normally responds to the recom- 


JA everywhere 


> 


mended dose of three Fersolate Tablets daily, haemo- 


globin regeneration occurring at the rate of 1 to 2 per- 
cent daily. And, quite apart from the specific action of 
Fersolate, this simple routine often brings dramatic 
improvement in the patient's general well-being. 


Known as Fersolin in certain countries. In containers of 100. — 
Each tablet contains exsiccated ferrous sulphate, 3 grains (200 mg.); copper 


sulphate, 1/25 grain (2.5 mg.); manganese sulphate, 1/25 grain (2.5 mg.) 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 


Other laboratories and factories in England at Barnard Castle, Driffield, Stratford (London, E.15) and 
Ulverston. In Argentina, India, Italy and New Zealand. Agents in almost every country in the world. 
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a Adoption 

© Wrra some 33,000 children in this country lacking 
a family life, would-be adopters usually suppose that 
their only problem is to pick a congenial child. Feeling 
that their good intentions are a sufficient guarantee 
for the child’s future, they are astonished at the 
obstacles often put in their way. Babies seem to be 
inexplicably scarce ; adoption societies ask for details 
which the adopters cannot believe to be relevant ; 
and the law imposes exasperating delay. All this is 
. the more annoying if they happen to hear of other 
prospective parents who “got a child without any 
trouble ”—without impertinent questions, without 
waiting, and without guarantees on either side. `- 


Their bewilderment is fully justified, for the three 
legal ways of adopting a child in England today 
have hardly anything in common, The methods are 
styled adoption through a regular society, third-party 
adoption, and direct adoption. The last is the least 
trouble: the mother hands the baby to some sympa- 
thetic friend, perhaps over a glass of beer at the 
local, and the adopter goes through with the necessary. 
` legal formalities—or she doesn’t. The child thus 
has no safeguards whatever. Third-party adoption 
offers him very little more security: a doctor, the 
matron of a nursing-home, a health visitor, or any- 
body else, can introduce a prospective parent to a 
likely baby ; this third party is only required (and 


often forgets) to notify the health department of the . 


local authority seven days before the child is adopted. 
The interval is intended to give the authority time 
to send a vitor to see and approve the home ; but 
in prattice a week is often too short. And there are 
other drawbacks to the method. Thus the third 


party may be far more concerned with the welfare , 


of the prospective parent than with that of the 
child; and doctors, it seems, are particularly ‘prone 
to this fault. Feeling sorry for the spinster of 50, 
the aouple who have foregone a family because one 
partner has hemophilia or epilepsy, or the neurotic 


widow, they prescribe a child in much the same, 


spirit as they would prescribe a course of pheno- 
barbitone or a month at the seaside. The results, 
for the adopter, may be good, at any rate at the 
- outset; but the child is willynilly committed to a 
long-term engagement. His spinster mother may be 
old and infirm when he is yet in his teens ; his adopted 
father’s health may deteriorate, and with it the ability 
to support a wife and child; his widowed foster- 
parent may use him as the sounding-board for her 


own emotions, and rob him of his peace for life. 


These are important hazards, and they ought to be 
considered carefully on the child’s behalf. There is the 
further drawback that third-party adoptions are often 


arranged within a single neighbourhood. The child 


is brought up among neighbours who know his mother’s 
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history and his own ; and he is always encountering 
his real, as well as his adopted, relations. It is only 
fair to the child to give him a fresh start in surroundings 
where nothing is known of his antecedents ; otherwise ` 
he has to make an exceedingly difficult and complex 
adjustment. Finally, the method is open to one 
signal abuse: there are matrons of some small 
nursing-homes who make a regular practice of arrang- 
ing adoptions. They cannot, of course, take money 
for this service without bringing themselves into 
conflict with the law, but they let it be known‘ that 
they will undertake to find a home for the expected 
child, and they charge the mother a high rate for her 
confinement. This is clearly àa most improper pro- 
ceeding, exposing the child to all the risks of casual or 
careless placement, and the mother to something like 
sharp practice. 


To recognise these facts is to understand more | 
clearly the policy of the adoption societies. They ` 
hold that the important party in an adoption is not 
the prospective parent but the child. The adopters 
‘may be seeking an immediate solace or comfort, but 
the child’s whole future is at stake; and he will have 
to pay in the long run for any error of judgment 
made by his would-be benefactors. The societies 
must therefore take their duties seriously, and in so 
doing many of them have the advantage of the 
‘experience that goes with a respectable age. Besides 
the regular societies, however, many small moral 
welfare organisations have in recent years registered 
as adoption societies in order to be able to place 
illegitimate children who come their way ; and though 
this means that societies—now about 50 in all—are 
distributed more freely through the country than 
they used to be, it has the disadvantage that small 
,societies may arrange adoptions for as few as six 
childten a year (which gives them little experience) 
and are often obliged to place a child in his own 
neighbourhood. a a 


The law provides general safeguards. Thus, nobod 
under the age of 25 may adopt a child ; and a single 
man may only adopt a boy, not a girl. But the regular 
societies make more stringent rules. They have a 
case-committee which inquires thoroughly into the 


. suitability of would-be adopters, and also into the 


health and antecedents of the child. As a rule only - 
married -couples in early middle life arè approved, 

though occasionally a brother and sister may be 
accepted as joint adopters. Adoption by a single 


. person or a widow is not encouraged, partly because 


the societies believe that the child needs both parents 
if he is to have the best possible chance of developing 
normally, and partly because the untimely death of a 
single adopting parent may leave the child stranded. 
The society’s case-committee checks the marriage 
certificate of the parents, visits their home, and gets 
credentials of their suitability and health. The child 
is examined medically before .he is accepted; a 
Wassermann test is done; and the mother has her 
rights explained to her. The child then goes to the 
parents on trial for three months—which the societies 
regard as a good plan because it. gives everyone, 
including the mother, time to think things over. 
After three months the parents can, if they wish, 
consider the child for another three months, but at 
the end of that time they must adopt or give him 


6 


` too fan. 
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back. Until the child is legally adopted the mothér 
has the right to change her mind and refuse to 
surrender him, and this may fall very hardly on 
adopters who have come to love the child as their 
own. But the period of delay also has another use : 

it gives the parents a good chance to assess the 
intelligence of the child. The trial period usually 
starts when he is about six months old, and at this 
age it is not easy to diagnose mental defect, especially 
of minor degree. During the ensuing six months 
development in a normal child is exceedingly rapid ; 


and, since the legal arrangements often take a further . 


three months to complete, the parents (and their 
family doctor) have nine critical months in which 
to study the child’s mentality and rate of development. 
Adoption means that parents accept full responsibility 
for the child as if he were their own; and many 


., will consider that they ought to have this chance of 


studying him carefully before doing so. Nevertheless 
it is possible to be too cautious. Fathers and mothers 
normally receive- their children as surprise packets, 
and sometimes the surprise is not pleasant. Some 
adopters, perhaps, would be willing to take the same 
risk, especially if it meant earlier adoption. From the 
psychological point of view, adoption in the first few 
weeks of life is preteragle for both the child and the 
parent. 


In their efforts to safeguard the child it is possible, 
indeed, that the adoption societies have gone a little 
They say that since they always have more 
would-be parents on: their books than children, they 
can afford to take serious trouble about finding the 
child a good and fitting home: But there is some 
reason to suppose that more children would come 
their way, and fewer be disposed of by direct and 
third-party adoption, if their investigations, andı 
precautions were a little less formidable. Their 
obligations would surely be fulfilled if they ensured 


that the baby had as good a chance of a comfortable - 


and happy home as the average child, and that the 
adopters had as good a chance of getting a normal 
healthy baby as average parents. There is a risk 
that by being meticulous they may defeat part of 
their own purpose ; they ought, as a matter of course, 
to be arranging nearly all the adoptions in the country, 
but in fact they are leaving a large proportion almost 
unregulated. It is important to remember those 


33,000 children being brought up without any home - 


life at all; for if most of these had been adopted 
in infancy they would, by and large, have had a 
happier and emotionally more satisfying life than they 
are getting now. Adopters, it seems, are not scarce; 

encouragement and propaganda would doubtless swell 
their ranks; and over some ten years they might 
greatly reduce the numbers of deprived children 
brought up in institutions, with a great gain in 
happiness all round. What if some of the adoptions 
did.go wrong? There would, of course, be individual 
failures, some of them grievous, as there are now. 
But the chances are that most would turn out quite 
well—certainly as well as, or better than, life in an 
institution. The child’s chief need is the direct and 
personal love of parents: the best physical care, the 
prettiest clothes, the finest grounds, the kindest nurses, 
and the most nutritious food are not a substitute 
for this. 


- disposal. 
likely to give rise to serious trouble are fully discussed 


Mastoid Surgery 

To some extent mastoid surgery connotes failure 
in treatment. Though often there seems to be no 
line of demarcation, acute suppurative mastoiditis 
can be regarded as a complication of acute suppurative 
otitis media, which is itself secondary to infection 
in or near the nasopharynx. This infection travels 
by way of the submucous lymphatics up the eustachian 
tube. Treatment therefore aims at arresting the 
infection at its source and at preventing this spread. 
If the middle ear is already involved by the time the 
patient presents himself, energetic measures may 
succeed in segregating and finally eliminating the 
infection. The means employed are now matters 
of routine, including chiefly a direct attack on the 
infecting organism by some form of chemotherapy, : 
and local applications to the site of invasion. If 
this site is in the nose, steam inhalations should be 
employed—or short-wave diathermy if it is available— 
and also some method of nasal ventilation or sinus 
drainage.1 With energetic conservative treatment 
of this kind from the outset, and. with. the patient at 
rest in bed, the condition will usually resolve. 

Yet in spite of unremitting care and compre- 
hensive treatment some cases progress to bone 
invasion and caries in the middle ear or mastoid 
process. Unless otherwise explicable, the persistence 
of purulent otorrhcea, or an abnormal unruptured 
drum, and deafness for a few weeks indicate such a . 
state of affairs. At this stage a Schwartze mastoid- 
ectomy will effect a cure, but if it is not under- 
taken the infection may ‘become chronic. In this . 
sense every case of chronic otorrhoea can be considered 
either a failure of the treatment originally given or the 
result of neglect; and every student, undergraduate 
or postgraduate, should be taught to think it so. 
At present far too many cases of chronic infection 
still appear in the outpatient departments. Fortun- 
ately, apart from the social unpleasantness of a dis- 
charging ear and gradually increasing deafness, the 
patients are seldom seriously inconvenjenced ; but 
a proportion of them endure acute exacerbations 
of infection and complications of greater or lesser 
severity, and these require more energetic treatment 
—usually sonte form of mastoidectomy. 

The two problems in management of the chronic 
discharging ear are thus (1) the selection of cases in 
which complications are probable, and (2) theix proper 
The types of chronic discharging ear 


in otology textbooks. Each case must be considered 
individually and the decision can be made only by 
an otologist ; after which the treatment is entirely 
a matter of operative technique. The operations 
usually employed for ablation of the disease are the 
radical mastoidectomy and its various modifications 
for disease confined to the attic region. (There are 
undoubtedly cases where the infection is only in the 
tympanum or epi-tympanum and does not apparently 
extend to the mastoid antrum.and cells.) These 
classical operations involve an approach to the 
middle ear through a postaural incision, and this means 
removal of a great deal of possibly healthy mastoid 
bone. Such a route, it must be confessed, seems 


1. See Lancet, July 17, p. 104. 
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umnecessary if the middle ear alone is involved and 
can be approached in any other way. The fathers of 
otology, TOYNBEE and his immediate successors, 
- performed intrameatal operations, for the post- 
aural approach had not been devised, and lately 
there has been a return to this type of surgery from an 
unwillingness to remove healthy tissue. LEMPERT’s 
endaural approach and TUMARKIN’s intrameatal 
procedure? are both methods of this kind. Undoubtedly 
these operations have their uses but, purely on 
technical grounds, time and more extensive applica- 
tion by other surgeons are necessary before they 
can be included as part of the equipment of. the 
average otologist. Even more important, the proper 
selection of cases is essential, especially for TUMARKIN’s 
procedure, and though a fair estimate can be made 
by clinical and radiological examination the fact 
must be faced that mastoid cells may be infected in 
regions remote from the antrum. Without exentera- 
tion of such cells the, operations will fail, and this 
risk must be remembered. 


The Law and the Judges 


THE dropping of the death-penalty amendment to — 
the Criminal Justice Bill; even if it was a concession: 


to prejudice, was necessary to save delay over a 
measure that commands wide support. It will prove 
a benefit if it later permits a more informed and decisive 
verdict on the abolition of capital punishment. 

But the debates have demonstrated all too clearly 
the weight and obstinacy of the opposition that con- 
fronts penal reform. If.anyone has had illusions 
_ about the amount of ground gained for rational 
penology, those illusions must have been dispelled ; 
for it is evident that the progress made is both insuffi- 
cient and precarious. Many people familiar with the 
work of social psychologists such as HERMANN 
MANNHEIM, students of delinquency and penology 
such:as CYRIL Burt and Norwoop East, and writers 
_ like Edwarp GLover who have examined at length 

and objectively the dynamic psychology of certain 

-forms of punishment, must be bewildered and dis- 
appointed to find responsible persons, concerned in 
the administration of justice, who still clamour for 
_ the reinstatement of flogging, and who, like the 
statutes they administer, .retain ideas of sexual 
delinquency which were demonstrably outmoded fifty 
years ago. A study of the opinions ‘expressed by 
members of both Houses in these debates brings home 
very sharply the gap between knowledge and practice. 
‘Actual judicial , procedure in this country is in 
general, and within its terms of reference, fair and 
humane: but theattitude which the courtsadopt toward 
the proven delinquent is often the reverse. The 
incongruity between the attitude of a learned judge to 
the sexual offender while he is on trial, and to the 
same offender when the time comes to pronounce 
sentence, is sometimes startling, and we are now 
faced with the anomaly that legislative efforts to 
reform the penal code can be frustrated by the 
judges. Thus to combat the increase of crime they 
seem to put their trust chiefly in an increasing severity 
of sentences. The latest report of the Commissioners 
of Prisons ? contains an analysis of lengths of sentence 


2. Tumarkin, A. Lancet, 1948, i, 708. 
3. Report of the Commissioners of Prisons and Directors of Convict 
Prisons for the year 1947. Cmd. 7475. H.M. Stationery 


Office. Pp. 116. 2s. 


during the years 1913, 1938, 1945, and 1946 which 
shows a steady fall in those of less than a month, 
from 78% of the total in 1913 to 22°9% in 1946, 
balanced by a rise in all longer ones. To some 
extent, of course, this is in line with advanced opinion, 
which sees little use in brief imprisonment as a means 
of reformation : the longer sentences could conceivably 
be defended if they gave. better opportunity for 
psychiatric treatment or measures intended to build up 
social qualities and self-respect. Bat the truth is that 
our psychiatric care of prisoners is still extremely 
sketchy, and, owing to the crowded buildings and lack 
of staff, measures for their reform have slipped ‘well 
below the 1939 level. Moreover, it is questionable how 
far the judges are thinking of opportunities to treat and 
reform. In the main they do not appear sympathetic 
to the defence of accused persons based on psychiatric 
evidence ; indeed for some time it has been cynical 
talk among barristers that to call.a psychologist for 
the defence is tantamount to asking for. a doubled 
sentence. It is not unfair to the courts to say that 
their prejudices are strongest-where those of most 
laymen are strongest; and it is precisely in those 
matters which have the strongest unconscious over- 
tones—flogging, sexual offences, murder—that such 
prejudices operate most clearly. Unfortunately this’ 
seems to go with a growing mistrust of_all scientific 
methods in treating and assessing delinquency—a 
distrust based fundamentally on an archaic faith in 
retributive punishment: And so long as this attitude 
persists there is grave risk that attempts at legislative 
reform will be obstructed and nullified in practice by 
the courts. | ' 

An increase in crime is a warning to us to reform 


the pattern of our society—to check the growth of 


insecurity and asocial behaviour which belong to 
that complex of militarism and centralisation termed, 
by GEDDES, megalopolitanism. It is also a signal 
that our conception of penology is obsolete, by 
the test of results as well as in the light of knowledge. 
The idea of retributive punishment is as outdated in 
psychology as the idea of human sacrifice in religion. 
The Criminal Justice. Act is welcome as a step in 
the right direction, but we should be ready to go 
considerably further. Some of our prisons, with their 
anonymity, their slum standards of hygiene, their 
dietary punishment,- and their assault on the 
self-respect of the Griminal are under the same ` 
condemnation as the cat and the gallows—they are 
condemned both by their results and. by their theory. 


‘How desperately bad conditions now are has lately 


been explained by the penal reform committee of the 
Society of Friends.4 

The conservatism of the judges has in the past 
gained important victories for the rights of the 
individual, and the administration of justice, which 
they represent, is not a field into which medicine can’ 
reasonably intrude. But the disposal of convicted 
offenders is another matter. To attempt to remove 
all judicial control over such disposal would be a 
dangerous step for civil liberty: but penology is a 
field in which psychology and the bench ought to 
meet on a basis ‘of coöperation, in the interests both 
of society and of the offender. Unfortunately the 


_ attitude of the law today, the cynicism of the courts 


towards medical testimony, the absurdities of the 
4. See Lancet, July 31, p. 191. 
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McNaghten rule, and the fundamental unreason of 
many features of the penal system which the courts 
uphold with enthusiasm, all render a direct conflict 
far more probable than any such coöperation. The 
outcome of such a conflict cannot be doubted, but it 
may well be protracted and bitter. Not only the 
criminal, but the public at large—the chief concern of 
the reformer as well as the court—will inevitably 
suffer; and such a struggle between science and 
authority (already manifest in the difficulty which 
independent psychiatrists have found when required 
to testify, or to treat patients under existing con- 
ditions) might well do serious damage to Western 
conceptions of justice and humanity. 


' Annotations 


THE MENTAL HEALTH OF MANKIND 


Prospects of righting the world in time to prevent 
another pandemic war seem so poor, and the obstacles 
to world citizenship so formidable, that the able and 
earnest group of psychiatrists, clergy, ethnologists, 
philosophers, social workers, and others who have 
gathered for the International Congress on Mental 
Health inevitably wear something of the forlorn aspect 


of Jack the Giant Killer. In that trial of wits, however, 


it was the giant who finally fell to the ground; and 
indeed in the history of mankind the mere size of a 
dilemma has never been the deciding factor in victory 
or defeat. There is no immediate way out of our trouble : 

but at least, speakers at this congress have shown where 


we may begin to lay our roads. In a contribution full of 


wit and factual knowledge Dr. Margaret Mead (reported 
on p. 303) outlined the principles and standards in the 
upbringing of children which help to form a responsible 
personality. Guilt may be good or bad ; a sanction which 
obliges us to observe the duties of citizenship, or a 
paralysing burden which hampers and delays all mental 
growth. . Aggression may turn inward on the self or 
outward on the world, and be useful in either phase—in 
moderation. An exceptionally interesting observation 
was that made on American and German soldiers who 
in Americans -the 
conflict was between the acts done and the standards 
of right and wrong in which the young men had grown 
up ; in Germans the conflict commonly arose over failure 
to obey an officer, the father figure. If the inculcation of 
personal responsibility is to be the aim of upbringing, 
the American: and English system has so far achieved 
it better than other methods. . 

Other lines of thought have been set out in the state- 
ment by. the International Preparatory Commission 
which appeared this week. This commission, drawn from 
ten countries and appointed on behalf of the congress, 
met in advance under the chairmanship of Dr. J. R. 
Rees, to consider and report on group studies. These 
studies have been sent in from twenty-seven countries 
where mental-health problems have been considered 
during the past year by some 5000 men and women in 
varying professions. Much of the material in this docu- 
ment is general, directed to improving mental-health. 
services in every country, and to providing guiding 
principles ; but it is based on two clear conceptions. 
Though important elements of the personality are 
acquired during the early months of life, these early 
influences are not final determinants ; no single stage in 


maturation decides ultimate success or failure, since | 


good influences later can modify early distortion. And 
though man is much moulded by his institutions—which 
may be good or bad—yet institutions are not permanent : 
they change, and social patterns of behaviour change 
with them. Thus in our first blundering steps towards 
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world citizenship we are not confronted, as sometimes 
appears, by the stone wal of an implacable antagonist 
but only by our neighbour’s movable hedgerow. 


ARTIFICIAL INSEMINATION 


THE Archbishop of Canterbury’s Commission on 
Artificial Human Insemination included well-balanced 
elements, ecclesiastical, medical, and legal. Its report} 
is’unanimous in accepting “‘ assisted insemination ” as 
a sequel to normal intercourse (or the attempt at it) 
between husband and wife. Eleven out of its twelve 
members agree that, if assisted insemination is inapplic- 
able, artificial insemination with the husband’s semen 
may be employed. ` By the same proportion it condemns 
artificial insemination with semen which is not that of 
the husband and it recommends that this practice be 
made a criminal offence. 

The chapter of the report which deals with the legal 
aspects, written: by Mr. Justice Vaisey and Mr. H. U. 
Willink, K.¢., is important, especially as it describes as 

“ superficial and -indeed grossly misleading’’ a note 
issued by the Medical Defence Union. It begins. by 
suggesting that artificial insemination by the semen 
of the husband, assisted by mechanical means, might 
possibly be a ground. for granting a decree. of nullity 
if recourse were had to it with a total wilful exclusion 
As regards insemination by the 


practitioner who administers it would, in the opinion 
of these two eminent lawyers, be an accomplice in 
fornication or adultery ; they suggest that the medical 
profession might feel bound to formulate some new 
principles as to what is and what is not proper `pro- 
fessional conduct in these matters. They are convinced 
that the use of semen of a donor who is not the husband 
constitutes adultery: here they quote Lord Dunedin’s 
opinion given in the House of Lords in 1924 i in Russell v. 
Russell : 

“The appellant conceived and had a child without 


penetration having been effected by any man; she was ' 


fecundated ab extra . . . the jury came to the conclusion 
that she had been fecundated ab extra by another man 
unknown, and fecundation ab extra is, I doubt not, adultery.” 
To this dictum of Lord Dunedin they add, another from 
the Ontario Supreme Court’s decision in Orford v. Orford 
(1921) which held it possible that such an act, performed 


upon a woman against her will, might constitute rape.. 


They think that the device of mixing the semen of the 
husband with that of a donor or donors would in no 
way affect the question of adultery. The two legal 
experts mention with respect an article by Sidney 
Schatkin ? on the question of the illegitimacy of the child. 
They appear to agree that, if the child is not the husband’s 
actual offspring, it will be illegitimate even though the 
husband has freely consented to the insemination. 

They then draw attention to the serious consequences 
of registering the child in such cases as the child of the 
husband. This, they say, would be a criminal offence, 
punishable with seven years’ penal servitude, under 
section 4 of the Perjury Act, 1921. They express 
surprise at a statement 3 that “ the couple are informed 
that the child will be legitimate if the husband is 
registered as the father ; such registration is demanded 
although it constitutes an offence.” ‘‘ The practitioner,” 
they remark, ‘‘ myst be perfectly well aware that the 
couple to whom he gives his services are intending to 
make a false and fraudulent record of the resultant birth, 


and is in truth the instigator of and accessory to the- 


crime.” They criticise the assurance suggested by the 
Medical Defence Union as proper to be obtained by 
the doctor—‘ that the birth of a child will not defeat 


oy for the Propagation of Christian Knowledge 
‘1948. Pp. 70. s. 6d. 
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the claims of any person to any titles, estates, interests, 


or funds ’’—as one that could never properly be given. 


or accepted. 

“Among other legal aspects of the matter they mention 
the “‘ involuntary incest” which might occur (through 
the unsuspected mating of children of a common father) 
if the practice became frequent. They go on to consider 
the consequences of the insemination of unmarried 
women. The motive here might be the innocent one 
of a desire for motherhood, but it might be a wish to 
deceive a man into the belief that the woman was 
pregnant by him. It is, they conclude, the function 
of the law to prevent, and not to facilitate, fraud and 
deception. They therefore recommend legislation to 
make insemination by the semen of some donor other 
than the husband an unlawful act. Although their other 
colleagues accept this conclusion, the Dean of St. Paul’s 


in his dissenting memorandum observes that, if. the 


was difficult, even with sedatives, 


ean 


practice is alre ady unlawful, legislation may be unneces- 
sary and anyhow the proposed. law imposing penalties 
would be difficult to enforce. 

On the eugenic, psychological, and theological aspects 
of this problem readers will study the report at their 
leisure. The legal aspects seem to require urgent 
attention. 


INTESTINAL LAVAGE IN RENAL INSUFFICIENCY 


THE developments, made independently by Kolff,1 
Murray,” and Alwall,® in the treatment of renal failure 
by extracorporeal dialysis, have stimulated much 
dormant surgical enterprise in the same field. Experience 
with peritoneal and intestinal lavage is increasing 
steadily ; and Odel, Ferris, and Daugherty *® have now 
added 2 more cases to the records. 

In the first of these a man of 22, with a final post- 
mortem diagnosis of chronic nephritis and bilateral 
congenital cystic disease, was treated by the passage of 


a Willson-Sawyer tube 108 in. long, with a duodenal 


tube attached to the proximal 36 in. The intention was 
to effect inflow in the second part of the duodenum and 
outflow by suction through the longer tube, thus gaining 
dialysis through about 72 in. of jejunum. But intubation 
because of urzmic 
vomiting. .This became paroxysmal when perfusion 


was ultimately started. Suction was then tried through | 


a catheter into the tip of the appendix. Tenesmus 
developed, and a high rectal tube was passed. 
then found that most of the dialysing fluid—dispatched 
through the nasal tube—was by-passing the appendi- 
costomy catheter and being recovered per rectum. The 
patient died, stuporose, with pulmonary cdema, within 
two days. No conclusion was possible about the efficiency 
of the dialysing fluid in this case (“‘ P ” solution of Odel 
and Ferris ê), but the experience showed that the chief 
difficulties to be overcome were technical—intubation 
during uremic vomiting, 
dialysate to eliminate excessive resorption. 


irrigating. through an appendiceal tube and recovering 
rectally, thus substituting the large intestine for the 
small; and the second, if “duodenal intubation were still 
used, by inserting a much larger tube through a cecal 
stoma. 

Appendiceal irrigation was tried in the second case. 
A man of 39 with chronic nephritis (blood-urea 188 mg. 
per 100 ml.) had a catheter inserted into the appendix 
and dialysing fluid was passed through the -colon to a 
rectal tube. Lavage -was kept up for 64 hours, with some 


disability from nausea and abdominal cramps. Perfusion 


lf, W. J., Van Noordwijk, J. The Artificial Kidney. Kampen, 
aa i 46. 

Murray, G., Delorme: E., Thomas, N. rch. Surg. 1947, 55, 505. 
Alwall, N. "Acta med. scand. 1947, 128, 317. 

- Odel, H. M., Ferris, D. O. Proc. Mayo Clin. 1948, 23, 201. 
Daugherty, G. W. Odel, H. M., Ferris, D. O. Ibid, p. 209. 

. Odel, H. M., Ferris, D. O. Ibid, 1947, 22, 305. 


then the probability of war. 


It was | 


and the recovery of sufficient — 
It ‘was - 
suggested that the first difficulty might be dealt with by — 


had to be stopped, however, when it was found that a 
hyperchlorzmic acidosis with codema was developing, 


-even though the solution used was believed to be 


“ physiologic ” for the intestinal wall. Daugherty and 
his colleagues ë comment that the wall of the colon seems 
to possess characteristics different from those of the 
peritoneal membrane in so far as exchange of chloride is 
concerned. Moreover, in 64 hours the blood-urea was 
reduced only to 112 mg. per 100 ml. They therefore 
agree with Kolff that for treating renal insufficiency the 
method is of dubious value. | 


TOWARDS AN ORDERLY WORLD 


THE destructive power of arms has now reached a 
point at which civilisation ¢ould destroy itself almost 
overnight. Therefore (so it is argued) the nations must 
either abandon their sovereignty, and submit to some 
kind of international control, or perish. In propounding — 
this familiar thesis Professor Mander! supports it with 
another—that the world must unite because its several 
parts are already too interdependent to function — 
efficiently alone. His aim therefore is world unity by 
agreement, and by way of preparation he provides a 
factual review of all the attempts so far made to create 
international order. This review may be described as 
a constitutional history of the world as a whole; and 
in telling the story of our past failures and partial successes 
in constitution building he hopes to convince us of the 
ween! need for a united structure that will endure. 

The reader’s first response may well be pleased surprise 
that there are so many efforts of this kind to record. 
In broad outline he will already know about the attempts 
represented by the Hague Convention, by the League of 
Nations, and now by Uxo, to reduce the ferocity and 
But he may well be unaware 
of the enormous amount of detailed work, in many 
different fields, already done (and sometimes undone) 
to organise the world. The maintenance of health, the 
prevention of crime, the establishment of communica- 
tions, and the conservation of resourcés—these are 
all objects that can be achieved more advantageously 
on an international than on a purely natjonal basis. 
Again, in matters such as the regulation of labour 
standards and the protection of minorities, humanistic 
rather than utilitarian motives have been at work and 
have gained notable successes. In Professor Mander’s 
view, a major reason for our failure to achieve security 
has been that we tried to achieve it by disarmament, 
which is impossible until security has been achieved. 
But an important movement in the direction of security 
is the development of a large body of rules which, though 
they are not enforceable by any international authority, 
Professor Mander regards as international law. What- | 
ever the nations of the world have agreed to respect 
he would regard as law, even though their power to 
enforce it depends only on the continuation of’ such 
agreement. Despite setbacks, international law of this 
kind has been increasing in prestige. 

With all this encouragement, however, the critical 
reader will also find his doubts and misgivings stirred ; 
for a history of the attempts to unite the. world in 
prosperity and peace is, after all, a record of past failures, 
and the latest edifice of international security already 
shows ominous cracks. At times peace and world 
order look as remote as ever, and the explanation must 
surely be that for most people they do not represent the 
highest values: they have not been worth purchasing 
on the terms so far offered. In the last resort nations 
are unwilling to buy peace at the cost of what they 
feel to be ideals; and since ideals cannot be proved 
either true or false, and will remain diverse, it may 
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Washington. California : Stanford ney erpity Press. 

Oxford University Press. 1947. Pp.928. 27s. 6d. 


London: 
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be said that international equilibrium can never be 
secure enough to justify disarmament. On the other 
hand, if we cannot prove ideals, we can prove things 
about them; and if we could prove to our potential 
opponents that they would be happier by exchanging 
theirs for ours the period of vigilance would have an end. 


CHEMOTHERAPY OF LEPROSY 

REPoRTS on the efficacy of sulphone drugs in leprosy 
accumulate. Davey! says that at the Uzuakoli Settle- 
ment in West Africa 17 patients with lepromatous 
leprosy, after long-continued but largely unavailing 
treatment with hydnocarpus oil, were treated for from 
five to ten months with ‘Sulphetrone,’ which proved 
relatively atoxic in the dosage of 3 g. daily six days a 
-week. The general condition of all of them improved, 
and in all but 2 there was moderate (8 cases) or marked 
(7) retrogression of the leprotic lesions, though the 
bacteriological improvement has not so far equalled 
this. In some patients the drug produced a mild lepra 
reaction. In 11 of the 17 the lepromin test changed from 
negative to positive, indicating an allergising action. 

Johansen and Erickson ? record briefly their experience 
in treating lepromatous leprosy with ‘ Promizole,’ whose 
effect they find comparable to that of ‘ Promanide’ 
and ‘ Diasone.’ It is slightly less toxic than the other 
two but it has to be taken in doses 6-8 times as large ; 
the daily consumption of 12 to 18 tablets over long 
periods is unpalatable and distasteful, and as its cost is 
high they propose to abandon it in favour of the other 
sulphones. With long-continued sulphone therapy 2 
of their patients became bacteriologically negative. 

Faget and Erickson ? describe severe toxic effects from 
the continued treatment of leprosy with relatively large 
doses of streptomycin. Though benefit has not been 
conclusively demonstrated, they believe that clinical and 
bacteriological improvement has followed both injection 
~ and local application. Investigation, they think, should 
go on. 

i SOCIAL SERVICE 
“ We sometimes fail to realise how fundamental to the 


health of.a democratic society is the volunteer—the man -/ 


who, in addition to doing his daily job, is ready freely to 
give up part of his leisure for some cause or other that he 
believes in. . These people who care about causes; 
the adherents, the supporters, the belongers; the Chair- 
men, the Treasurers, Secretaries, Committee Members ; ; 
they have a special significance in our society.” 


Mr. Herbert Morrison, addressing the annual meeting 
of the London Council of Social Service on July 12, 
was discussing the statutory pattern which, in our 
country, fits into and complements the voluntary 
pattern. As an example of statutory social advance 
he talked of our educational system. We are short of 
everything we need, he said : teachers, buildings—every- 
thing except children, though we could do with more 


of them. But already we have 9000 more teachers than 


we had before the war, and we hope to have nearly 
50,000 more by 1952. Over 400 new schools are being 
built, and 52% of all children are now having dinners at 
school, compared with 4% before the war; 88% now 
have free milk. Under the further education and 
training scheme State scholarships, with full maintenance 
grants when necessary, have been more than doubled, 
and these are apart from local-authority awards. Other 
examples which he quoted were the National Insurance 
and Assistance Acts, the encouragement of food- 
production by the State, the National Health Service, 
and the provisions for the disabled. Interlocking with 
all these is the work of the bodies like the London 
Council of Social Service. During the year the numbers 
1. Davey, T. F. Leprosy Rev. 1948, 19, 55. 

a Johansen, F. A., Erickson, P. T. Ibid, p: 62. 
3. Faget, G. H., Erickson, P? T. Ibid, 


4. Annual Report, 1947—48. Obtainable ious the council, 7, Bayley 
Street, Bedford Square, W.C.1. 


GLUCOSE AND PHOSPHATE IN DIABETIC KETOSIS 


[aucust 21, 1948 


of local councils in the London boroughs have multiplied, 
and—thanks to the powers now given to local authorities 
to provide entertainment—arts councils are being set 
up in many places to serve the leisure needs of the 
community. It has been found that community associa- 
tions and centres, though they suit some parts of London, 
are inappropriate to others. In districts where there 
are large blocks of flats, small housing estates, or groups 
of prefabricated houses, small clubs are more welcome 
than neighbourhood units. The council’s development 
officer has helped to start such clubs in many places. 
The plan has been first to find out by means of a 
questionary what kinds of things the tenants would 
like to do in their spare time; and a team of students 
from the London School of Economics has helped 
considerably with these surveys. The Goldsmiths’ 
College, New Cross, has provided a training course for 
those undertaking work at community associations and 
centres. The welfare of old people is receiving more 


and more attention, and some 200 clubs have now been 


established for them in various boroughs. Mobile meals 
are provided in 17 areas, and 8 homes or hostels for old 
people have been opened during the year, with more 
to come. The National Corporation for the Care of Old 
People is supporting this aspect of the council’s work 
with a grant for two years. Citizens’ advice bureaux 
have been maintained, though—since local authorities are 
now beginning to set up their own information bureaux— 
they are fewer than they were during the war. The 
67 bureaux directed by the council dealt with 191,130 
inquiries during the year; and this year, as a result of 
new legislation, even more queries are expected. 


GLUCOSE AND PHOSPHATE IN DIABETIC KETOSIS 


OPINION has been fairly equally divided on whether 
to give glucose as well as insulin in the-early stages of 
treatment of diabetic acidosis, while-the blood-sugar is 


still high. From comparison of results in a small series 


Franks and others ! argue that its use is disadvantageous. 
The differences they record in mortality- may not. be 


sighificant, but it is noteworthy that the patients 


receiving glucose required about twice as much insulin 
as the controls ; the CO, combining power of the serum 
returned to normal more slowly ; 
difference in the rate of disappearance of ketosis. Study 
of the chloride and water balances suggest that, through 
excess glycosuria, the maintained diuresis in the glucose 
series actually led to cellular dehydration. . 

The same authors * have also made observations on 
the phosphate metabolism in.diabetic coma. It has long 
been known that there is a phosphorus diuresis during 


. the onset of diabetic ketosis, and that insulin treatment 


is followed by a sustained fall in phosphorus excretion 
and in the inorganic phosphate level in the plasma. The 
effect, therefore, was tried of infusing 500 ml. of a buffered 
phosphate solution containing at first. 1-3 g. and later 
2-6 g. of phosphorus. This infusion kept the phosphate 
level in the blood normal, and direct evidence of phos- 
phate deficiency was afforded by the failure of blood- 
phosphate to rise and by the absence of phosphate 
diuresis, even after the larger quantities. 
clinical standpoint the most striking effect of the phos- 
phate was an immediate improvement in the patients’ 
mental condition and diminution in fatalities. There 
were also signs of improvement in carbohydrate 
utilisation and a rise in CO, combining power. 

These results need further confirmation, but they 
suggest that im treating diabetic coma glucose should 
not be given until the “blood- -sugar has fallen towards 
normal, and that intravenous phosphate infusion should 


be given about 4-8 hours after insulin treatment is begun. 


1. Franks, M., Berris, r F., Kaplan, N. O., Myers, G.-B. Areh. 
intern. Med. 1947, 8 739. 
2. Franks, M., ct al. roid, 1948, 81, 42. i 
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INTERNATIONAL CONGRESS ON MENTAL HEALTH 


THIS congress, under the presidency of Dr. J. R. REES, and social aspects, with special reference to aggression ; 
opened in London on` Aug. 11 and continues until the second, the International Conference on Medical 
Aug. 21. It is three conferences in one. The first, Psychotherapy, took guilt asits main theme; and the third, 
the International Conference on Child Psychiatry, was the International Conference on Mental Hygiene, has this 
concerned with personality development in its individual week been considering mental health and world citizenship. 


t 


CHILD PSYCHIATRY of the malignant quality assigned to aggression as a destruc- 
: ' Aggression and Emotional Development. , rele +o: alacant eed iia te Geyer 
Prof. FREDERICK ALLEN (U.S.A.) said that aggression Describing her observations on war orphans, Dr. 
was a fundamental characteristic of all living organisms. Nerry Trsour (Holland) said that their reactions 
Although literally aggression meant “going towards,” included identification with the aggressors, suppression 
its usual connotation was one of attack and trouble.: of all emotion, depression and guilt-feeling, and 
In theory, aggression had been made the basis of the  genergonalisation. eia 
death ee ; ore was in sharp eee to the speaker’s Miss ANNA FREUD suggested that much of a person’s 
view which equated aggression wi ©. ` i A pecia 
The early reaching out of the infant for food, his ee yee sae oe r a A 
firat BEErOsshy eB 0t, Wan 1i response to the diaturbanee hate arose many fantasies, day-dreams, religious 
of his own internal equilibrium. Two separate life forces conceptions and utopias ; in all the ain as pure love 
thus became interwoven —the infant’ roused. to acuon but this did not exist in the human. There was wide 
by his physiological needs, and the mother figure upon ` 


. . divergence of opinion on the meaning of “aggression.” 
whom he depended for food to satisfy hjs needs. Parents : : : 28; : 
could become slaves to the child’s demands, or they By some it was restricted to attitudes and actions which 


could become autocrats seeking docile obedience. The YOS hostile, damaging, and destructive, while by others 


. oes . ae it was taken to include all active and constructive 
ortant point in the differentiating process between ?} ‘ aie 
child and adult was the constant inferpley, coloured tendencies; by some the term was used to signify the 
“ by all the factors that made for healthy development act of aggression only, by others to include the attitude 
or for unhealthy struggles and turmoil. As the expression ° eae cies which an o E poe schools 
of the individual’s vitality, aggression was translated considered aggression to be an inborn instinctive urge, 
into action and then into feeling towards the limiting while others regarded it as the product of environ- 
impact of an organising force represented by the parent. mental influences. According to the Freudian theory 


: : . the aggressive urges represented one of two funda- 
or perpen igs of frustration was always associated mental instinctive forces—i.e., the destructive instinct 


or death instinct. Their counterparts were the sex 
by negative reactions. As the training efforts became W898 which represented the life instinct. Normally the 


charged with anxiety and rigid control, the greater would PARC mony or Sooo intimately bound up with 
be the child’s need to defend himself against being antile sexuality. ik 
changed. Aggressive feeling was displaced to important In winding up the subsequent discussion, Dr. EMANUEL 
anatomical areas involved in training; and these— MILLER contended that what was regarded as aggression 
the mouth, urethra, and anus—became associated with in an adult might not be aggression in a child. 
frustration of individual drives for omnipotence. Rigid | 
and unimaginative efforts to regulate the feeding needs - MEDICAL PSYCHOTHERAPY 
of the infant might accentuate the negative compongnt | 
in the early aggressions, and were the basis of many Genesis of Guilt 
conflicts between child and parent, and later between Dr. H. G. van DER Waars (Holland) distinguished 
child and society. Training in habits of cleanliness, between “ guilt-feeling’’ which was endogenous, and 
involving urethral and anal control by the child, provided ‘ guilt ” which was not. Psychological studies had made | 
familiar areas of struggle. Negative aggressiveness was it clear that conscience was capable of doing harm to 
often focused on the functions of bowel and bladder. the fersonality as well as good; and it was the 
The enuretic boy who said “ I want to be dry but I don’t undeveloped, or archaic conscience of infancy which 
want to be made to be dry” expressed the common was harmful. Psycho-analysts properly studied not guilt 
dilemma that emerged in the struggle between the but guilt-feeling, and its related anxiety—the anxiety, 
parent requiring bladder control and the child fighting that is, of the ego towards the superego. This anxiety 
against it. . . | was associated with fear of consequences, and as long 
In the normal process of differentiation the child as punishment was feared no true conscience developed. 
found media for' expressing and organising his negative Defences against guilt associated with the unconscious 
aggressions, other than in overt behaviour reaction of seed for punishment interfered with the normal conduct 
the “ I will not” type; important media were his play .of life, and was even disastrous to true morality. 
and his fantasy life. Every human being reacted The Rev. Father THomas GILBY set out the Roman 
negatively, in some degree, to being changed; and the Catholic view, in which guilt was held to be a healthy 
fantasy life of all people from ‘childhood revealed symptom of recovery, not a morbid condition, and was 
negatively toned aggressive feelings and ideas related inherited as part of human nature. Man was a creature, 
to the organising forces impinging upon them. ~ and as such exposed to conflicts—the first being’ a 
“Each individual,” Professor Allen concluded, “has conflict against the general condition of creatureliness, 
a conflict in himself in organising his potential for aggressive the second in resentment against his animal nature, the 
‘action, either by using and adjusting to the framework third a conflict between spirit, or mind, ‘and matter. 
provided for him to organise his individuality, or in feeling Possibly the sentiment of guilt was at first a sentiment 
their restrictive or frustrating power and setting himself of separation from where one would want to be; and 


against their limiting influences. Out of the interplay ae : À Or : : 
e the dynamic of aggressive action. . . . It is essential he distinguished “fault guilt” which was a turning 


+o avoid a point of view that regards the more positive Way from the good, and “ penalty guilt ” which was 
values of aggressive action only as substitutes and diversions a turning towards something else. The first was the 


‘~ 


To some extent all habit training was characterised 


r 
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‘concern of the priest; the second, when it implied 
turning towards a bogus form of guilt, was of great 
importance to the psychologist. Expiation itself was a 
function of health, of being on devout and friendly 
terms with our environment. Morbid guilt took the 
forms of desire to assert innocence, desire to seek 
impossible reassurance, and the fallacy of fixing on 
another object as a substitute or scapegoat. 


Dr. ANGELO HESNARD (France) said that morbid 
guilt (considered as a biopsychological fact, having no 
connexion with the ethical or social facts of normal 
guilt) was generally expressed by the “‘ feeling of guilt ” 
and the “ need of punishment.’ In Freud’s view, the 
strict early ethics of the superego—embracing the 
external prohibitions of the cedipus situation—derive 
from a primitive human tendency to self-destruction 
(masochism). Later the growth of sexual needs intensified 
this masochism (which was, in fact, the aggression which 
went with libido turned inwards, on the go, instead of 
. outwards) and provoked a new strictness in the superego. 
The neurotic sense of guilt was the result. Freud’s 
pupils had modified this theory in various ways: tracing 
the sense of guilt not to primitive masochism but rather 
to infantile aggressive hate turned inwards on the self, 
reaction to training of the alimentary functions (Melanie 
Klein), protection against the danger of punishment, 
castration or withdrawal of love (Ernest Jones), or 
desire for punishment as a preventive of frustration 
{Reik, Alexander). Adler held that the neurotic adopted 
_ the attitude of a hero in face of humiliation both as a 

protection against inferiority feelings, and in an attempt 
- to dominate his environment ; while some of the neo- 
Freudians underlined the social and cultural factor 
in self-punishment. Regarded subjectively, guilt was 
behaviour. which at the conscious level implied a lapse 
(without foundation in’ fact) and its punishment; and 
which could be recognised, on analysis, as an attempt 
to adapt to a prohibition threatening -a ‘“ personal 
ethical value.” It was associated with emotional frus- 
‘trations and setbacks, and was connected with the 
edipus situation. Objectively, it was seen to be behaviour 
showing the conflict between sexual and aggressive 
behaviour and the demands of the social and cultural 
environment. — 

In the discussion which followed Dr. IVES HENDRICK 
(U.S.A.) noted that guilt in the grown person derived from 


the child’s relation to authority ; and it was striking, he 


said, how often people became in time like the parent 
they most resented. At a recent conference to study the 
German character it was observed that a nation had a 
culture which put into power people of a certain chargcter; 
and to change the character structure of a nation and 
its leaders we must do more than change ideologies—we 
must change the family environment. 

Dr. P. J. REITER (Denmark) thought there was 
evidence of a primary instinct for soreo ung what was a 
good and what'an evil action. 

Dr. JENNY ROUDINESCO (France) remarked that stealing 
in children did not derive from a wish to dq wrong but 


from the knowledge that by their action they could | 


hurt someone else. The untreated result might be per- 
manent guilt-feeling or even masochism. Dr. SAMUEL LOWY 
defined guilt as the emotion about things done, conscience 
as the emotion about the choice of things still to do. 
Unless guilt was satisfying a religious need, he said, it 
was a morbid phenomenon with no known function. 
The patient must be encouraged to concentrate on 
conscience, to say to himself, ‘‘ How much more energy 
can I liberate for work in the world by getting rid of 
guilt.” Guilt could be -an ‘enemy of conscience. 


Mme. MARYSE CHOISY-CLOUZET (France), who had made 
observations on lions and tigers ‘‘ because these animals are 
so ambivalent,” felt there was no rigid frontier between 


psychology and religion where guilt was concerned :. 
gin was the sacred part of guilt, which was a neurosis. 
(Even a lion who has absent-mindedly eaten his friend, 
a great Dane, can feel guilt and sorrow it seems.) 

In summing up, Dr. ERNEST JONES pointed out that 
two views of guilt had been upheld: either that it was 
inborn or instinctive, or that it was due to incorporation 


. into the personality of parental and environmental 


inhibitions. We did not know which was true, and we must 
work to find out. It was clear, however, that guilt did 
not develop along a straight line but inter acted with 
other emotions. Thus fear gave rise to guilt, and guilt 
to fear; hate gave rise to guilt, and guilt to hate. 


Guilt and Dynamics of Psychological Disorder 


Prof. D. BRINKMANN (Switzerland) discussed the- 
pamphlet recently published in Ziirtch by Carl Jaspers 
on the “Problem of Guilt.” This writer classifies 
guilt under four headings as criminal, political, moral, 
and metaphysical. In the first case the guilty person 
has offended against the laws, and the judgments 
established by the courts; in the second against the 
government the citizens have been responsible for choos- 
ing. Moral guilt arises because he is responsible for his 
actions, and feels. guilt when he offends against his moral 
standards; metaphysical guilt arises because there is 
solidarity between man and man, and all are responsible 
for failure of justice in the world. Professor Brinkmann 
felt, however, that the moral and metaphysical guilt 
conceptions in this classification are full of contradictions. 
For instance, the tragic metaphysical guilt of the ancients: 
cannot be classed with the Christian metaphysic. The 
Greeks saw man as the opponent of an all-powerful fate, 
while the Christian idea does not recognise fate at all. 
Man, in the Christian view, is subject to a personal 


God; and Western man always falls into the tempta- 
‘tion of making himself into a saviour and seeking his 


<” 


own redemption. Guilt, indeed, is not a problem but 
a mystery ; and only by active participation can we 
iluminate it from within. 

Dr. JoHN Rickman described the situation in which 
the psycho-analyst collects his facts. - He- listens to, 
whatever the patient says in free association, and regards 
no two ideas as irrelevant if they occur in the same 
stream of association. He thus sees guilt in a wide 
context of personal experiences: not in relation to 
religious beliefs as the clergy must, not in relation to 
abstractions as philosophers choose to do, but as the 
patients find and feel it within themselves. Guilt is 
regarded as a painful tension arising between an 
individual and a -code of béhaviour—sometimes: of 
human origin (the code of conventions in‘ which he is 
brought up), sometimes of religious origin.’ The tension 
thus arises from an interplay of the person with the 
environment : from an absorption of part of the environ- 
ment into the self. Thus conscience is an incorporation 
into the personality of parental injunctions. Both 
parents are loved by the child, though one is the rival 
in his erotic life; - disobedience to the incorporated 
parental injunction means a pang of guilt and ‘a fear of 
retribution—and moreover a sense of separation from the 
parents, and hence of loneliness and depression, coupled. 
with the retribution-anxiety. Guilt and anxiety thus 
interlock, and it is hard to distinguish clinically a pang 
of guilt from the persecutory anxieties which also limit 
freedom of action and inhibit social and personal growth. 
Of various kinds of deep-rooted secondary mental 
distress, depression and the feeling of persecution, he 
said, were specially relevant to the topic under discussion. . 
Depressive pain is felt when we have done or intended 
an injury to a loved object. Persecutory pain comes. 
when we project on to the outer world feelings of hostility 
which ,we cannot tolerate within ourselves. When an 
emotional situation affecting ourselves and those we.love 
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and depend on is fraught with too much pain and is 
_repressed, it continues to influence our mental life, and 
there is an urge to resolve or complete the unfinished 
. situation, even though we no longer know what it is 
we want to complete. Depressive guilt, which contains 
a large element of love, can be culturally valuable. 
Part of the aggression is turned on the self, instead of 
on to a loved person, and this inturned aggression 
provides energy for the superego (or conscience). But 
the superego draws strength from the loving impulses 
as well. The desire to please and draw nearer to the 
parents by obedience later becomes a wish to serve and 
share in the community. The reactions to- guilt may 
be a drive to restitution, a compulsive urge to propitiation, 
.@ denial of the aggressive tendency, absorption in and 
at the same time repression of the aggressive tendency, 
compulsive or expiatory life patterns, sexual anomalies, 
neurotic or psychotic compromises, and even an interest 
in religious and charitable organisations. Can the 
benumbing and distorting effects of guilt on growth be 
mitigated Much depends on the upbringing of children. 
It is hard for children to grow up in a broken home 
without acquiring an extra burden of guilt. Because 
of his ambivalence the child will always unconsciously 
feel some responsibility for the broken home. A home 
is potentially broken if a parent uses the child’s affection 
as a weapon of defence or offence against the other parent. 
The child’s guilt begins early, and so does cultural 
restraint on his aggressive and asocial impulses. By 
the time he is four he can be described as a “ cultural 
unit.” A parent’s failure to recognise the child’s capacity 
for guilt is a failure to recognise that he is human: 
_ In opening the general discussion, Dr. J. H. VAN DER 
Hoor (Holland) held that a healthy feeling of guilt, 
as distinct from a neurotic one,,is a useful social factor ; 
and ‘that the superego is also valuable and important, 
since we have now lost our primary instinctive directives. 
However, society often demands not the optimal but 
the maximal degrees of repression, and the resultant 
tension helps to cause the aggressive states which lead 
to wars. | ; 

Dr. CLIFFORD Scott said that the restitutive aspects of 


guilt- are often helpful since they lead us to desire 


to know, understand, and live peacefully with. our 
neighbours. Moreover, the unconscious capacity to 
love can be used to resolve the guilty state. | 

‘Dr. K. M. ABENHEIMER, a former pupil of Carl Jaspers, 
` explained that the pamphlet criticised by Dr. Brinkmann 
was about war guilt only, and was written to help the 
_German people to get some understanding of their own 
guilt feelings. Dr. W. FURSTENHEIM suggested that 
wars arise because people identify themselves. with their 
national idea of “ truth,” and such national truths may 
conflict. We must respect each other, and look for a 
more general ‘‘ truth’? compatible with that of other 
people. | 
- Dr. W. C. Huse (U.S.A.) reported that when an 
American soldier breaks down under stress of war he 
does so because of the conflict between what he has done 
and what he has been taught is right. When a German 
soldier breaks down he does so because of guilt towards 
his officer, who is the father figure. ‘‘ Have I done what 
he told mé to do?” le asks. Dr. J. FLESCHER (Italy) 
discussed the guilt reaction which comes not from what 
we have done but from what we would like to do; and 
Mrs. MELANIE KLEIN described how the introjected 
figures of the parents are built into the superego—good 
and bad figures with persecutory powers. Dr. K. 
DEBROWSEI (Poland) remarked that guilt is a regular 
- finding in ‘excited patients showing disintegration of the 
personality. l l | 
Collective Guilt 

Miss MARGARET MEAD, PH.D., (U.S.A.) discussed not 
harmful or pathological guilt but guilt as a sanction in 


I 


society—‘‘ good ” guilt which makes people behave 
responsibly, pay their taxes, pick up paper on the street 
even when no-one is looking, and refrain from throwing 
their banana-skins where people may slip on them. 
They behave in this way because they hear the voices of 
their parents enjoining on them the principles of good 
citizenship ; and this sort of character training depends 
on the parents acting systematically as though they are 
better than they are—until, in fact, the child finds them 
out, by which time it is already too late, and their good _ 
principles have been built irretrievably into his 


‘personality. In this type of culture, built on good guilt, , 


and found in Great Britain and the United States, the 
child learns to identify himself with the people in his 
country and with a political organisation which makes 
the citizen responsible for the State. In primitive © 
cultures ‘‘ guilt ” character of this type is rare. Few 
primitive parents will work as hard as is needed to 
bring children up in this way, and shame is made to take 
the place of guilt. Instead of the parents saying “ If 
you do that mother won’t love you,” or “ Father will 
punish you,” they say: “ If you do that people will 
despise you.” And as they make a habit of talking 
disparagingly and maliciously of the neighbours, this 
entails being despised by people you despise. . Other 
societies are run on pride: the child is taught to act 
so ‘that people he respects will respect him. These 
others are regarded as an audience and he acts as though 


‘on a stage; but a failure to acknowledge status, in such 


a society, is a deadly insult, and wars may be fought over 
a slip in etiquette. Elsewhere fear takes the place of 
shame or pride: any sort of unusual behaviour is thought 
to be alarming, and the child learns to stick to a rigid 
pattern in his acts. In one society no action at all is 
taken except under the spur of anger, and it may take a- 
wife a whole day of loud talk to.get a husband angry 
enough to go out and find food for the family. In some 
societies members are interchangeable, so that any 
member can be killed as a substitute for another. In 
Japan the solidarity of the family is carried to such 
lengths that every child is capable, by a false step, of 
disgracing his entire family and suffering rejection as 
an outcast. The “good” guilt type of character- 
structure is rare, and has only occurred once or twice 
in history. It makes for the most responsible behaviour, 
but that does not entitle those of us who have it, 
Dr. Mead thinks, to foist it on others. That would be 
a sort of psychiatric imperialism. We must fit different 
cultures together by other means than force. : 
In the general discussion, Dr. Henry V. Dicks referred. 
to Flugel’s criteria of moral development—from the 
egocentric to the social, from the unconscious to the 
conscious, from autism to realism, from fear to security, 
from emotional to intellectual judgments, and so on. 
The triumph of the reality-ego over the superego helps. 
to lessen unconscious guilt. Guilt is part of the natural 
social equipment of children, and development depends. 
on the gradual internalisation rather than projection 
of guilt, and on the growth of reparation-guilt over 
persecutory guilt. For Western European children: the 
introduction into the superego of “ good ” and “ bad. 
objects ” takes place early, and it is important to know 
the ratio of love and hate in this ambivalence. Cultures. 
which include a high proportion of bad objects must 
erect barriers for dealing with their effects. Collective 
guilt, in such cultures, would be a reaction to severe 
individual guilt.’ Germany before the war appeared to 
all observers to be more rigidly ordered than any other 
country and to insist more on good behaviour in children. 
The father figure was built up, and a high degree of 
conformity was required. But the picture became that 
of an adolescent revolt turning to the Nazi movement, 
with the leader as the father figure. Before the risefof 
Hitler, in the depression, gangs of delinquent boys were 
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wandering the country in revolt against paternal 
authority. The revolt was, of course, most noteworthy 
when economic forces made paternal authority a failure. 
In fantasies of parricide the boy identifies himself with 
the sadistic aspect of the father, and the craving for 
tenderness is repressed. Now we.are beginning to hear 
of such groups of wandering boys again in Germany 
protesting against the adult world which has betrayed 
them. It has been found by those who-have tried to 
work with such groups that the hostility of the boys is 
roused if the worker refuses to fill the omnipotent father 
rôle. Dr. Dicks suggested that we need studies to 
assess the positive and negative aspects of collective 
guilt in maintaining world order, and the optimum 
balance between freedom and authority in bringing up 
children. We also need to know whether shame- 
cultures show a preponderance of introjected good or of 
. bad objects, as compared with our own guilt-culture. 


Group and Individual Therapy 


_ Opening this discussion, Dr. C. A. MEIER (Switzerland) 
suggested that there are possible dangers in group 
psychotherapy through loss of personal contact and 
substitution of mass methods. Dr. W. B. TERHUNE 
(U.S.A.) described work on brief psychotherapy, which, 
he said, should be directed to getting the greatest effect 
in the shortest time, with the least possible suffering to 
the patient. The therapist heeds an eclectic attitude 


but he must also know exactly what he wishes to achieve ` 


in each’ individual case. Brief psychotherapy uses 
abreaction to give the patient a working knowledge 
of his emotions; group psychotherapy, occupational 
therapy, and systematic aftercare are all essential. 

Dr. W. R. Bron described his recent experiences with 
‘group psychotherapy. He has been trying to evolve 


a technique in which the presence of a group is as essential 


for therapy as is the presence of the individual patient in 
individual psychotherapy. He uses the rapport between 
himself and the group as.the basis of therapy by attempt- 
ing to interpret the nature of this rapport to the group. 
Among the group are found attitudes of hostility, 
anxiety, confusion, and silence, all of which must be 
taken up with them. In order to handle the events in 
the group, Dr. Bion has hypothesised a “group 
mentality,” which arises from each individual’s struggle 


with his own difficulties in the group. This group 


mentality expresses itself through the “ anonymous 
contributions ” of each individual—i.e., the unconscious 
non-verbal expression of hostility and other repressed 
feelings: The existence of the group mentality presents 
a challenge to the satisfaction of each individual’s 
personal needs; and the conflict thus aroused leads to 
what Dr. Bion calls-the ‘‘ group culture.” These three 
elements are used in interpreting to the group what is 
` going on. The group resists recognition of the tensions 
within it ; and up to forty sessions are needed before they 
begin to understand the nature of the experience which 
they are undergoing. At this stage the patients 
begin to be aware of emotional phenomena in a new 
light. - 

Dr. Danret Brar (U.S.A.) reviewed the use of group 
psychotherapy in the United States. Increased experi- 
ence of this form of treatment during the war has led to 
the conviction that it is important in its. own right, 
and not just as a method for dealing with many patients 
at the same time. He described four main categories 
of treatment : (1) direct therapy, for the specific purpose 
of curing neurosis; (2) indirect therapy, for assisting 
other treatment (e.g., occupational therapy); (3) as 
an aid in the development of young people (e.g., camps) ; 
and (4) all other meetings in which individuals come 
together. He emphasised the importance of special 
training, particularly for therapists carrying out direct 
group psychotherapy. 
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In the discussion which followed, Dr. J. D. FRANK 
(U.S.A.) described the use of analytic methods of group . 
therapy with neurotic and psychotic adults. Psycho-. 
logists and psychiatric social workers are being used as 
auxiliaries to the psychiatrists for research into group 
methods. Mr. S. R. Sravson (U.S.A.) pointed out that 
group therapy is based on the well-known principles of 
transference, catharsis, insight, reality testing, and 
sublimation. He emphasised the importance of selecting 
patients with the same underlying dynamic disturbance. 
Dr. Rickman held that group therapy is going through 
the same phase ‘now as did individual therapy 25 years 
ago. - The important thing is to ignore warnings of what 
group therapy is not, and to seek to learn what group 
therapy is. He suggested that the important common 
feature between group and individual psychotherapy is 
the taking up of the emotional experiences of the moment, 
particularly the relationship between patients and 
therapist. With regard to brief psychotherapy, Dr. 
Rickman warned against attempts to avoid confusion 
and difficulties for the patient ; it is just these difficulties 
which have to be taken up if therapy is to succeed. 


Public Health 


Statistics for March Quarter | 


NEw low records for infant mortality, the general 
death-rate, and deaths from influenza are recorded for 
the first three months of this year by the Registrar- 
General for England and Wales.? - 

The. provisional infant-mortality rate was 41 per 1000 
related live births, the lowest for any first quarter. 
This is 11 below the figure for the same period a year | 
earlier, and 25 below the average for the March quarters 
of the ten preceding years. (For the second quarter of 
this year the provisional rate is 31, which is the lowest 
rate for.any quarter on record.) a i 

Births totalled 202,184, representing a birth-rate of 
18:9 per 1000. This compares with 193,586 births and 
a rate of 17:8 for the preceding quarter, and 241,530 
births and a rate of 22-8 for the corresponding quarter 
of 1947." The average birth-rate for the first quarters of 


the five years 1942-1946 was 16-7. 


The number of illegitimate births, included in the 
total, was 11,055, or 5-5% of the total births registered, 
compared with ' 12,684, or 53%, in the corresponding 
quarter of 1947. The 5043 stillbirths registered repre- 
sented 24:3 per 1000 of the total live and still births, 
which was 1:3 lower than for the same period a year ago. 
The stillbirth rate per 1000 total population was 0-47. 

. The number of deaths registered was 132,705, repre- 
senting a death-rate, based on the 1947 total population, 
of 12-4 per 1000—a new low record for any March 
quarter. It compares with 17:1 for the corresponding 
quarter of 1947 and an average death-rate for the first 
quarters of the five years 1942—46 of 14:3. 

Deaths from acute poliomyelitis and polioencephalitis 
(provisional total excluding non-civilians) numbered 82, 
compared with 24, 40, 429, and 196 in the four preceding 
quarters. 


SURVEY OF SICKNESS 


An analysis of the latest returns of the Social Survey 
of Sickness shows that in November, out of 2526 men 
interviewed 1618 reported some: illness or injury and 
there were 931 consultations with doctors; out of 
3138 women interviewed 2339 reported illness or injury 
and there were 1615 consultations with doctors. During 
the three months October, November, and December, 
illness or injury of some kind during a month was 
reported by 69-8% of all persons interviewed; there 
was an average loss of exactly one day a month for 
each person interviewed. Among housewives illness or 
injury was reported by 76-3 %, compared with the general 
level of 69:8 %. . 


1. Registrar-General’s Return of Births, Deaths, and Marriages 
i punter ended March 31, 1948. H.M. Stationery Office. 
p. 5 ry s. j 


Reconstruction 


HOSPITAL REGIONALISATION 
Three Categories of Specialist ? 


Most medical men expect that the National Health 
Service will remove from their professional life many 
features which they have traditionally cherished. They 
have, however, promised willing codperation, and it is 
therefore. necessary to see what new features can be 
introduced to counterbalance the loss of the old. A com- 
prehensive medical service is certainly one of these, and 
though it has been promised it will need great and 
sustained effort from the whole of the medical profession 
before it can be achieved. 

Hospital regionalisation affects more particularly the 
consultants and specialists. It has already been accom- 
plished on paper, but much remains to be done before 
its hoped-for benefits can be realised. This brilliant 
conception, properly carried out, will raise and maintain 
at a high level the work of hospitals throughout the 
country. Every hospital staff will have a share in the 
academic 4nd more specialised branches of the profession, 
which previously were almost entirely the preserves of 
the university teaching hospitals. These in their turn 
will gain a wider outlook. from closer\contact with 
graduates from other schools, for there is no doubt that 
they have often been unnecessarily isolated and narrow, 
largely owing to,a strong tendency to “ inbreeding.” 

The ideal, difficult in any case to attain, may be 
completely lost unless measures are taken soon. There 
are already signs that regionalisation will prove to be 
more like “ balkanisation,” with the teaching hospitals 
asserting their supremacy and patronage while the 
satellite hospitals form uneasy and grudging alliances 
to resist them. The fact that the teaching hospitals 
have been placed in a separate compartment from the 
other hospitals within the region is an important factor 
in the situation and from this point of view unfortunate. 

The first signs of conflict are already appearing with 
the formation of regional consultant committees. The 
teaching hospitals hold that their special position entitles 
them to a majority on these committees, while the 
other hospitals prefer the more democratie method of 
counting of heads, since they are superior in numbers. 

What is needed? First, a revolutionary change in 
the minds of most hospital medical staffs. Every con- 
sultant knows that while most of his colleagues are 
individually broad-minded and progressive, when grouped 
together as a staff they tend to be parochial, narrow, 
and even jealous in their attitude towards other hospitals. 
This change of mind will be made easier by the group 
or area medical -cOMmittees taking over some of the 
functions of the hospital medical committee, which 
should lead to a wider outlook and loyalty; but the 
goodwill of -consultants of eminence and sufficient 
strength of character to withstand the disapproval of 
their colleagues will be needed. 

In our opinion the interchange of consultants is 
probably the most important single factor making for 
integration throughout the region. Opportunities of 
meeting and working with a wide variety of colleagues 
must be beneficial. This idea has been generally approved 
and even occasionally realised, but its realisation has been 
limited for economic reasons which should no longer apply. 

Categories of Specialists.—We suggest that there should 
be three main categories of specialist : (1) group or area ; 
(2) regional; and (3) national. We recognise that 
finer shades of distinction could be devised, but these 
would probably be unnecessarily complicated and 
invidious. The above classification is already largely in 
use and should not be-difficult to apply. 

1. Group specialists, the junior grade of consultant, 
should be given the opportunity of attending specially 
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arranged resident courses at the larger hospitals, where 
they could meet and mix with their senior colleagues. 
They should also be offered the chance of working for 
short periods in supervised posts such as registrar’s or 
first assistant’s, either when the holder of the post is on 
holiday or by interchange. . 
2. Regional spectaliste.—This should be the basic appoint- 
ment, and its holders should be men of sufficient standing 
in their specialty to be acceptable to every hospital in 
their region. .Each group should have a number of regional 
specialists so that interchange within the region would be 
possible for all groups. | . 
3. National specialists should be men of the highest clinical 
standing, acceptable to all regions throughout the country, © 


These categories of specialists might well be closely 
related to the awards recommended by the Spens Com- 
mittee for outstanding ability. This part of the com- 
mittee’s report is the most controversial, though it is 
recognised that the encouragement of clinical ability is — 
most desirable. Many people fear that the Spens awards 
to a third of the profession in consultant practice will 
to a large extent be confined to the big centres. In our 
scheme the awards would be widely scattered, and would 
do much to encourage and improve the skill available 
at the peripheral hospitals. 

Method of Selection of Specialists—In the first place 
men would be chosen in the various categories for their 
qualifications and experience, but later the regional 
specialists should have a large voice in the election to 
their ranks, for they would rapidly acquire a first-hand 
knowledge of the talent available. Their experience 
of the region would be such that they should have a 
large representation on all regional medical committees 
and this would do much to diminish any possible conflict 
between the teaching and other hospitals on this point. 

If any group had not sufficient men of the regional 
status it should be possible to attract such men by the 
offer of the appropriate Spens award when making the 
appointment to the group. There might also be a lack 
of suitable specialists throughout a region and this 
could be adjusted in a similar manner. Oceasionally a 
group might not offer enough scope for.regional specialists 
and regrouping might be necessary. ° l 

Period and Method of Interchange.—We suggest that 
a minimum period of six weeks in every two years ` 
should serve as a basis for the interchange of specialists. 
A shorter period might be too short for any useful work 
or contacts and a longer one might sometimes cause 
difficulties. Some time before each period of interchange 
lists could be made, and a proportion of the interchanges, 
say 30-50%, should be made by drawing lots. Everyone 
should be subject to this, but after the required number 
had been drawn the remainder might be by arrangement. 
In these cases the minimum period of six weeks might - 
sometimes be increased with advantage. The rarer 
specialties would of course need different treatment. 

Advantages.—Such a scheme might do much to inte- 
grate and raise the level of service throughout the 
country. It would in no way impose restriction on the 
clinical work of recognised specialists and: would enable 
their ability to be assessed by their colleagues at first 
hand and not only through their writings- or other 
methods of publicity. The Spens awards would produce 
some benefit to the profession as well as to the individual, 
and would go to men who deserved them for their 
clinical: ability, since new work or. special skill would 
quickly bring invitations or nominations from other 
hospitals or regions. The awards would cease or be 
reduced as anyone became less ac¢ceptable or lost the 
desire for interchange. In our opinion this is as it should 
be, unless the awards are to become more like pensions 
than recognitions of particular professional competence. 


B. R. Sworn, o.s. Lond., F.R.c.s. 
J. MacD. HOLMES, M.D. Leeds, M.R.C.P. 
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___Disabilities č č 


11. ILEOSTOMY 


PERHAPS I was lucky, but it did not take me long to 
-get, used to having an ileostomy. The operation was 
done when I was 17/,. At first I was too ill to take 
much interest in anything, and then, while getting 
strong again, I found that the novelty of the experience 
usually kept my spirits up. But there were occasional 
fits of utter depression, some of them, I must admit, 
deliberately brought on, probably to stir up sympathy. 
Later on, when I began to find that life was not to be 
nearly so curtailed as I had feared, the attacks of 
depression became less common, and now. they are rare. 

Some 3!/, months after the operation I was able to 


get about for at least 2'/, hours between one evacuation 


of the bowel and the next. At first it was hard to do 
this without using a catheter, but through a deliberate 
attempt to lengthen the interval the muscles eventually 
started to work properly, and I dispensed with the tube. 
Now, to secure evacuation, I sit down and gently 
massage the lower abdomen ; and by tensing the muscles 
at the right moment—a trick soon picked up—I can 
discharge 1/,-°/, of a tumblerful at a time. If there is 
any difficulty through retained flatus, it can often be 
overcome by changing the position of the body—for 
example, by resting on one arm or lying on the back. 
When, after several minutes, nothing has happened, a 
good remedy is to replace the appliance and walk round 
the house for a while. At each sitting, which lasts 
about half an hour, I aim to get rid of a pint or more, 
but the amount varies with the intake of food and 
drink. It pays not to hurry over the job; otherwise 
one may be compelled to come home halfway through a 
picture or a dance. 

This procedure is carried out four times a ‘day—after 
breakfast, lunch, and tea, and before going to bed. 
By sticking to this time-table I can nearly always be 
sure that nothing disastrous will happen between times. 
When I wish to stay out longer than 21/,-3 hours, I am 
careful to finish my last meal at least 3 hours before 
‘leaving ; in this way I can usually manage to stay away 
for up to 5 hours without any attention to the ileostomy. 
‘ While not on a strict diet, I avoid certain foods, such as 
nuts and very highly seasoned dishes. When going out 
I do not take such foods as onions, herrings, peas, and 
beans, because of the smell or the flatulence which 
they cause; and I steer clear of most vegetables and 
of raw apples as they often take some ‘ ' potting rid of.” 

I do my dressings in a separate room with a small 
table and a double-seated occasional chair; the only 
special piece of furniture is a cupboard. There is’ one 
round and one kidney-shaped enamel bowl, the first 
for excreta and the second for soiled dressings, which 
are later burnt in the closed kitchen stove. Between 
dressings everything is stored in the cupboard ; this I 
try to keep as tightly ¢losed as possible, for flies can be 
a nuisance, and when there „are any about I spray the 
room with D.D.T. after each dressing. 

Dressings take about 1 lb. of cotton-wool a week ; 
and the cheaper varieties seem to be more absorbent 
than the more expensive. Sometimes I also use cellu- 
lose wadding, which is cheaper still. The skin around 
the ileostomy is usually kept healthy with zinc and 
castor-oil ointment; but if it does become inflamed the 
addition of some ‘ Dettol’ ointment soon puts things 
to rights. To keep down the smell of any excreta which 
flow into the box between dressings, I put into it 
11/, dessertspoonfuls of powdered wood charcoal; this 
also thickens the excreta, thus preventing leakage. 

For the actual dressing I first clean the skin with 
cellulose wadding, and then smear the ointment round 
the ileostomy over an area a little larger than that 
covered by the appliance. Over the ileostomy I place 
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a piece of gauze with a hole in the middle, then a similar- 


shaped piece of cotton-wool. Next comes the box; 
and round the rim of the hole in it I also smear ointment 
as a seal against the cotton-wool. Strips of cotton-wool 


are applied round the bottom of the box and the side 


nearest the hole; these are held in place by the straps 
of the belt and a piece of 2 in. bandage looped at each 
end and passed over the buckles of the belt and round 
the bottom of the box. This is rather a primitive arrange- 
ment, but it saves a lot of cotton-wool. This surrounding 
cotton-wool can be dispensed with if the box fits very 
well; several times I have tried to do without the 
cotton-wool round the ileostomy itself, but through 
friction the skin soom becomes sore, especially if. the 
box does not fit well. At the top of the daytime box 
are three air-holes. At first, when I stooped forwards 
with the box partly filled, some of the contents would 
leak through these holes. To prevent this, I place over 
the top a piece of cellulose wadding about 3 in. deep 
and long enough to be held in place by the straps of the 
belt. 

When going out for loaner than 5 hours or so, I take 
a satchel of small suitcase containing cotton-wool, 
cellulose wadding, gauze cut to shape, a small bottle of 
charcoal powder, and another of zinc and castor-oil 
ointment. It-may be necessary to take a tin or other 
receptacle for soiled dressings; and if this is used, it 
should be sprinkled with dettol to reduce the chance of 


smell. With experience all these things can be packed © 


into quite a small space. 

The last dressing of the day is slightly different from 
the rest. I smear with ointment a patch of skin about 
the size of the night box. and then apply gauze and 
cotton-wool. The holes of this box I cover with a short 
strip of cotton-wool, with one end held in place by the 
belt and the other tucked under the edge of the box. 


As this piece is liable to become damp in the night, 
_ cellulose is unsatisfactory as a substitute. The ileostomy 


being on the right side, I always sleep on the left, with 
the rubber bag of the night box across the body, so that 
there is: less chance of the appliance leaking. My pyjamas 
get slightly soiled about once or twice a week, but a 
real ‘‘ disaster’ necessitating clean sheets takes place 
only about once a fortnight. Unfortunately, when I am 
laid up in bed with a cold the time-table soon goes 
astray, and control is lost; but this is quickly righted 
as soon as I get up and about again: Lately I was in 


bed for some days after undergoing an operation on the 
kidney. The ileostomy worked wonderfully by itself. 
© k . * xk 


I am extremely lucky to have youth on my side. 
I was fortunate, too, in not having previously got settled 
into a, job, which I might have had to give up; so 
readjustment has been less troublesome than it might 
have been. I have been able to find work which I can 
do at home and which enables me to stick to the time- 
table. If I get on well, I should be able to earn enough 
.to get married and to make a home of.my own; but 
having no-one but myself to see that I get on with it, 
I have to urge myself to keep going, and I find all sorts 
of excuses for laziness. 

Naturally, I like a certain amount of female company, 
and, being shy and rather easily embarrassed, my disa- 
bility has been the biggest hindrance here. To casual 
friends, of course, I don’t mention it, but a girl soon 
finds out that I have been ill. One of the first questions 
seems to be “ What is your job?”; this is followed by 
“ Where do you work ? ” and when I reply *“‘ At home,” 
they invariably ask why. To casual friends I think it 
is enough to say that I have been ill, for this is least 
likely ` to. embarrass each party. Girls, and for that 
matter all my friends, have always been extremely 
understanding, rarely embarrassing me with expressions 
of sympathy. 


ee et a 


THE LANCET] 


_OBITUARY—IN ENGLAND NOW 


s 


[aucust 21, 1948 307 


Often I baulk at making an arrangement in advance, 
in case, I suppose, anything should happen physically 
to prevent me carrying it out. Yet only about three 
or four times in 3 years has anything actually stopped 
me from fulfilling an engagement or made me hurry 
home in the middle of it. When I have to refuse an 
, invitation to anything lasting more than 5 hours, my 
chief feeling is one of annoyance rather than of misery, 
and even this lasts only a few minutes. There are plenty 
of things | can do, including tennis, swimming, skating, 
cycling, driving a car—in fact, anything not too strenuous 
or Jong continued. In my rare fits of depression, I soon 
realise that I can do more than many people who have 
been as ill as myself. l . 


E Obituary 


JOSEPH CUNNING 
M.B. MELB., F.R.C.S., F.R.A.C.S. 


Mr. Joseph Cunning, formerly senior surgeon to the 
Royal Free Hospital, died at Reigate on July 29 at the 
age. of 76. : O m 

Mr. Cunning was born in Australia, the son of James 
Erskine Cunning of Victoria, and he was educated at 
. Ballarat and at Melbourne, where he graduated M.B. 
in 1894 with honours in medicine and surgery. He 
held house-appointments at Melbourne Hospital before- 
coming to this country, where, after postgraduate 


Hospital, he took his F.R.c.s. 
in 1901. In the same year he 
was appointed resident medical 
` officer to the Royal Free 
= Hospital, where four years 
later he joined the honorary 
staff. He was also a member 
of the staffs of the Victoria 
Hospital for Children and of 
the (then) Cancer Hospital. 


with his native land, serving as 
president of the Australian 
and New Zealand Association 
of Medical Men in England, 
and in 1932 he was elected 
to the fellowship of the Royal 
Australasian College of Sur- 
: i , geons. ‘He retired from the 
. staff of the Royal Free in 1931 after an association with 
the hospital lasting thirty years. ‘‘ During his 26 years 
on the active staff,” writes L. E. C. N., ‘‘ Cunning proved 
his worth as a surgeon of outstanding ability, especially 
in the field of abdominal surgery. His technique as an 
operator was superb, coupled with extreme gentleness 
in -handling the tissues. He never appeared to hurry, 
but he wasted no time. His colleagues can testify to his 
skil and craftsmanship, and it was a pleasure and 
privilege to see him operate. He always had his patients’ 
interests and welfare at heart, as witnessed by his kindly 
approach and readiness to listen to their story. A versatile 
teacher, Cunning had the power of imparting knowledge, 
and many students and residents have cause to recall 
with gratitude his inspiring ward rounds and clinics.” 

Mr. Cunning married Dr. Annie Thin, a student of the 
London School of Medicine for Women and:a former 
director of the open-air school in Regent’s Park. They 
had two sons and a daughter. | 


t6 


“f... f Facts, and more facts!’ cry the laboratory scientists, 
banging their fists with approval on the bench, and jolting 
some apparatus in course of construction. ‘ But what’s their 
significance ?’ say the natural philosophers, looking up 
from their desks, leaving the mixture of doodles and specula- 
- tions scribbled on the paper before them. And the two 
groups eye one another with suspicion and mistrust. Which 
camp you work ‘in is a matter of temperament, and the sad 
truth is that so few are capable of work in both. Yet both 
are essential to the progress of science.” —Dr. J. L. CRAMMER, 
Science News, 1948, 8, 7. 


study at St. Bartholomew’s | 


Cunning kept up his ties . 


In England Now 


A Running Commentary by Peripatetic Correspondents 
In the 8 months since they arrived in New Zealand 12 


out of 24 girls given free passages as pupil nurses have 


left their hospital, and it has dawned on the authorities 
that they only came to the job for the sake of the free 
trip. But why else? If it was the training they wanted 
they could have got it at home. And now the old 
question is being asked, why do immigrants want to go 
home? Some say that the trouble here is that the 
government should not have imported spinsters in the 
same ship as a number of bachelors. Which is pretty 
obvious, but doesn’t matter because the Dominion is the 
gainer anyway. But the Blimps with their old what’s- 
happened-to-the-pioneering-spirit lament are back on 
their perch, and find plenty of cases to support their 
argument in men who should have been able to make a 
good thing of life in this country and didn’t. But the 
pioneers did not have to wait four months for a land court 
to confirm their purchase of a holding, and they didn’t 
have to pay sales tax on the planks milled from the trees 
they had felled themselves. Besides, I suspect that this 
adulation of the pioneers is a bit overdone. Life in 
England in the hungry ‘40s must have been so 
unpleasant that the back-blocks could hardly have been 
worse ; and once they had rounded the Horn they were 
not likely to want to do it again. I bet they were just . 
as homesick as we are, only the reaction is different. 
Some of us just-go home. They had home sent to 
themselves. Unfortunately home meant gorse and 
sparrows; but though they have plenty to say about 
gorse and sparrows on other occasions the Blimps are 
apt to forget them in this particular discussion. | 
This business of adapting the immigrant to his new 


‘country is worthy of more attention than it has yet 


received. The Americans, as usual, did the thing 
thoroughly when they occupied England. Each soldier 
was given a booklet which explained the strange features 
of the country he was going to, s were shown and 
lectures given. The British Army did the same sort of 
thing for returned P.O.wW.s. But the prospective settler 
has to find things out for himself, and it is scarcely to 
be wondered at if he sometimes comes down to his new 
earth with something of a bump. In my own case the 
only introduction was a spontaneously arranged ‘ quiz ”’ 
on board a few days from our destination, when the 
natives answered some of the immigrants’ questions ; 
and then it was too late to think again. Housing ? 
It’s tough. Clothes? All right for most things, but 
shirts are tough. Cars? They’re tough. One came 
away convinced that most things were tough except the 
meat. An introductory course for intending emigrants 
a week or two before the boat sails is the answer, if there 


is one. 
* * * 


How often must we have pictured just what we 
should do if we found ourselves in a completely non- 
austerity world. But should we really react by massive 
purchases, or is it just I who'am a bit slow off the mark ? 
I remember the first shop window display of hot-water 
bottles I had seen in England for years. “Good” I 
said to myself “We’ll be able to get H.W.B.s again,” 
and I left it at that and went home and told my wife. 
And when I went back to the shop the next day the 
H.W.B.s had all gone. It was three months later, in. 
a town a hundred miles away, that I next saw one— 
and bought it. | 

I have lived in a land of milk and honey for eight 
months now, but my reluctance to buy anything remains 
as fixed as ever. I still can’t bring myself to ask for 
more than would be thought a reasonable quantity for 
an Englishman on 1947 standards. ‘‘ May I have a 
5 lb. tin of honey, please ? ” One. I feel I could do with 
half a dozen. But what is even worse is going ihto a 
shop where I am not known. I expect to get a stony 
look and the usual remark about regular customers ; 
but no, the shopkeeper actually wants to sell you some- 
thing, and he doesn’t care. whether he has ever seen 
you before or not. I confessed these inhibitions to my 
wife and I was rather surprised when she said she 
experienced them herself. ‘‘I look at the dresses and the 
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children’s clothes ” she said, ‘‘ and I think ‘ that’s just 
what Joan was looking for’ or ‘ that would be the very 
thing for Mary,’ but I can’t do anything about it, and 
I don’t seem to want to go in and get things for 
myself.” : 


For ten years we have been pressed deeper and ever 


deeper into the mould of restricted domestic planning, 
and even if food returned in Beetonian quantities we 
- should find it difficult not to make up our menus on 
two-pennyworth, of corned beef. Fill the shops with 
unrationed consumer goods, and the public would goggle 
for a few hours at the piles of sheets and soap and tinned 
fish, and then they would turn back with relief to invest 
their money in the dogs or blue it on twopenny cigarettes 
(after all something would still have to be taxed). There 
may be fallacies about this economic utopia, but there’s 
no doubt about the effects of prolonged restriction. I 
can fully understand now how it is that the greengrocer 
is back at the onion basket the day after he wins £30,000 
at the pools. He just can’t help it. 


* * * 


Out here in our West Indian colony we decided to 
buy a few hens, just enough to keep the household in 
eggs. The hospital’s East Indian milkman was able to 
oblige, so I asked him to bring along three Rhode Island 
hens as a start. He looked shocked and lowered his 
eyes. ‘‘ But mistress, you must get a cock also.” I 
- was new to the game, and unwilling to precipitate an 
argument on the sex life of hens; but something told 
me Mr. Lal was wrong. However, the servants supported 
him ; so along came the hens accompanied by the cock, 
a fine young fellow with a burnished green tail and a 
prodigious appetite. The hens laid as disappointingly 
as hens always do, but we did get a small regular supply. 
In due course one of the senior members of the staff 
came to hear of the cock’s existence. ‘‘ Stuff and 
nonsense,” he snorted, ‘‘ quite unnecessary, kill the 
creature !’’ So, feeling a little bewildered, we killed and 
ate him, finding him by this time a little tough. There 
was consternation in the kitchen. Ambrosine wept 
at the prospect of no more eggs, and Nannie invoked the 
deity. ‘‘ Mistress,” she cried, ‘‘ this do be flying in de 
face of de Lawd, who did order dat de animals go in two 
by two! Who are we to deprive de hens of dere rights and 
to risk our own salvation wid de Lawd ? ”? Oddly enough, 
the next day there were no eggs, nor the day after, nor 
the day after that. Mr. Lal and the servants were 
triumphant ; but I stuck rather shakily to my ground, 
and after exhaustive inquiries among my hen-keeping 
friends discovered that the cock’s sudden end had 
coincided with the off season for eggs, and that no-one 
was getting any. I pointed this‘ out to the servants, 
but they knew better. Time passed, and in due course 
our sex-starved hens began to produce bigger and better 
eggs than ever before. I had the good taste not to draw 
attention to this in the kitchen, but to slip the eggs into 
the fridge when the kitchen was empty. 


* x k 
How does the miller come by his golden thumb? I 


liked my fellow peripatetic’s version (July 24), though 
it does not tally with folklore. ‘‘ Miller’s thumb ” is a 


pleasantry very much akin to ‘ Purgatory pickpurse.”’ - 


‘“ Golden,” from keeping it on his side of the scales when 
weighing, or so our proverbs have it. By their dozen 
they poke fun at this occupational trauma, as for instance: 
‘It is good to be sure, quoth the miller, when he 
moultered (took the toll) twice.” Chaucer, in the quota- 
tion given,-goes one better than that, adding “yet” 
(=once again) and the terminal oath for good 
measure. 
ok * * 


The instructor hit him three times on the head with a 
poker to demonstrate to a group of industrial medical 
officers that safety hats effectively protect the miner 
against head injury. Alas, the unfortunate’ tyro had 
not adjusted the inner lining of his hat, so its crown 
rested on his thin aristocfatic cranium. . He blinked 
at the first blow, swayed ‘at the second, and paled visibly 
at the final stroke. Any way, these medical officers wi 
never forget that the safety hat protects only if it is 
worn properly. 


- 


‘handle as many as possible in his own way. 


service really useful to the patient. 
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THE PATIENT AT HOME 


Sir.— Your leading article last week admirably 

described the plight of the doctor who would serve in 
the new scheme to the limit of his capacity and who is | 
popular enough to attract the maximum of 4000 patients. 
Unless he can afford an assistant he may well be dis- 
satisfied with his prospects, for medicine must now seem 
to him an endless succession of packed surgeries. 
' Few doctors would gladly undertake to work under 
such unfavourable conditions, and if they did they would 
not be running a health service. A surgery full of people 
who have come to be patched up after a fashion strikes 
me as a good example of what one might call a disease 
service—not unlike witchcraft, if one considers that: the 
doctor must help some 30 people an hour without know- 
ing anything about them beyond the part selected for 
show by the patient. Surely the medical mind is not 
so-disease-ridden that it will accept this as the proper 
way to care for the nation ? | 

If we are to use the new-scheme as it is meant to be 
used we must aim at reinstating the.family doctor—in 
full strength and with a will to practise health. This 
means shifting the interest from the casual visitor in 
surgery to the patient and his family at home. It takes 
time, and it could be done, as you suggest, by reducing - 
the present maximum to 2000 on a higher capitation 


fee; but tt could also be done by giving doctors with 


full lists paid assistants. By this expedient, similar to 
the scheme advocated in the first Spen’s Report, newly 
qualified men would be given excellent training oppor- 
tunities, while doctors who have proved theiv worth to 
the public would be able to widen rather than restrict 
their sphere of influence. The good family doctor has 
qualities which cannot be exploited in the treatment of 
warts or ingrowing toe-nails ; he is a specialist in handling 
human beings, and he will be most useful when he can 
He is 
altogether too valuable a member of the community to 
be wasted, and it seems a pity to cut. down his list instead 
of giving him better opportunities to use his particular ` 
gifts. Love of work, among other things, makes him 
what he is; but will it survive the crowded surgeries 
which pressure of circumstances threatens to force on 
him ? We may assume that he will put up a fight against 
circumstances, and you are right in asking that he 
should be helped. The family doctor you describe is the 
family doctor we want ; but the position which he should 
occupy in a household can never be. achieved through, 
contacts in. surgery. Patients who hesitate to avail © 
themselves of the N.H.S. because it would mean 
attending surgeries show that they appreciate this. 

These patients may not know precisely what they 
would miss, but it is something they value pretty highly 
and something that should be available to them. It is 
not the professional skill of a medical man, but the 
influence on the family as a whole of someone who knows 
them well enough to identify himself with their interests 
and to guide them accordingly. The patients know, 
and the doctor knows, that he can learn more about a 
family in one visit than in months of attendances at 
surgery; they only need to be assured of his interest. 
in them to give him all the confidence he needs; but it 
is hard to show the right kind of interest during a short 
consultation in surgery. It is extremely easy to enlist the 
coöperation of a household during a leisurely visit, and 
the doctor who combines this with his knowledge and the 
patients’ trust becomes a social institution of ‘the first 
importance. He can be the trained ally of common 
sense and right thinking in all matters pertaining to 
family life and welfare, and an educative force in a sphere 
all his own. The more he knows of his patients, the 
more inclined they are to trust him and to be guided by 
him—indeed, they ask for nothing better. Once he 
does occupy this position in a household, he is the tower 
of strength, the guardian of health, the hope of the 
stricken, and a whole lot else. E 

What is less obvious (although you mention it) is 
that he is also the person who can make the specialist 
The specialist is 
no more inclined to cast a decisive vote on the evidence 
of a single examination than the @.P. ought to be; nor 


t 


~ 
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is he inclined to exert himself in a case where he is not 
particularly needed. The family doctor is supremely 
well qualified to know when and where a specialist’s 
services will be most useful, and he is the only person 
.who can provide the information which the specialist 
will need if he is to give a worth-while opinion. 
But the whole machinery breaks down (or rather, 


fails-to come into being) if the, doctor’s attitude is that . 


of withholding himself from his patients, shunning 
contacts unless they are actually thrust on him, and 
generally leaving the patient in a position where he has 
_to do all the asking. Nobody can feel cared-for under 
such conditions, and the asking goes on, to the dis- 
comfort of both doctor and patient. One can do more 
_good by saying “ Pd like to come and see you ’’—even 
if it is only to hand over the 4-weekly disablement 
certificate—than one can with gallons of mixtures; 
and if one happens to mean what one says, one is also 
a much happier person. The patient will immediately 
reply “ Oh, please don’t bother, doctor,” will be over- 
joyed if the doctor takes no notice of this, and will be a 
pleasure to treat ever after. Such patients do not call 
one out in the night without very good reason, nor do they 
trouble one with requests for bottles. The*‘doctor who 
` “suffers ” from his patients has only himself to thank 
for ‘it,.and I am afraid he is going to suffer horribly if he 
allows- restrictions and conditions to be imposed on any- 
one who wants to consult him—particularly with private 
patients who remember him as all eagerness to help. 

An enormous proportion of “ illnesses” 
‘expression of some form of maladjustment or misery. 
The doctor cannot reckon to know anfthing about them 
until he knows the patient’s-background, and he should 
take the first opportunity to study this, once aware 
that trouble is afoot. 2 

Many people take up general practice because nowhere 
else can similar opportunities for codperative effort be 
found; and nowhere else can the good doctor be so useful 
to the community. His chief usefulness doés not lie 
in his ability to diagnose and treat disease ; people are 
` not unhappy because they are ill: on the contrary, they 
relax ; they accept the full status of invalid with some 
relief because their ‘claim to the care and attention 
which they needed all along has at last been established 
without wounding their amour-propre. The people 
who are less happy are the patient’s relatives, and they 
welcome help and support all the more for not having 
a proper claim to them. 

Least happy of all are the people who can find 
absolutely no excuse or reason for feeling as wretched 
as they do; they turn up hopefully in the surgery with 
a “‘ heart ” and go away dejected, having been told that 
air-swallowing has given them a wholly pointless dis- 
comfort and that they are perfectly fit for work. They 
should not be allowed to remain dejected, and they can 
be helped—not indeed by bolstering up their hopes that 
the heart may yet give out and entitle them to a little 
more consideration, but by being allowed to talk and to 
enlist the friendly understanding of at least one person. 


Their chief trouble is that no-one ever has listened to 7 


them, and this tends to make them aggressive as well as 
despairing. They do not approach the doctor as a 
friend, they have ceased to expect friendship; they 
hope for a magician who will unearth the mysterious 
trouble and apply the correct remedy—preferably by 
a complicated form of treatment with an even more 
complicated name. These are the people who throng 
the surgeries, ever hopeful that the bottle will do its 
stuff in the end, or that the doctor will come to under- 
stand “‘ my case ”?” well enough to suggest something more 
helpful. The exact symptoms are a matter of chance, 
and are recorded out of politeness; one knows that if 
the headache is cured something else will be the bother 
next time. One’s job is to get at the source of this 
nagging desire for attention and magic formule, and 
a good way of doing it is to find out what the patient 
is running away from in coming to the surgery. The 
answer is in the ‘patient’s home and in the patient’s 
past. If one gets to know the bome and the past, one 
can begin to see how oneself might respond in the patient’s 
circumstances; a few pointers as to the personality 


should help to complete the picture and present patient | 


and symptoms as the perfectly credible result of his or her 
environment (which, incidentally, is often quite incredible). 


~ 


APPARENT ACUTE GLOMERULONEPHRITIS. WITHOUT ALBUMINURIÁ 


are . the 


- frank signs of renal disease. 
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If this seems an awful lot of trouble to a doubtful end, 
let it be said that the patient will have begun to benefit 
by the attention from the moment one showed oneself 
ready to listen, and that his or her family will have 
benefited equally. An unhappy member is usually a 
great trial to the family and unhappiness is apt to spread. 
The doctor will have benefited in a number of ways, one 
of them being the satisfaction of having given genuine 
help to a genuine case, instead of placebos to imaginary 
ailments—which I think is what. makes doctors so dis- | 
satisfied with their eternal prescription-writing in surgery. 
Bagshot. S. GRAHAM. 


APPARENT -ACUTE GLOMERULONEPHRITIS 
WITHOUT ALBUMINURIA 


Smr,—There seems no reason to doubt the diagnosis 


‘in the interesting, case reported by Dr. Crofton and 


Dr. Truelove in your issue of July 10, though there must 
remain a little uncertainty about the complete absence ` 
of alhuminuria throughout the course of what was 
evidently a fairly severe attack of acute glomerulo- 
nephritis. Slight and tfansient albuminuria is notoriously 
elusive even when sought “at least once daily.” For 
this reason I would venture to suggest that the case 


might have been more appropriately called ‘ acute 


glomerulonephritis apparently without albuminuria.” 
Even so the author’s paper is a valuable contribution . 
to the literature on the subject. | 

Unequivocal examples of analbuminuric glomerulo- 
nephritis have rarely been reported, as the authors 
note. I cannot recall having met with an undoubted 
instance myself, though on a number of occasions I have 
seen patients suffering from marked and unmistakable 
signs of acute glomerulonephritis in whom. albuminuria 
was minimal or transient throughout, and I have three 
such under observation at present. ° 

The pre-albuminuric stage of glomerulonephritis, on 
the other hand, is not. so rarely encountered if carefully 
looked for in the interval between the causal infection and 
It has been most often 
recorded in postscarlatinal nephritis, probably because 
the latent interval referred to is most easily observed 
in this disease. f k 

Any or all of the major signs and symptoms of acute 
glomerulonephritis—i.e., hypertension, cedema, azotæmia, 
and microscopic hematuria—may precede albuminuria 
by some days. To the references in the literature on 
pre-albuminuric signs of glomerulonephritis quoted 
by the authors might be added a paper by Brasiello,} 
who mentions hypertension, hyperchloremia, and 
azotemia as preceding albuminuria in postscarlatinal 
nephritis. — ye 

Less conspicuous pre-albuminuric signs that have 
been reported in postscarlatinal nephritis are an increase 
in the usual leucocytosis in- scarlet fever,? and dis- 
appearance of the alkaline’ tide.* | Of pre-albuminuric 
signs of acute glomerulonephritis, oedema, as apparently 
in the authors’ case (puffiness of the eyes noted, 
significantly, sixteen days after a sore throat), would 
seem to be the most common, its appearance and degree 
being to some extent determined by the constitution and 
previous, habits of the patient. For example, it was 
found 4 that dropsy was recorded as the presenting 
or most conspicuous symptom in 67%, and hematuria 
without marked cedema in 16:5% of all cases of acute 
nephritis admitted to Guy’s Hospital in 1887-88. Forty 
years later, in 1927—28, the corresponding figures were 
24% and 40%. | R ~ 

Hawes and Vardy ê comment upon the prevalence of 
‘“ nephrosis ” and nephrotic nephritis in China, and I 
am informed that in some parts of India glomerulo- 
nephritis in the form of “ the large white man with the _ 
large white kidney ” is still more often seen than it now 
is in this country. l l f 

Barlow,® Goodhart,? and Taylor ° all refer to cedema 
as the most characteristic and marked feature of 
. Brasiello, E. Policlinico, 1929, 36, 41. 
. Bowie, J. M. J. Path. Bact. 1903, 8, 82 
è Oonan, As A., Close, H. G., Carter, H. 


. Osman, A. A. Ibid, 1936, 86, 93. 


1 

2 . 
3 Guy’s Hosp. Rep. 1933, 
4 ‘ 
> Hawes, R. B., Vardy, E.C. Quart. J. Med. 1935, 4, 1. 
7 

8 


. Barlow, G. H. Guy’s Hosp. Rep. 1840, 5, 167 
- Goodhart, J. F. Ibid; 1879, 39, 153. 
- Taylor, F. Practice of Medicine, 3rd ed. London, 1893; p. 729. 
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scarlatinal nephritis, though it is now a comparatively 
rare manifestation of the disease in western countries. 
A hundred years ago, indeed, the terms scarlatinal dropsy 
and scarlatinal nephritis were used synonymously. 
Sometimes there was no albuminuria, at other times the 
dropsy preceded, accompanied, or followed albuminuria 
in a most puzzling manner ° reminiscent of the kriegs- 
cedema during 1914-18; Dr. Hahn referred to this in 
your issue of July 17. | 


The time of appearance and degree of cedema as a 


symptom of acute glomerulonephritis would therefore 
seem to be in part related to the nutritional state of. the 
patient and the community in which the disease occurs, 
though doubtless it is more marked when albuminuria 
is excessive and prolonged Incidentally, cedema not 
infrequently precedes albuminuria in another renal 
disorder—pre-eclampsia. It would then seem to be 


more obviously an exaggeration of a pre-existing state 


of waterlogging that normally occurs in pregnancy.?°® 
Renal Unit, County Hospital, Pembury. A. A. OSMAN. 


M.R.C.P. EXAMINATION 


Srr,—The letter of Aug: 7 from ‘ M.R.c.P.”? is very 
timely, for never has the subject of the Membership 
examination been so commonly discussed. Before the 
war only a fortunate few aspired to become specialists 
and consultants; but now that the average entry is 
600, and the trend towards specialisation in every 
branch has increased immeasurably, the whole subject 
of “ specialist ” examinations has become one of the 
utmost importance to a large proportion of the younger 
part of the profession. | 

“ M.R.C.P.” rightly emphasises that in an examina- 

tion designed to test clinical ability the hazardous factor 
known as “ luck ” should be minimised by every means 
available. I do not think the most hardened examiner 
would deny that this factor is a very prominent one, 
especially when the whole bedside approach of the candi- 
date has to be assessed on the results of one ‘‘ long ” 
and one “short” case. A well-known ex-censor is 
reported to have said that he could as easily fail a candi- 
date on a straightforward mitral stenosis as on the most 
obscure neurological disorder. This can be readily 
understood ; but a candidate who has made a diagnosis 
with éase and assurance on a case which he has diagnosed 
from the ward door can stand up to an examiner’s 
questioning with confidence and courage: whereas 
another, at the next bed, faced -with an uncodperative 
and often misleading patient, and little wiser at the end 
of half an hour, is psychologically in no condition to 
handle a possibly truculehnt and browbeating examiner. 
. The only fair method would be to increase the number 
of cases and length of time allocated to the clinical portion, 
to read always what the candidate has written in the 
papers, and to allow him. to proceed on an aggregate of 
marks. The numbers taking the examination at present 
may preclude such a lengthy test, but by no means other 
than the institution of a primary examination could 
they be thinned out. Possibly the writing of a clinical 
report and of a three-hour essay might act as a deterrent 
to all those who take the examination ‘‘ on spec,” and 
there are many such. _. 

Other aspects of the unfairness of the examination as 
at present constituted spring immediately to mind. Are 
not many who consistently fail acknowledged to be 
better men than those who pass? And how many 
now eminent physicians had multiple attempts? How 
many acknowledge that they -were no better when they 
finally passed than at their first attempt! One con- 
cludes therefore that there is about this examination 
considerably more than the usual element of luck. 

Another point which comes to mind is the question of 
the significance of the examination. Is it merely to 
be an index of fitness to undergo specialist training, or 
is it rather an attestation that the candidate has completed 


such a course and is fit to undertake the responsibilities 


of specialist practice ? There is far from uniform opinion 
on this matter. It would appear that ideally no-one 
should be allowed to present themselves until they, have 


9. Lancet, 1844, ii, 298. 
10. Osman, A. A., Close, H. G. Quart. J. Med. 1930, 23, 
Dexter, L., Weiss, S. Pre-eclamptic and Eclamptic Toxamia 
of Pregnancy. Boston, 1941; p. 20. 
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completed a lengthy period of resident appointments at 
recognised hospitals. The Royal College of Surgeons 
demands such a period (but even that is far too short), 
and the Royal College of Physicians would do well to 
consider whether a minimal period of, say, three years 
(or possibly even five) might not be demanded from an 
aspirant to its membership. The Americans, unhampered 
by: centuries of tradition, have succeeded in laying down 
along these lines regulations for their specialist boards 


which appear to ensure a far more rigid selection of. 


suitable men and women, and a far better training of 
those selected. 


It is only by this means that the title of M.R.C.P. can 


possibly have any value as a designation of real specialist 
status; and -thus only will it cease to be merely 
a key to admission to certain house-appointmente, 
registrarships, and the like. - | 


WOULD-BE-MEMBRR. 


S1ir,—‘‘ M.R.C.P.” says that the clinical examination 
should be preceded by “ stiff papers ’’ for the purpose 
of weeding out the weaker candidates.. Surely it is the 
aim of the censors’ board to admit to the membership 
oo those with an accurate and reliable clinical know- 
edge ; 
best papers are not necessarily the best doctors.: If 
there were several searching clinical examinations, 


perhaps “‘ M.R.c.P.’s’’ plea for fairness would be 
satisfied. i l 
Aberdeen. Erma M. SIMPSON. 


` VITAMIN E IN COLLAGENOSES 


SIR, —I was interested to read Dr. Burgess’s article 
(Aug. 7) in which he referred to his success in treating 
fixed types of lupus~erythematosus with mixed toco- 
pherols (vitamin;E complex), the more so as his results 
seem to have been so very much happier than ours have 
been at St. Thomas’s Hospital. 

Last November, Dr. G. B. Dowling asked me to investi- 


- gate the effect of vitamin E in lupus erythematosus, and 


I began to treat a series of such cases with synthetic 
a-tocopherol, beginning with a dose of 100 mg. daily 
and working up, in the absence of any favourable response, 
to a maximum of 300 mg. daily. Synthetic «-tocoplhterol 
was chosen as the only form of vitamin E available in 
this country in sufficient quantity and concentration to 
be practical for such a trial. 


Altogether 22 cases were treated, all for at least ten weeks, 
and 16 for more than four months. They were mostly cases 
of many years’ standing, 11 having been going-on for more 
than ten years, 5 for between five and ten years, and only 2 
for less than two years. All except 4 had previously been 
treated unsuccessfully with ‘one or more of the common gold, 
bismuth, or arsenic compounds; and all were thoroughly 
examined for any other evidence of disease, and seemed 
otherwise perfectly fit. Several had had real or suspected 
septic foci dealt with in the past, and 6 had, at some.time in 
the course of their affliction, cleared completely, only to 
relapse later. The «-tocopherol was given by mouth, and no 
patient was considered to have failed to respond unless he 
had received not less than 200 mg. daily for two months ; 
most cases had 250-300 mg. for a longer period. No single 
case cleared, or even improved dramatically, under this 
treatment ; 4 showed some slight improvement, 11 remained 
quite unchanged, and 7 became worse in that their lesions 
became more extensive or new lesions appeared while the 
patient was taking the «-tocopherol. Of these 7, 1 was at first 
thought to be: showing definite improvement. We had no 
controls, but at this point I should mention the case of a 
patient who was referred back to her own doctor with the 
suggestion that she should be given vitamin E. Six weeks 
later she returned to us with every trace of her lupus 
erythematosus gone, but, alas, the letter she brought with 
her informed us that her doctor had been unable to obtain 
any vitamin E, and so had continued treating her with 
calamine lotion as before. 


As a result of this trial, we came to the conclusion that 
a-tocopherol was without value in the treatment of lupus 
erythematosus. Furthermore, this trial was begun in 
the late autumn and carried on throughout the winter 
and early spring, a time of year when a number of cases 
of lupus erythematosus show spontaneous improvement. 


and, as everyone knows, those who write the - 
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- It will be interesting to see the more detailed report ? 
on this work, to which Burgess referred; but should 


_ this be confirmed it will be apparent, in the light of the 


trial that I have briefly described, that the part of the 
vitamin- complex responsible for its good effect in 

fixed types of lupus érythematosus must be some ether 
than the «a-tocopherol, unless of course the synthetic 
product differs in some subtle way from that occurring 


in nature. At first sight our doses appear rather smaller | 


than Burgess’s, but he does not state the percentages of 
‘the various individual tocopherols in his ‘ mixture,” 
and even if half were made up of the a-tocopherol, it 


will be seen that, as we gave this in its pure state, our , 


doses in terms of ‘the « component were more than equal 
to his. Therefore, had this substance been an active 
therapeutic agent in lupus erythematosus, our results 
would have paralleled those of Burgess, instead of proving 


a sorry failure. ~ 
R. D. SWEET 


8t. Thomas’s Hospital, 
London, S.E.1. Assistant, Skin Department. 


BEDS FOR PULMONARY TUBERCULOSIS 


Sm,—I should like to endorse the excellent points 
made by Dr. Tattersall in your issue of Aug. 7 and to 
add a few remarks of my own. 

The choice of cases for the few beds avẹilable to the 
chest physician is a difficult and responsible task, but 
I have no hesitation in giving preference to the young 
case in the early treatable stages. To fill these beds with 
chronic or more advanced cases of doubtful treatability 


for months on end while the same bed could be used to -7 


accommodate, in succession, a number of young persons 
with early disease, seems to me both illogical and 
inhuman. The plea that the more advanced case is 


-more infectious and should therefore be isolated is short- 


sighted. With waiting-lists of six to nine months many 
of the early cases, thus debarred early admission and 
rapid sputum conversion, will be equally infectious (and 
probably more mobile) before they are admitted. 

The continued Progress of surgical technique is offering 
more and more of the advanced cases major collapse 
therapy, with the inevitable result that the average 
length of stay in sanatoria is steadily rising just at a time 
‘when the mortality from pulmonary tuberculosis is also 
on the upgrade. 
in surgery that the death-rate from tubercle is rising, 
for while sanatorium beds are thus blocked with 
** doubtful risks ” those awaiting admission are steadily 
advancing to become hopeless cases. 

The time has come when very serious consideration 
should be given to the bed situation for tuberculous 
patients. The reason so often given for the present 
position is the shortage of nurses, but I feel that there 


is now a danger of this becoming a facile excuse for 


inaction. It has already been suggested by Dr. Bentley °? 
that much can be done to relieve the position by 
reorientating our views on tuberculous nursing without 
seriously affecting our standards of treatment, 

It is far more important, in my view, to review the 
whole tuberculosis problem in the light of its importance 
to the community as the disease which kills more of our 
young, productively useful citizens than any other 
single factor. This disease should be tackled with 
priority on a nation-wide scale. We find, however, 
that it is far easier to admit to hospital the patient 
with aeute pneumonia (whose illness can be reduced with 
sulphamerazine to a three-day fever), or the one with 
cardiac failure (whose essential treatment is rest), or 
carcinoma (who has retired from useful life) than ever 
it is to obtain urgent adhesion section or phrenic crush 
for the young girl of 19 vears with very early cavitating 
tubercle and.the most productive years of life before her. 
The obvious answer is the immediate reallocation of 
existing beds on a basis commensurate with the import- 
ance of the diseases they are to serve. The available 
nursing power would thus be fairly and most usefully 
employed. The nationalisation of hospitals has made 
this practicable. 

In fact, however, there are signs that the new scheme 
The keeping of a central. 


Pritchard, J. E. 
Lancet, 1948, i, 722. 


1. Burgess, J. F., arch. Derm. Syph. Chicago 
(in the press s). 


2. Bentley, F. J. 


_ PREVENTION OF VENEREAL DISEASE 


It is perhaps partly due to this trend 
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waiting-list for sanatoria—the common practice of most 
health authorities—has always been cumbersome and 
illogical when dealing with disease. Admission should not 
be determined by chronological order of diagnosis but 
by clinical and social urgency. The only person who 
knows all the facts is the chest physician in charge of the 
case and it is he, therefore, who should determine the 
order of admission of his cases and not a purely admini- 
strative officer at a central office. -Under the new regional 
boards the central waiting-lists are even longer and 
more cumbersome and remote from the patient, for in 
most instances a number of health authorities fall within 
one region. 

Apart from the reallocation of beds, what then are 
we to do in the present impasse? Decentralisation 
of the waiting-list with allocation of certain beds to each ' 
clinic would greatly ease the situation. The chest 
physician of the area could then keep his own waitipg- 
list and arrange admission according to the urgency. 
As Dr. Tattersall remarks, close collaboration between 
chest physician and superintendent is necessary, but 
it should be much easier under these circumstances with 
no central authority intervening. 

even more satisfactory scheme would be for the 
chest-clinic staff to take direct charge of the majority 
of beds for the area so that continuity of treatment and 
a satisfactory integration of domiciliary, short-term 
hospital, and long-term sanatorium treatment was 
attained. Many cases that are now kept in sanatorium 
for an unnecessarily long time would certainly not stay 
if the physician concerned were also responsible for the 
waiting-ligt. 

Finally, 1 would point out that in general far too little 
is done for urgent cases while they are waiting months 
for sanatorium admission. If. more collapse therapy 
were undertaken in the patient’s own home, with even 
‘the few beds available in the local hospital used for the 


‘ associated adhesion section and phrenic-crush opera- 


tions, many patients would eventually not need sana- 
torium admission or at least their stay would be 
shortened. I am certain that we need many more well- 
trained and qualified men to undertake such work at 
chest clinics. The status of the tuberculosis officer, so 
long unsatisfactory, should be raised; he should be 
offered a specialist salary and provided with beds. Only 
then will the work attract men of specialist status and the 
attack. on tubercle begin to be really successful. 


Hammersmith Chest Clinic, PETER STRADLING. 
Postgraduate Medical School of London. ‘a 


PREVENTION OF VENEREAL DISEASE 


Sir,—Your correspondent, Dr. Forgan, in his letter 
in your issue of July 24, misses the essential points of 
Lord Horder’s letter published the previous week. 

The campaign of the N.S.P.V.D. is directed towards 
the enlightenment of the public on the following points : 


1. That over a long period of years the fact that v.p. is 
easily preventable has been prevented from reaching the 
public, and that in spite of lavish public Spis on 
other methods, V.D. has ‘increased. 

2. That impartial investigation by the Government- 
appointed Trevethin Committee settled, once for all, the 
scientific fact that v.D. can be easily prevented. Many 
witnesses. before that committee, including myself, produced 
overwhelming evidence of the dramatic reduction in V.D. 
that follows the introduction of self-disinfection. On the 
subject of practicability the Trevethin report says: “We 
see no reason to doubt that an intelligent man, if furnished 
with reasonable instructions, could in favourable conditions 
effectively disinfect himself.” The procedure is so simple 
that any “ official skilled supervision ’’ of the disinfection is 
obviously superfluous. Practical experience, moreover, has 
shown conclusively that civilians will not seek such assistance, 
and that in the case of the Services the introduction of 
supervision, and the elaboration of the procedure, have been 
the chief causes of the apparent lack of success, on account 
of evasion. Officially supervised disinfection never has been, 
and never will be, successful on account of the psychological 
factors involved. 

3. That, incredible as it may seem, it is "actually illegal 
for a chemist to sell to any customer the necessary materials 
for prevention accompanied by instructions for use. This 


= 


= 
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continues in spite of the fact that the Trevethin report, in 
1923, recommended that the law should be altered. ` 


Dr. Forgan says that he has advocated prevention 


for many years ‘‘ as a means of reducing the incidence | 


of V.D.” Then why does he disparage the idea now? 
If practical prevention is allowed to be known generally, 
it will go on reducing the incidence until elimination is 
reached. At present not 1% of the population know 
anything about it, and those who do cannot use their 
knowledge on account of the legal obstacle. 

The N.S.P.V.D. takes no part in the controversy 
about compulsory notification and compulsory treatment 


of V.D. All such suggestions are unnecessary because . 


V.D. is easily preventable and its successful prevention is 
being prevented. f 
R. A. LYSTER 


Chairman, National Society for the 


- 47, Nottingham Place, 
s 1. Prevention of Venereal Disease. 


London, W. 


Smr,—Lord Horder’s letter outlining the policy of the 
National Society for the Prevention of Venereal Disease 
will be welcomed by many medical men who have to 
deal directly with this problem. As port health officer, 
with experience of a number of ports in the tropics, I 
have always’made a point of asking merchant seamen 
suffering from venereal disease whav precautions, if any, 
they took. I have been appalled by the high proportion 
of men who did not know how to protect themselves and 
by the number who thought that a condom was sufficient 
protection. As M.O., before the war, to a group of trading 
concerns in the Far East, I interviewed each new arrival 
and, after stressing the moral aspect, instructed him in 
simple methods of prophylaxis. The striking»reduction 
in the incidence of venereal disease among the. staff was 
ample compensation for the open disapproval of those 
who said that immorality was being encouraged. 

| l P.H.O. 
MEDICAL RECORDS 


Smr,—Those who are aware of the conditions which 
now prevail in the majority of hospitals cannot but be 
sympathetic towards ‘‘ Medical Secretary.” Undoubtedly 
there is truth in some of the comments she makes in her 
letter of Aug. 14: ; 

: She and others may feel encouraged to learn that the 
Association of Medical Records Officers has under con- 
sideration an educational scheme whereby it would be 
possible to gain additional knowledge of anatomy, 
physiology, and medical terminology. It is recognised 
that no medical secretary or stenographer can really do 
justice to the tasks assigned to her without such a 
training. The association’s first responsibility is, however, 
to augment the knowledge of the officers in charge of 
hospital medical records departments, and through them 
try to improve the standard of medical record keeping— 
in so far as the laity can improve the standard. Records 
officers agree that medical secretaries are key people in 
the production and maintenance of medical records, and, 
as a result of the active—and long overdue—interest 
which has been shown in this sphere of hospital adminis- 
tration in the last year or two, I think they may look 


forward to a much greater appreciation of the value of 


their work, and to more satisfactory conditions of service, 
in the not too distant future. i 
Ersw ROYLE 


Honorary Secretary, g 


Manchester. Association of Medical Records Officers. 


Srr,—‘“‘ Medical Secretary °” is, regrettably, correct in 
her statements. The qualifications and qualities outlined 
by her are essential for all who follow the profession of 
medical record keeping, which includes medical steno- 
graphy whether in hospital or in private practice. 

It was because of the universally acknowledged lack 
of training facilities for those engaged in this work in 
hospitals and allied organisations that an Association of 
Medical Records Officers was recently formed. This 
association aims at raising the standard of work done, 
by training courses and opportunities for the interchange 
of knowledge and experience for those already engaged 
in the work, and by laying down fundamental standards 
of education for those entering the profession. These 


requirements correspond with those of other ancillary- 


medical services, and it is hoped thereby to gain recog- 
nition of the fact that the members of this association 


j 
MEDICAL RECORDS 


- 
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are specialists in their own sphere. So far as the steno- 
grapher in private practice is concerned, no doubt those 
interested would be welcomed in classes arranged for 
members of medical records departments in hospitals, 
as was the case in my own hospital, where private 
secretaries attended a course of lectures on medical 
records and subsequently a course of lectures on anatomy 
and physiology, though naturally they would not be 
able to qualify for membership of the association. 

The association also lays stress on the careful selection 


of staff—a necessity too often neglected in the past by’ - 


those responsible for appointments. The: results have 
sometimes been unfortunate, but the misguided selection 
has usually been due to (1) lack of appreciation of the | 
technicalities and responsibilities of those employed in 

the medical records department; and (2) the small 


' salaries paid in comparison with commerce and industry, 


where considerably less strain and responsibility have to 
be borne by the stenographer. Most of the people who 
work in the medical records department, and in some 
cases in private practice too, do so because of their love 
of the work, its absorbing nature, and their desire to 
serve their fellow men. - ae 
RECORDS OFFICER. 


OCCLUSIVE DRESSINGS) 


+ . ; 

-= SiR, —If Bull, Squire, and Topley (Aug. 7) have done 
nothing more than re-emphasise the deleterious effects 
of adhesive plaster and such-like occlusive dressings on 
the skin and on wounds in general, they have done a 
great service. It is commonplace experience that wounds 
do better when covered simply—a piece of gauze held 
in place by two narrow strips of strapping suffices for 
most wounds. - I have never ceased to demonstrate this 
to my subordinates in peace and in war. _ - 

However laudable your contributors’ effort to find 
a substance which will allow normal.skin evaporation 
to take place without being permeable to outside fluids, 
we must be careful, now that the age of adhesive plaster 
is over, to ensure that our wounds never again have 
coverings with similar disadvantages. 


Dublin. MARTIN FALLON. 
DEATH WHILE BATHING _ 


Srr,—It would be interesting to know whether some 
unexpected deaths while bathing might not -be due to 
acute prolapse of a vertebral disc. About a year ago, 
in my bath I was suddenly, as it seemed, cut nearly in 
two by something from behind. For ten minutes I lay 
in that bath paralysed and nearly fainting with pain. 
Had this happened while bathing alone in deep water 
I should certainly have died. 

I suggest that pathologists confronted with such cases 
might look and see, if there is no other obvious cause, 


before attributing death vaguely to cramp, heart-failure, 
‘full stomach, and the like; also, that patients subject 


to such attacks be warned to be careful where they bathe. 
Bristol. G. L. ALEXANDER. © 
oe CHARMS ; 


Sir,— Dr. Lowy has written a charming and disarming 
letter (Aug. 7); but if he is serious, isn’t he being more 
than a little naive ? There is, he tells us, in the human 
personality ‘‘ the deep-rooted desire for the belief in the 
supernatural and unexplainable.” We may deplore 
it but we cannot afford to ignore it, and “ if we wish to 
be sincere’’ we must admit that in some people an 
approach on these lines promises better and speedier 
results than the employment of scientific methods. | 

Dr. Lowy does not say so, but it is self-evident that 
this deep-rooted desire for, „the supernatural and 
unexplainable must run counter to all advances in 
knowledge—advances which, of course, make the general 
body .of scientific truth less supernatural and more 
explainable. Is Dr. Lowy implying that such super- 
natural and unexplainable methods of therapy should 
be encouraged in physical medicine as well (he will know 
that cures of organic diseases have been claimed by 
healers), or that while purely scientific investigation 
and treatment should be allowed to continue in general 
medicine, surgery, and other subjects there should 
be an honourable place for atavism and superstition 
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STUDENT NURSES’ SALARIES 
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in psychological medicine ? It weuld be interesting to 
learn how far Dr. Lowy would go in his encouragement 
of the supernatural and unexplainable. Would he, for 


` instance, agree to the treatment of a patient by teaching 


and instruction which he knew to be false because he 
believed (or felt) that it might improve the patient’s 
symptoms £ ? Would he acquiesce in the treatment of a 
patient by a ceremony designed to drive out evil spirits ? 

I cannot think that any verification is needed at this 


` stage of the fact that when people become more educated 


and enlightened they give up these earlier beliefs in 
superstition and the unexplainable. The unexplainable 
becomes then simply a problem to be explained. These 


_beliefs, when they remain. are an impediment to free 


an accurate thinking ; and when they are encouraged, 
in children particularly, it is at the expense of the 


- exercise of their intelligence. 


But the major proposition in Dr. Towy s argument 
needs further elucidation. ‚When he speaks of the 
“ deep-rooted desire for the belief in the supernatural 
and unexplainable,” is he implying the existence of a 
direct instinctive basis for these beliefs—something in 
the nature of an instinct of superstition or a ‘‘ meta- 
physical ” instinct? If the beliefs are not instinctive 
but cultural, developed in the early years of life, is it not 
then a case of error and bias distorting the growing 
personality ? . And would not the sincere (Dr. Lowy’s 
word) therapist consider it to be his duty to try to 
eradicate them ? Or does Dr. Lowy just prefer to remain 
a little obscure on this point and leave it as one of his 
unexplainables ? 

I was under the impression that there had been a halt 
in the retreat from reason since the war. Hitler’s 
régime in Germany was surely atavistic enough and 
‘“ metaphysical ” enough to show us the dangers of this 
attitude. For Dr. Lowy’s consideration and guidance 
I feel I should end with a quotation from the ‘‘ Grammar 
of Science” by, Karl Pearson. 
50 years ago but ‘still apparently requires to be 
emphasised. 


“ Tt is the want of impersonal judgment, of scientific method, 


and of accurate insight into facts, a want largely due to a 
non-scientific training, which renders clear thinking so rare, 


and random and irresponsible judgments so common, in the 

mass of our citizens today. Yet these citizens, owing to 

the growth of democracy, have graver problems to settle 

than probably any which: have confronted their forefathers 

since the days of the Revolution.”’ 
London, W.1. 


Sir,— Dr. Dillon (July 24) is right ; we cannot be too 
careful with the tender minds of children, even if we do 
leave colleagues in their fifties to lie in the pit of 
suggestibility they so often dig for others. 

My own indiscretions may possibly be excused as the 
too enthusiastic exuberant irresponsibilities of a callow 
middle age newly introduced thirty years ago to the 
mystery of the Unconscious according to Freud. Like 
Adam and Eve, I thought that the nipple and knowledge 
grew on the same tree, and, like them, was punished ; 
for I speedily developed an uncharming, if not altogether 
unpleasant, twitching of the lips whenever the subject 
of nipple-like excrescences was introduced. Dr. Dillon’s 


FREDERICK DILLON. 


letter caused a particularly bad attack by evoking the 


picture of the thousands—to put it mildly—of super- 
mumerary nipples in the shape of 8 oz. bottles to be 
handed out that very day to unsuspecting victims all over 
the world. 

Never did Nemesis fit the penalty to the crime more 
appropriately. The spell was broken; the gift of 
animistic wizardry was lost; and for a generation the 
moon has rolled on unperturbed by the Dick Bartonish 
adventures of grubby little urchins seeking relief from 
ugly growths which, if my fan-mail is to be trusted, still 
defy the skill of a highly scientific profession. Frustrated, 
I turned to an investigation of the common stye, with 
strange results. 

A. response to Dr. Atkin’ s appeal (July 24) from a 
lunacy centre may show that this neglect of the influence 
of the moon is unjustified. My own further contribution, 
subject to the Editor’s permission, will illustrate an 
apparent monthly malevolence. 

Portsmouth. W. S. INMAN. 


It was written over: 


STUDENT NURSES’ SALARIES 


Smr,—Traditionally nurses have become qualified by 
the apprenticeship system, according to which the young 
worker in return for his labour receives remuneration 
partly in money or kind and partly in the form of instruc- 
tion in the mysteries of his craft. The system is 
susceptible to much abuse and in the past probationer 


- nurses have been subjected to a high degree of exploita- 


tion, but it has many innate advantages which make 
its retention desirable especially as the defects can 
probably be removed by regulation. 

Systematic theoretical teaching is necessary for student 
nurses, but the poise and maturity of the trained nurse are 
gained by doing things and carrying responsibility in 
the wards and other departments of the hospital and not 
in the class-room. Even the Americans now seem to 
have given up the attempt to train nurses by lectures and 
correspondence classes—at any rate, advertisements for 
courses of this kind have not been prominent recently. 


‘The rawness of the newly qualified doctor compared with 


the trained nurse is sometimes noticeable and the 
necessity for medical. students to learn by doing is 
admitted by the Goodenough Committee, which recom- 
mends that in the new curriculum the medical student 
shall spend at least twelve months as a junior house- 
officer in an approved hospital before admission to the 
Medical Register. 

It is important to consider what the nursing apprentice 
(if the Royal College of Nursing will allow me to use the 
term) receives during her course and what it is that she 
gives in return. Leaving aside all imponderable con- 
siderations she receives during her first year the folowing : 

Salary £70. 

Full residential emoluments, including food with the extra 
rations allowed by the Ministry of Food, laundry, indoor 


‘uniform, including a cloak or cape but not shoes, stockings, 


or underclothing. This is nominally valued for super- 
annuation purposes at £75, and is not subject to income- 
tax. 

Two months’ free tuition as a boarder at a prelimmary 
training school, during which time she receives full salary. 

One month’s holiday with pay. 

The use of a nursing library and free paper and other 
writing material. 

Travelling expenses on first coming to the hospital, but not 
when going on holiday. 

A rations allowance of £1 per week when on her holiday. 

Full pay during illness for periods varying with the length 
of service, with payment of rations allowance if absent from 
the hospital. 

Under the National Health Service Act she, like other 
members of the community, is entitled to medicinal drugs, 
but drugs of addiction like alcohol and nicotine are regarded 
as part of her private affairs. ` 


After passing from the preliminary training school 
she continues to receive systematic teaching from the 
sister tutors in addition to the practical instruction 
given by the ward sisters, doctors, and other members 
of the hospital staff. At the end of a year she has 
received the foundations of the training which will fit her 
for a profession in which she is sure of making a living 
and in which she will have many opportunities of entering 
on a distinguished career suited to any special abilities 


_which she may possess. 


The main charges on her income are: 

National Insurance payment 3s. 10d. per week, or 
£9 19s. 4d. per annum. (The employer’s contribution under 
National Insurance is 3s. 3d. per week or £8 9s. per annum.) 

Textbooks—she will probably wish to have some books of 
her own to supplement those in the nursing library. 

Superannuation deductions at 6% on the value of her salary 
and emoluments, amounting to 14s. 6d. per month or £8 14s. 
per annum. The opportunity to qualify for a pension is a 
privilege which many other hospital workers would like to 
share, and in any case the student can claim the return of her 


contributions with interest if she should desire to do so on 


leaving the service. 
The considerations given by the studeat in return 
are as follows: 
Labour for 39 weeks of nominally 48 hours. 
hours are reduced by the time spent in lectures. 


The working 
The time 


` 
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spent in this way varies from 2 hours to 4-5 hours per week. 
Lectures are taken during working hours if this can possibly 
be arranged. 


The figures for the later years of exes. -need not be given 
here, but it should be pointed out that they are perhaps less 
favourable to the student. 

In spite of the efforts of the Rushcliffe Committee conditions 
in all hospitals are not quite the same. 


‘The problem before us seems to be to decide what is 
the fair and just income for a woman of 18 of this mixed 
status—partly a student and partly a worker—having 
regard to the present volume of national production. 
If consideration is to be given to the social and educa- 
tional background we.must remember that these vary 
very widely i in the social group. 

Nurses in the past have submitted to gross injustice 
without much protest and without being very critical 
of what they were told by those who benefited from their 
exploitation. Conditions have now changed and we 


find various people promising student nurses rewards: 


which might be appropriate in a very wealthy country 
but would be difficult to justify here. We cannot 
expect the nurses to be better critics of the new leaders 
than they were of the old. 

Perhaps the solution will have to wait for the 
introduction of a national wages and salaries policy, 
but any comprehensive scheme of this kind might 
disturb a great many things, including the Spens Report. 
HENRY H. MACWILLIAM 

Medical Superintendent. 


TYPHUS IN NORTHERN IRELAND 


SR, —I am directed by the Minister for Health to 
refer to the note under this heading in your issue of 
July 31, in the course of which it is stated that the 


Walton Hospital, Liverpool. Á 


family of two cases of typhus reported in Nortbern . 


- Ireland had frequent contacts with nomad gypsy and 
tinker bands from the west of Ireland ‘‘where typhus 
is still endemic,” and to inform you that no case of 
typhus has been reported from the west of Ireland or 
from any other part of Hire since 1944. . 

P. A. KENNEDY 


Secretary. 
Department of Health, Custom House, Dublin. 


A TAX ON KNOWLEDGE 


Sir,—Your leading article of July 10 and the ensuing 
correspondence has caused quite a stir among us Govern- 
ment medical officers. It appears that the law is against 
us, and it may take a long time before it will be amended. 
In the meantime, the following remedy has been suggested 
and is being seriously considered. 

As law-abiding citizens we shall obey the law even if it is 
a bad one. Accordingly, we shall not make use in our medical 
work of any progress made in medicine since we obtained our 
professional qualifications and since we ended our post- 
graduate training, by virtue of which we hold our present 
appointments. Excepted will be such information on. new 
developments as is given by official pamphlets, publications, 
training courses, or congresses which we have attended 
officially. 

In my own case and that of eight of my colleagues, we arp 
not to know anything of penicillin and its uses, of most of the 
sulpha drugs, of streptomycin, of hormonal implants (e.g., 
in Addison’s disease), of protamine-zine and of globin insulin, 
of the use of methyl thiouracil for the treatment of toxic 
goitre, of modern methods of rehabilitation, of electro- 
convulsant therapy in mental diseases, of the surgery of 
prolapsed intervertebral disc, of modern heart surgery, of 
prefrontal leucotomy, of the medical or surgical treatment 
of myasthenia gravis, and so on ad infinitum. 


Mr. Justice Rowlatt and the Commissioners of the 
Inland Revenue may rest assured, we will uphold their 
decision and respect their laws ! 


GOVERNMENT MEDICAL OFFICER. 


THE medical faculty of Bolyai University, which was 
established for Rumanian citizens of Hungarian origin, is 
anxious to obtain copies of THE LANcET. Any reader willing 
to share his copy with the faculty should write to Prof. 
Joh. Musonyi, Bolyai University, Targu-Mures, Rumania. 


A TAX ON KNOWLEDGE—NOTES AND NEWS 
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Notes and News 


RESEARCH IN EIRE 


In 1947 the Eire Government accepted a scheme for -B.c.G. 
vaccination, and by the end of this year work will be well 
under way. The scheme is sponsored by the Medical Research 
Council of Ireland, whose report! describes a variety of 
investigations. Attempts to find a. chamotherapeutic agent 
for tuberculosis continue and in animal experiments several 
compounds of succinic acid have been proved. ineffective. 
Derivatives of diphenyl ether and related substances have 
been synthesised and tested in vitro against mycobacteria, 
and at least one shows inhibiting power at dilutions greater 
than one in a million. During the year 510 strains of Myco- 
bacterium tuberculosis isolated from pulmonary cases were 
typed and all were found to belong to the human 
Bigger’s suggestion that combined penicillin and sulpha- 
thiazole might cure typhoid carriers aroused much Kope, 
but further tests on 10 carriers have shown -that in only 
2 was Salmonella eliminated. After total doses of 100 g. 
of sulphathiazole and 57 million units of penicillin 1 out of 
4 carriers became positive eight weeks later while 3 possible 
cures are still being examined. On the medical side, admini- 
stration of urea to normal human subjects has been found 
to cause a decrease in the stomach’s regponse to histamine, 
and the effect of ‘ Enterogastrone ’ in the treatment of peptic 
ulcer is also being studied. A further survey of rickets in the 
spring of 1947 showed that 82 per 1000 of all children between 
the ages of 3 months and four years were affected. For 
children between oné and four years old ‘the incidence is 
about half the figure for the last two years. 


MODERN APOTHECARIES 


In this century the, collaboration of doctors, laboratory 
workers, and pharmacists in the study and preparation of 
complex drugs has grown steadily closer and more rewarding. 
At the recent B.M.A. meeting in Cambridge Mr. B. J. Thomas, 
of Allen & Hanburys, planned on behalf of the Pharmaceutical 
Society, and set up, in the pathology department of the 
Cambridge Medical School, an exhibition which well illustrated 
the importance of this bond. Pharmacopeias dating from 
1618 to the new 1948 B.P. were a fascinating, though not 
perhaps a very original, type of exhibit. More instructive 


was the section showing the. stages travelled from crude 


drug to active principle. Curare, sticky and brown in an 
earthern pot, or stored in a bamboo cane or a gourd, appears, 
after the pharmacist’s assault, as tubocurarine chloride, a 
sterile standardised solution for injection. Buckwheat, asa | 
source of rutin, and Claviceps purpurea growing on rye, as 
a source of ergot, suffer a similar process of purification, and 
the drug emerges like a soul from purgatory without a stain 
on its character. Some practical demonstrations of penicillin 
assay, new emulsifying agents, and chromatography and 
fluorescence used to test and isolate.drugs were arresting ; 
but the demonstration which aroused most interest was an 
apparatus to measure the effect of anti-histamine substances 
on the isolated ileum of the guineapig. A neat physiological 
method of this kind always gives pleasure because it implies 
good and delicate technique. The exhibition showed well 
how fortunate our profession has always been in its colleagues 
among tne pharmacists. 


SERVICE RATIONS 


A aoop deal of information was collected during the war 
about the suitability and adequacy of various rations for the 
Armed Forces. Most of this work was done in the U.S.A. and 
Canada, and a summary of the findings has now been 
written by Dr. R. E. Johnson and Dr. Robert Kark who were 
concerned in many of the tests. 

Their report ? describes both experimental tests of rations 
and surveys of rations as consumed in the American and 
Canadian Forces from 1941 to 1946. Many of the findings 
were incorporated, though somewhat belatedly, in newer 
scales of rations. Most of them have an applicaticn tọ the 
field of nutrition far wider than is suggested by the relatively 
special groups studied. For example, the importance of 
calories, rather than of specific nùtrients, showed itself in 
many of the studies. If the intake of calories was below the 


1. ut Report of the Medical Research Council of Ireland, 
2. Published by the Quartermaster Food and Container Institute 


for the Armed Forces Research and Development: Branch 
Office of the Quartermaster General, Chicago, 9, Illinois 
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requirements, physical and mental disturbances arose which 
ranged from irritability to gross deterioration involving 
exhaustion and collapse, and, depending on the extent of the 
deficiency, occurred in a few weeks or in one or two days. 
In order to avoid calorie deficiency, it was necessary that the 


food should be not only adequate but also acceptable. Foods 


that were unusual in taste, appearance, or texture, or were — 


badly prepared, were usually not acceptable, even though 
this meant that the total intake was inadequate. To allow 
_ for differences in individual needs, standard rations should 
supply more than the average needs. Special conditions 
resulted in special problems, such as the need for adequate 
‘and easily obtainable water-supplies in the Arctic, mobile 
kitchens to prepare hot palatable meals for armoured units, 
and ‘sufficient water and salt in the desert. One interesting 
observation was that troops in the most diverse climatic 
conditions consumed very similar proportions of proteins, 


and that there was no increase in the intake of fat under 


Arctic conditions. 

This report will be of considerable interest to all nutrition- 
ists, but its value would have been still greater if the rations, 
described by their official names such as B,C, K, or 10 in 1, 
had been given in more detail. 


, ' SPURIOUS STREPTOMYCIN 


Iy Italy fraudulent dealers in streptomycin have been 
extracting the drug from its containers and substituting 
glucose, sodium bicarbonate, boric acid, or lactose. Others 
have labelled penicillin as streptomycin. A way of testing 
: a substance said to be streptomycin is given by Scanga 
(cited in Bruz.-médd. 1948, 28, 1624): the alleged streptomycin 
is added to an anaerobic broth-culture of Bact. coli containing 
‘methylene-blue ; streptomycin inhibits the growth of Bact. 
_ cola, allowing the colour of the dye to reappear, and a decision 
can be come to within three hours. | 


`` RADIATION HAZARDS 


A MEMORANDUM ?! prepared by the Association of Scientific 
Workers for the Labour Research Department, describes in 
simple words the types of radiations encountered in atomic- 
energy and other plants, the results of their action on the 


human body, and how the hazards may arise industrially. — 


The style is perforce dogmatic, and one may forgive simplified 
statements: except possibly: “It is fortunately not the 
case that any exposure to radiation, no matter how small, 
will produce a harmful effect.” In the present state of 


knowledge, this statement is not justified :. it would have. 
been better to say that, within the present daily permissible ° . 


doses of radiation, adverse effects are insignificant. Also 
rather unhappy is the remark that “a seven-hour, five-day 


week without overtime should be in force, and not less than ` 


six weeks’ annual leave is desirable for all who are unavoidably 
exposed to intensive radiation.” No worker will be exposed 
to intensive radiation, and those exposed within the daily 
permissible levels should need no hazard pay nor conditions 
preferential to other industrial workers. 


RAT AND BIRD’S NEST IN AIRCRAFT 


HITHERTO not much attention has been paid to the infesta- 
tion of aircraft by rats. It was thought that rats would be 
frightened by the noise of the engines and leave the aircraft 
at the first opportunity. But a rat has lived for a month 
in an aircraft, during which time it has put in 250 flying- 
hours and reached a height of 16,000 ft. The aircraft was 
. about to take off from Saigon, it is reported,? when it was 
found that some electric flex was cut. 
the damage was repaired, and the aircraft was flown to Orly. 
On the next trip similar damage was found, but this time the 
flex had been bared in a spot hardly accessible to a saboteur. 
A rat was therefore suspected, and an unsuccessful hunt was 
made for it at Karachi. Some feces were found; so the 
pilot took care to leave, on the rest of the voyage, enough 
food lying about to make it unnecessary for the rat to gnaw 
flex. * On the aircraft’s return to Orly no success was obtained 
with poison put down for the rat. So it was decided to fly 
the aircraft at a height of 26,000 ft. in the hope that the rat 
would perish from anoxemia; but, evidence being brought 
forward that rats might survive at this height, the project 
was abandoned, and the rat was eventually caught in a trap. 


1. The Protection of Workers from Radiation Hazards in atomic 
ene plants and other establishments using radioactive 
substances. Pp. 21. 1s. From the association, 2, Soho Square, 
-London, W.1. eos 

2. Tanon, Boyer, Tourret, Bull. Acad. Méd. Paris, 1948, 132, 420. 
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Sabotage was suspected, — 
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In this same aircraft one of the ventilation trunks was 
found to be blocked by an Indomalasian starling’s nest 
built of twigs and containing one egg. No attempt was made 
to hatch the egg, because it was slightly cracked and had 
been taken to a height of 16,000 ft. .- 


THE JEWELLER IN BED 


DIVERSIONAL occupations for patients are apt to become 
rather monotonous—raffia work, rug-making, belt-plaiting, 
painting, soft-toy making, and embroidery being the leading 
cults. The addition of another small skill may be welcome 
to patients who have wearied of the others or who never liked 
the look of them. At a conference last May, arranged by the 
Worshipful Company of Goldsmiths, and attended by repre- 
sentatives of the Association of Occupational Therapists, 
the Royal College of Nursing, the British Council for 
Rehabilitation, and the principals of schools of occupational 
therapy, it was agreed that simple jewellery and metal work 
might well be undertaken by long-term patients in hospitals. 
Mr. G. E. Gardam, PH.D., pointed out that not much skill and 
only simple tools are needed: and pleasant results can be 
achieved by people who have not done this kind of work before. 
Men, he thought, would prefer a craft of this kind to needlework 
and rug-making.. Base metals such as brass, copper, alumi- 
nium, and pewter, in the form of thin softened sheets, and wire, 
can be used; and soft soldering can be‘ done, by means of 
an electric soldering iron, without much mess. Miss B. 
de Foubert, a teacher of occupational therapy who had formerly 
been a jeweller, noted that the making of jewellery calls. for 
initiative and imagination, qualities latent in many people, 
and often roused, to give great satisfaction, during a long 
period: of convalescence. Dr. Gardam suggested that the 
Goldsmiths’ Company might help by arranging short courses 
for instructors, or arranging for an instructor to tour the 
orthopedic hospitals and train occupational therapists. 
They might also issue short instructive pamphlets, showing 
how each article was to be made—rather on the lines of a 
knitting pattern. Moreover, instructors would be able to 
turn to them for advice on sources of tools and materials. 

Mr. Claud Geoffroy de Chaume, a designer craftsman who 
demonstrated to the meeting, has since been given a grant 
by ‘the Goldsmiths’ Company to enable him to arrange 
demonstrations to occupational therapists, so as to show 
them the possibilities and limits of the craft. 


University of Cambridge 
On Aug. 7 the following degrees were conferred : 


M.D.—E. R. Hargreaves, R. T. Hastings-Jones, R. B. Heich, 
Eria Vercel, *F. A. Wh i 
Allebone, *V. E. Amassian, J. C. Barker, *J. R. Bennett, *D. G. 


. F. D. B 
Piggott, *Stanley Powell, T A. Robinson, *J. E. S. Scott, *R. T. 
G.S ton *J. G. H. Shaw, *J. M. L. Shearer, 


 * By proxy. 
University of Glasgow 
_Dr. T. Ferguson Rodger has been appointed to the newly 


_ founded chair of psychological medicine. 


Dr. Rodger graduated B.Sc. at the University of Glasgow in 
1927 and took his M.B. with commendation two years later. After 
holding a house-appointment at the Falkirk and District Infirmary 
he spent some time in Baltimore as an assistant in psychiatry at 


the Johns Hopkins University. On his return to Scotland he 


became assistant physician at the” Edinburgh Royal Mental 
Hospital. He returned to Glasgow qs assistant to the lecturer 
in ‘psychiatry at the university, and later became senior 
assistant physician at the Glasgow Royal Mental Hospital and 
assistant consultant in psychiatry at the Western Infirmary. He 
also acted as hon. secretary to the Scottish Child Guidance Council. 
During the late war he served with the R.A.M.C., and with the 
rank of brigadier he was consulting psychiatrist at H.Q. Land 
Forces, South-East Asia, and at General H.Q., India. Dr. Rodger 
is now a commissioner of the Scottish Board of Control. His 
published work includes papers on night-blindness and personnel 
selection.. He obtained the p.p.m. in 1931 and the F.R.C.P.E. last 
year. 


Edinburgh Post-Graduate Board for Medicine 

On Friday, Aug. 27, at 3.30 P.™m., inthe anatomy theatre of 
Edinburgh University, Prof. Alexander Haddow will lecture 
on the Present State of Chemotherapy in Cancer. 
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APPOINTMENTS—BIRTHS, MARRIAGES, AND DEATHS | 
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University of London 


The appointment of Dr. T. Crawford and Dr. D. V. Davies 
to the chairs of pathology at St. George’s and of anatomy at 
St. Thomas’s was announced last week. 

Dr. Crawford is a graduate in medicine and science of the 
. University of Glasgow, where he qualified in 1935. In 1938 he was 
awarded tbe Hall tutorial and research fellowship in psediatrics 
there, and he also held a house-appointment at the Royal Hospital 
for Sick Children. Later he was appointed assistant pathologist 
to the Royal Infirmary and lecturer in pathology in the university. 
During the late war he served with the R.A.M.C. with ‘the rank of 
major, as a specialist in pathology. In 1941 he was awarded the 
Bellahouston gold medal for his M.D. thesis. Since 1946 he has been 
director of pathological services at St. George’s. His published 
work includes papers on carbohydrate tolerance in hypothyroidism 
and hyperthyroidism and on the causation of the low blood-sugar 
curve in coeliac disease. 

Dr. Davies, who is a fellow of St. John’s College, Cambridge, 
qualified from University College Hospital in 1935 and took his 
M.B. Lond. the same year. After holding house-appointments at 
U.C.H. he became demonstrator in anatomy, and later lecturer, 
in the University of Cambridge. In 1945 he was an Arris and 
Gale lecturer at the Royal College of Surgeons. He is an examiner 
in anatomy for the Conjoint Board and for the University of 
Cambridge, and since 1944 he has been college lecturer in anatomy 
at St. John’s. His published work has been chiefly concerned with 
the synovial membrane and fluid. j 


Mr. R. T. Williams, p.sc. has been appointed to the 


university chair of biochemistry at St. Mary’s Hospital 
medical school. 


Royal College of Obstetricians and Gynæcologists 

On Friday, Oct. 1, at 2.15 P.M., Dr. Emil Novak, associate 
in gynæcology at Johns Hopkins Medical School, Baltimore, 
will give a lecture on’Certain Functioning Tumours of the 
Ovary. On the following day, Oct. 2, at 10 a.m., Dr. N. W: 
Philpott, professor -of obstetrics and gynecology in 
McGill University, Montreal, will deliver the William Blair 
Bell lecture. . He is to speak on Rhesus Factor Iso-immunisa- 
tion and Hemolytic Disease of the Newborn. Tickets for 
both lectures may be had from the secretary of the college, 
58, Queen Anne Street, London, W.1. 


Dentists in the Health Service 


The Ministry of Health announce that up to Aug. 7, out 
of an estimated total of 10,000 dentists in general practice, 
6654 had entered the National Health Service. | 


Rockefeller Travelling Fellowships in Medicine 


The Medical Research Council have awarded the following 
Rockefeller fellowships for 1948—49 : 


- Dr. K. W. DONALD, medical professorial unit, St. Bartholomew’s 
Hospital, London. 


r. L. P. R. FouRMAN, Nuffield department of clinical medicine, , 


University of Oxford. 
Dr. R. H.. GrRDWOOD, department of medicine, University of 
Edinburgh. a 


Dr. A. Isaacs, department of medicine, University of Sheffield. 
Mr. A. p> MACPHERSON, department of surgery, University of 


B. STONER, department of pathology; University of 


Mr. S. F. TAYLOR, department of surgery, Postgraduate Medical 
School of London. 


British Rorschach Forum i 


At a recent meeting convened by Dr. C. J. C. Earl, the 
original forum, which had been an informal group and never 
properly constituted because of war conditions and other 
difficulties, was dissolved and reconstituted. The objects of the 
new forum are to facilitate the exchange of views among 
those using the test, to safeguard professional standards in 
the use of the method, and to encourage research among 
Rorschach workers. The officers of the forum are Dr. Earl 
(chairman), Miss Theodora ‘Alcock (secretary), Dr. W. Mons 
(treasurer). Further information may be had from the 
secretary, c/o the Tavistock Clinic, 2, Beaumont Street, 
London, W.1. ` 


Courses for Public-health Nurses 


The National Health Service Act offers increased oppor- 
‘tunities for health education by public-health nurses, and the 
Central Council for Health Education is, therefore, providing 
a two-day course of lectures for health visitors, midwives, 
district nurses, and school nurses on this aspect of their work 
in the following university centres : Birmingham, Sept. 13-14; 
Bristol, Nov. 1-2 ; Cambridge, Oct. 18-19 ; Cardiff, Oct. 25-26; 
Leeds, Oct. 4-5; Liverpool, Sept. 20-21; Manchester, Sept. 23-24; 
Newcastle, Oct. ] 4-15 ; Oxford, Oct. 11-12; Sheffield, Oct. 7-8; 
Courses are also being arranged in Belfast, London, Middlesex, 
Essex, Kent, and Surrey. Particulars can be had from the 
medical adviser and secretary of the council, Tavistock 
House, Tavistock Square, London, W.C.1. 


N, 
~ 


Westminster Medical School yO s 


Mr. W. T. S. Stallybrass, D.C.L., vice-chancellor of the 
University of Oxford, will deliver the inaúgural address at 
this school, 17, Horseferry Road, S.W.1, on Monday, Oct. 4, 
at 3 PM. 


Britişh Standards 


A new standard (B.S. 1443), published by the British 
Standards Institution, specifies the size of X-ray film and 
intensifying screens, together with internal sizes of cassettes 
adopted for future use. The committee charged with this 
work has found it possible to provide satisfactorily for all 
uses with a range of 10 inch-sizes and 6 metric-sizes ; these 
16 sizes will replace more than 30 formerly in. use. Care 
has been taken to ensure that films and screens of the new 
standard sizes will be capable of use in all existing equipment. 

The institution’s Hospital Equipment Standards Advisory. 
Committee, formed at the beginning of 1947, has given 
an account of its work up to date. This report (P.D.' 794, 
price 6d.) is obtainable from-the institution, 24, Victoria 
Street, London, S.W.1. : = 


Sir Hugh Cairns, Nuffield professor of surgery at Oxford, 
has left for South Africa, where, as Arthur Sims travelling 
professor he is to lecture at Johannesburg, Durban, and 


- Cape Town. 7 


Appointments . 


BECK, DIANA, M.B. Lond., F-.R.C.8., neurosurgeon, 
Middlesex Hospital, London. wat 
TAYLOR, L. R. S., B.A., M.B. Camb., F.R.C.S.: chief assistant to ear, 


nose, and throat department, St. Thomas’s Hospital, London. 
Colonial Service : p ; 


BEARBLOCK, ARTHUR, F.R.C.S., D.T.M. & H.: supersoale medical 
and health officer, grade B, Federation of Malaya. 
BLAND, R. H., O.B.E.,- M.D. Dubl., M.R.O.P.I.: senior leprosy 
officer, Nigeria. 
COOKER; p: W., F.R.C.S.E., D.T.M. & H.: surgeon specialist, Gold 
oast. 
DEGAZON, D. W. A., M.B. Lond., F.R.C.8.E., D.O.MLS8. : 
(specialist), Jamaica. 
Evans, W. G., M.B., B.SC. Wales : 
- officer, grade B, Federation of Malaya. 
FARQUHARSON, A. D. J., M.R.C.S.: M.O., Nigeria. 
Hotmes, W. E., M.A., M.B. Dubl., D.P.H., D.T.M. & H.: superscale 
medical and health officer, grade B, Federation of Malaya. 
JACKSON, P. F., M.B., B.S0. : M.O., Uganda. l 
KERR, N., M.B. Edin. : M.O-, Bahamas. ` ` 
W. ©. D., M.D., B.sc. Wales, C.P.H.: M.O., British 
Somaliland. ; 
, LOWE, G. H., M.B. Leeds, D.P.H. : superscale medical and health 
officer, grade B, Federation of Malaya. | 
MoGrREGoR, J. S., M.D., M.80. Edin., F.R.0.8.E., D.T.M. & H.: 
surgeon specialist, Gold Coast. 
MooDIE, A. S., M.B. Glasg., D.P.H. : M.O., Hong Kong. 
PORTER, G. B. J., M.R.C.S.: M.O., Gambia. 
RAINSFORD, C. R. C.; M.D. Belf., D.T.M. : senior M.O., Uganda. 
ROBERTS, F. R., L.R.C.P.E.: M.O., Gold Coast. i 
RUSSELL, BEATRICE, M.D. Edin., F.R.C.P.E., D.T:M. & H.: physician 
specialist, Gold Coast. s 
STRUTHERS, E. A., M.B. St. And., D.P.H., D.T.M. & H.: deputy 
director of medical services, Federation of Malaya. _ 
SUGAR, MAX, M.D., F.R.C.S.E.: M.O. (specialist), Jamaica. 
SWORD, J. M., M.B. Glasg.: M.O., Nyasaland. : 


Births, Marriages, and Deaths 


BIRTHS 


Binks.—On Aug. 1, at Chadderton, to Dr. Margaret Binks, wife of 
Dr. Paul Binks—a son. 

FRASER.—On Aug. 8, at: North Bovey, Devon, the wife of Dr. 
D. B. Fraser—a son. 

GuLass.—On Aug. 9, in London, to Dr. Norma MacLeod, wife of 
Dr. R. M. Glass—a daughter. i ; 

Hopce.—On Aug. 11, at Bridgwater, Somerset, the wife of Dr. 
Gerard Hodge—a son. : 

KENNEDY.—On Aug. 8, in London, the wife of Dr. Gordon Kennedy 
—a daughter. |` 

PRAGNELL.—On Aug. 5, the wife of Dr. C. A. Pragnell—a son. 

Topp.—On Aug. 11, at Guildford, the wife of Dr. J. W. Todd—a son. 


MARRIAGES 


FrREW—HAWTREY.—On Aug. 7, at Aldershot, Thomas Paterson 
Frew, M.B., to Caryll Courtenay Hawtrey. 

OPPÉ—BUTCHER.—On Aug. 5, at Orpington, Thomas Ernest Oppé, 
M.R.C.P., to Margaret Mary Butcher. ; 


DEATHS 


Aug. 6, at Worthing, Miles Bracewell Arnold, 
M.D. Manc., D.P.H. eS 

MAITLAND.—On Aug. 10, Thomas Gwynne Maitland, M.A., M.D., 
B.8C., D.PHIL., Edin. 

SUTHERLAND.—On Aug. 14, in Edinburgh, Francis Sutherland, 
M.B. Edin., D.P.H. , - 


F.R.C.S.E. s 


M.O. 
superscale medical and health 


ARNOLD.—On 
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S 


THE SELECTION OF MEDICAL STUDENTS 


- _ A. D. HARRIS 
M.R.C.S. 


From the Medical Research Qouncil Unit for Research in 
Applied Psychology, Psychological Laboratory, Cambridge 


In 1869 Paget wrote a short paper called ‘ What 
becomes of Medical Students,” taking his title from a 
story told of Abernethy, who entering the anatomy 
theatre for one of his introductory lectures ‘ looked 
round at the crowd and exclaimed, as if with painful 
doubt, ‘ God help you all! What will become of you ?’ ” 
In trying to answer this question, Paget and two of his 
colleagues drew on personal knowledge of 1000 students 
they were able to trace out of 1226 who had passed 
through their hands between 1839 and 1859. . Of this 
1000 they estimated that 23 achieved distinguished 
success, 66 considerable success, 507 fair success, 124 
very limited. success, and 56 failed entirely. Also 
represented in the 1000 were 96 who left the profession, 
87 who died within twelve years of starting practice, 
and 41 who died during pupillage. 

Galton (1889), who used Paget’s figures to exemplify 
certain characteristics of frequency distributions, indicated 
succinctly the range of talent found in this group of 
doctors: — | - 

_‘* In the present case it appears that towards the foremost 
of the successful men within 15 years of taking their 
degrees stood the three Professors of Anatomy at Oxford, 
Cambridge, and Edinburgh; that towards the bottom 
of the failures lay two men who committed suicide 
under circumstances of great disgrace, and lowest of all 
Palmer, the Rugeley murderer, who was hanged.” 


Galton further comments that in this paper Paget 
“ thus did for St. Bartholomew’s Hospital what has 
never been done, so far as I am aware, for any university 
or public school, whose historians count the successes 
and are silent as to the failures, giving to inquirers 
no adequate data for ascertaining the real value of those 
institutions in English education.”’ 

Eighty years after Paget wrote, the case is little 
better, though . discussion in recent years on the selection 
of students has given us fresh cause to inquire ‘‘ what 
becomes of medical students.” | 

The problems involved in selecting medical students 

have been admirably discussed by Smyth (1946). Briefly, 
the number of applicants for admission to medical 
schools has risen greatly and shows no sign of falling 
‘again. The ratio of applicants to available places varies 
for different medical schools between 20 to 1 and 21/, to 1. 
It had been anticipated that an increase would occur 
after the war—the so-called ‘ post-war bulge ”’—but it 
is clear that something more has happened. A further 
-reason for the increase is the better financial provision 
for students by means of grants and scholarships. This 
applies equally in all faculties of the universities ; but 
it is in the medical faculties that congestion is most 
extreme. It seems that there has been a definite shift 
in preference towards medicine. Besides the problems 
created by the increase in number of applicants there 
has for some time been uneasiness about the quality 
of some of those accepted. It has been felt that perhaps 
valuable recruits were being turned away, and it was 
seen that.some of those who were taken later proved 
unsuitable. 

Before the war it was usual for candidates to be 
interviewed by the dean or his representative. The 
interviews were generally perfunctory but served to 
exclude those whose unsuitability was conspicuous. In 
some schools it was found that even this brief encounter 
could be dispensed with, and candidates were accepted 
on school record or headmaster’s recommendation. As 
the number of applicants began to rise, one medical 
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school after another found it necessary to introduce 


more -stringent methods and to spread more widely 
the labour and responsibility involved. Most of them 
relied on improved interviewing systems, in which 
several members of the teaching staff constituted either 
a selection board, the members sitting together, or a 


panel ‘of interviewers each of whom saw a proportion 
of the candidates. More detailed forms of application 
were introduced, and attempts were made to reduce the 


numbers for interview by preliminary exclusion on the 
basis of the information thus provided. In at least two 
English medical schools a written examination has been 
used:as a “‘sieve’’ for the same purpose. 


METHODS OF SELECTION 


*It was natural to inquire whether any help could be 
expected from the experience of those faced with similar | 
problems in industry and the Armed Forces. The answers 
given have not been entirely satisfactory. Perhaps the 
question has been put in terms too general; certainly 
this has been true of the replies. What are called 
“ selection methods” or ‘ psychological methods of 
selection” have been advocated or rejected as if they 
constituted a uniform type of procedure, different in 
kind from the ordinary methods of choice between rival 
candidates. It is clear that selection is exercised whenever 
the number of candidates exceeds the number of places 
for which they are competing, and presumably the term 
“ selection methods’? comprehends any of the ways in 
which this can be done. It would further be questionable 
whether the adjective “ psychological ” can legitimately 
be withheld from any method which includes at least 
an interview. The misnomers would not be important 
if the meanings were generally agreed. However, this 
is not so. These blanket terms are used to cover any 
procedure ranging from a single pencil-and-paper test 
to a week-end at Stoke d’Abernon; and this naturally 
leads to a certain imprecision of judgment. Thus it 
has been suggested that the ‘“ w.o.s.B. technique ” 
should be used for selecting medical students, though 
there is no very obvious connexion between those features 
of w.0.s.B. which appear to be new or distinctive, 
namely techniques for assessing leadership, and the 
qualities required of a medical student. . 

The term ‘selection methods” is used here in its 
common sense to mean any method whatever by which 
a choice is made between candidates. It does not 
appear useful to class together all the newer methods 
by calling them ‘ psychological’? or anything else. 
Particular techniques—e.g., interviews, intelligence tests, 
projection tests, interest questionnaires, &c., are best 
treated separately. Eysenck (1947) has given a valuable 
review of several specific techniques in relation to 
examination success in university students. It would 
be useful if a similar account could be given, by those- 
with first-hand experience of Service methods, of those 
particular techniques which might be thought relevant. 


THE INTERVIEW 
The interview is the most important instrument of 


selection in use today. It is as unlikely that any develop- 


ment in testing practice will supersede it as that laboratory 


‘aids to diagnosis will supersede the clinical examination 


of patients. 

At many medical schools the board interview has 
been adopted as a means of ensuring that the fate of 
candidates is not decided by the bias of a single inter- 
viewer. Two things must strike anyone who has watched 
these board interviews taking place. The first is the 
formidable difficulties that the boards must contend 
with. Time is very short ; often less than five minutes, 
rarely more than ten, can be given to any candidate. 
The candidates are nervous and ‘“ unnatural’’; some- 
times they may be thrown right off their balance by an 

I 
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injudicious opening question or by the number and 
eminence of their audience. Most of all one is struck 
by the paucity of information available to the board ; 
continually they are in the position of the clinician asked 
to make a diagnosis when not only the laboratory 
reports but even the case-history is withheld from him. 
This is brought home most vividly when, as sometimes 
happens, a candidate is known personally to a board 
member who may, after the candidate has gone out, 
be able to produce for the board some of the missing 
data on which a judgment should be based. It is some- 
times plain on these occasions that the information 
normally available to the board is but a small part of 
what needs to be known. | 

The second point is that, despite these difficulties, 
there is among the members of most medical-school 
- boards at least one whose deftness marks him out, 
who succeeds in putting the candidates at ease and 
getting them to talk, and whose judgment one feels to 
be nicely balanced. How this is done remains mysterious. 
The ability is highly complex and usually quite unformu- 
lated in the minds of its possessors. It is unpopular 
to speak of any form of individual judgment as a reliable 
instrument, but it seems to me that there can be little 
doubt that it is sometimes not only reliable but amazingly 
sensitive. It is true that the best interviewers are not 
necessarily those who believe themselves so; and, as 
Smyth (1946) has pointed out, it is very important to 
find means of identifying the persons who show this 
ability most markedly. 

At other schools the candidates are seen by a single 
interviewer, whose personal quality is all-important. 
Another method, introduced by Buzzard (1944) for 
certain types of interview in the R.A.F., has not, so 
far as I am aware, been given a trial by any medical 
school. In this an attempt is made to combine the 
advantages of interviews by a board and of interviews 
by one person. The members of a board, working on 
this system, act for half the available time as a panel of 
interviewers, each seeing a proportion of candidates for 
a fairly long interview, and later sit as a board to see 
briefly all the candidates. 

For example, suppose that 60 candidates are normally 
seen for ten minutes each by a board comprising 6 members ; 
this will take ten hours. If, instead, each member of the 
board interviews 10 candidates individually for half an hour 
each, there still remains time for the board sitting together 
to see every candidate for five minutes. This means that 
for every candidate there is one member of the board who 
has a considerable amount of information, gained under 
conditions more favourable to the assessment of personality 
than is the atmosphere of a board interview, and in many 
cases his considered judgment can be accepted by the board 
without more ado. The later interview with the board does, 
however, provide some check on the aberrations of individual 
judgment, particularly where members of a board are well 
acquainted with each others’ foibles. Unlike many other 
suggestions for improved interviewing, this does not mean 
increasing the time spent by any member of a committee. 
In fact, in R.A.F. experience, it may actually reduce it. 
On the other hand, the time allotted to each candidate rises 
—in this example from ten minutes to thirty-five. 


THE USE OF TESTS 


Usually there are three ways in which a test can be 
devised. It may consist of a sample of the performance 
for which it is intended to be a test, or mimic it as 
closely as possible. This type of test is often successful, 
particularly in dealing with manipulatory skills, and 
sometimes surprisingly unsuccessful. It seems to be less 
successful the higher the ability concerned, largely 
because of the difficulty of securing a representative 
sample of a complicated performance. 

The second form of test is based on an analysis of the 
performance in terms of separate abilities. This applies 
to the breakdown of complex motor skills into smaller 
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functional units, and equally to the analytic procedures 
which have been used in the Services in which certain 
qualities, such as intelligence, manual dexterity, &e., 


‘believed to relate to the job in hand are abstracted 


and tested separately. The attempt to isolate particular 
faculties for the profession of medicine is likely to be 
unprofitable, or so it appears at the moment. This seems 
to be because so many different activities are represented 
in the profession that it is found either that they have 
practically nothing: in common except a reasonable 
standard of intelligence and personal integrity or that 
the prescription is composed of the cardinal virtues 
in aliquot parts. This is reassuring for those who have 
already attained a medical qualification but not of much 
practical value as a guide to selection. 

Lastly, the tests can be empirically derived. In the 
present connexion this entails a deliberate search for 
those variables which give maximal discrimination 
between the proficient and the unproficient. In the 
present state of applied psychology there is a great 
deal to be said for empiricism intelligently used. As 
Penrose (1947) points out, ‘‘ from the point of view of 
research, it is always advisable to proceed from the 
known to the unknown’’—to start with differences, 
which are large enough to be unmistakable, and by 
examining these differences and their correlates to find 
the most efficient method of discrimination, which can 
then be applied to the border-line cases. It is when 
empirical relations are well established that causal 
principles can be hopefully sought. 


INTELLIGENCE TESTS 


Intelligence testing is the best established of all test ` 
methods. It has proved its value time and again where 
rapid separation over a wide range of talent is desired. 
When, however, the range is fairly narrow, particularly 
when it is at the upper end of the scale, new difficulties 
appear. It is extremely important to ensure that the 
test is appropriate to the group for which it is designed. 
The more obvious effects of failing to do this are seen m 
the gross departures from normality of distribution 
which appear when certain tests are given to university 
students, the candidates bunching together at the top 
end of the scale of marks (Edholm and Gibson 1944). 
This may be corrected in a purely, arithmetical sense 
by lengthening the test, shortening the time, or varying 
the rate of increase of difficulty of the questions, but.it 
is likely that devices of this kind merely accentuate 
the speed factor which is already too important in many 
current tests. There is a good deal of research going on 
today to explore the conditions of ‘“‘ appropriateness,” 
and to find how they may be attained without either 
accentuating the speed factor or compromising the 
logical rigorousness of the tests. — - 

It is sometimes overlooked that an intelligence test 
must not only be appropriate; like justice, it must 
be seen to be manifestly so. That is to say, trivial or 
childish questions must not be asked of an adult 
sophisticated assembly. There is a perfectly justifiable 
annoyance with tests of this kind. The debate in the 


“House of Lords (1948) on Civil Service selection produced 


several examples. 

Another point is that the test should not be confined 
to one medium of expression—to words, numbers, or 
diagrams exclusively. There is evidence that the differen- 
tial effect of the medium of expression becomes more 
marked the higher up the scale you go; and, unless it 
can be shown that one medium is of greater diagnostic 
importance in a particular setting, it seems safer to 
include all three. | 

Two further difficulties remain to be considered. The 
effect of practice on these tests is not entirely certain, 
either where a man has done a single test of a different 
kind at some previous time, or where there has been- 
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deliberate coaching. It cannot be denied that practice 
affects scores on intelligence tests—it is difficult to 
conceive why anyone ever thought otherwise—and recent 
work suggests that in certain circumstances it may 
affect them far more than was thought. It will probably 
be important also, if these tests are to be used for 
medical students, to examine more closely the effect of 
drugs such as caffeine, amphetamine, and glutamic acid. 
It is generally thought at the moment that these sub- 
stances may improve scores, by increasing speed of 
working, but not sufficiently to be of practical importance. 


a 


OTHER TECHNIQUES 


‘The search for what are generally called “ specific 
aptitude’? tests is likely to be something of a will-o’- 
the-wisp so far as the medical profession is concerned. 
There are far too many such aptitudes required in some 
degree by all doctors, and apparently none required in 
high degree by all doctors. This is not to say that specific 
aptitude tests may not be important in advising intending 
specialists, though their value has still to be shown. 

Interest questionnaires may perhaps be of value, but 
most are American and need careful revision if they 
are to be tried under English conditions. However, the 
assessment of direction and extent of interest ought to 
be possible, and would be likely to have much selective 
value. Temperament tests and questionnaires are 
generally disappointing. Perhaps temperament is too 
fluid a concept ever to be assessed by cut and dried 
methods; possibly the difficulty is that it is only at 
the very extremes of the scale that we have any clear 
idea of what we are looking for, Finally there remain 
tests of achievement—of realised, and not potential, 
capacity. These are now being used extensively in 
America. They differ only from the traditional written 
examinations in that greater care is taken to cover a 
representative sample of the field of knowledge that is 
being examined, and generally some form of multiple- 
choice.question is used. to make marking speedier and 
more objective. School records and ordinary written 
examinations have been used for the same purpose. 
Their disadvantage is that they necessarily measure 
achievement in some anterior discipline, which may or 
may not be relevant. However, most of the evidence 
suggests that the best prediction available at the moment 
is based on a combination of a suitable intelligence test 
and some record or examination of scholastic achievement 
(Eysenck 1947, Salter 1942, Moss 1933). | 


- CONSISTENCY AND VALIDITY 

Oonsistency is also called “ reliability,” but the word 
is misleading and is dropping out of use. A test is 
regarded as consistent when it gives a similar rank order 
among subjects in successive trials, or when two halves 
of a test give a similar rank order. These two criteria 
are distinct. In the split-half estimation alternate 
items of the test are taken to constitute the two halves, 
, and the correlation between them is found for a group 
of subjects. The correlation will be reduced if the test 
material is grossly heterogeneous, or if the form is such 
that chance plays an important part in determining 
the responses given. In the test-retest estimation there 


is the further factor of day-to-day fluctuation in the | 


scores of individual subjects. The effect of practice, if 
it acts differentially in different parts of the score range, 
may also upset the correlation. 

Validity is estimated by comparing test results with 
some criterion external to the test, such as measurements 
of proficiency, and ratings of success in a particular 
occupation. Obviously nothing can be learnt about the 
validity of a test from test results alone. 

It will be apparent that a test may be perfectly 
consistent without being valid in any degree, but that 
its validity is limited by its consistency. Both consistency 
and validity are. best measured by. the ordinary methods 
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of correlation, which give values ranging from zero, 
when there- is no relationship, to + 1 or — 1, when 
there is perfect positive or negative association. Such 
coefficients are useful working tools in evaluating a test 
in a particular situation. They have no absolute meaning, 
and their extension to any different situation carries 
the usual dangers of extrapolation. In general, smaller 
coefficients are to be expected with more highly selected 
groups, because of the restriction in variance. 

The word “‘ test” has been used in discussing con- 
sistency and validity, but there is no reason why other 
methods of selection should not be examined in the 
same way. Certainly any form of written examination 
can be so treated, with results which sometimes surprise 
those who regard examinations as better founded than 
intelligence tests. 


MEDICAL RESEARCH COUNCIL INVESTIGATION | 


A planned attack on the problem of selecting medical 
students has been advocated for some time (British 


~. Medical Journal 1946, Bartlett 1946, Barling 1948) and 


a start has now been made under the ægis of the M.R.C.* 
on a long-term investigation in which it is proposed to 
follow up a year’s entry at several medical schools. An 
intelligence test which is judged suitable has been given 
to these students in their first year, and in certain 
schools various other tests have been used. It is the aim 
that the investigators should get to know the students 
included in the follow-up by a series of informal interviews 
and, where Possible: under the conditions of their daily 
work. 

The interviews are biographical in type. They are 
designed to gather as reliably as possible certain infor- 
mation about the student’s past history; his family 
and social background, childhood and education ; Service 
record; and present interests and habits of ‘study. 
At first three-quarters of an hour was allotted to each 
student ; later the time was raised to an hour, since it is 
important, where full records are required, that there 
should be five or ten minutes left after a candidate has 
been seen before the next is due. This allows for the 
completion of the interviewer’s notes and gives him a 
chance to think about the information he has elicited. 
An ad-hoc rating system has been used to compare the 
students as regards certain temperamental qualities ; 
but the emphasis has lain on recording facta rather than 
interpretations or impressions. 

These interviews and tests are given in the first year 
of training. In the follow-up, assessments are to be 
obtained at each stage from teachers and others in contact _ 
with the students. The results of professional or college . 
examinations will also be used to give a picture of the 
students’ progress. . Particular attention will be given to 
defining the proximate cause of failure in those who 
drop out. 

Four features of the investigation may be emphasised : 


(1) Tests which can be objectively scored and which 
may eventually prove of practical value in selection are 
being given but will be regarded as ancillaries in the 
general survey. Though it will be important to examine 
the relation of test results to standards of achievement, 
the validation of tests in this context is not regarded 
as the only, or necessarily the most important, object 
of the investigation. 


(2) These tests are given experimentally ; ; it is not 
proposed that they should be used to influence the 


*An advisory committee for this inves tion was constituted 
by the Medical Research Council in December, 1947. The 
monpa are Prof. Sir FREDERIC BARTLETT, F.R.S. (chairman), 

. ESTHER KILLICK, Prof. J. PATERSON Ross, Prof. L. S. 
PENROSE, Prof. D. H. SMYTH, Prof. CLIFFORD WILSON, and 
Dr. A. D. Harris (secretary). Besides advising direo on 
the conduct of this research, it is hoped that this committee 

will fill a valuable place keeping other workers in touch 
by the circulation of accounts from time to time of projects: 
undertaken at other medical schools. 
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students’ career in any way. It has been objected that 
test scores may be affected by the putative importance 
to the student of doing well in the test, and that 
correlations may be misleadingly low under the experi- 
mental conditions of this inquiry. However, the choice 
is not an open one. Medical schools are rightly not 
prepared to use these tests effectively without some 
evidence of their value. Nor would it be at all easy to 
get evidence for validation purposes, if the follow-up 
population was itself selected on the basis of the 
tests. 


(3) It is of paramount importance to secure the 
collaboration of the medical students. For this reason, 
if for no other, a clear undertaking must be given that 
individual records will be treated confidentially. No 
compulsion can be exercised on students to participate, 
and it seemed at first that there would be sampling 
difficulties, since volunteers for any investigation generally 
contain too high a proportion of the gifted and the 
energetic, whereas what is required is either a complete 
sample, a deliberately representative sample, or a 
random sample. In practice it has been found that 
the samples which are being obtained are very nearly 
complete. It is perhaps not too early to say that the 
willingnéss of medical students to submit to interviews 
and tests, administered by some “‘ snooper ” from outside, 
is a great tribute to their long-suffering. — 


(4) It was realised at the outset that to take examina- 
tion results as the only criterion by which to judge 
success would be extremely misleading, and it is intended 
that the follow-up should not stop short at qualification. 
At that stage it is of even greater importance that the 
students, by then doctors, should be fully in sympathy 
with the aims of the inquiry. It is clear that the longer 
the.. follow-up can be extended the more useful it 
becomes, and the better the chance of assessing ‘‘ success ” 
or ‘‘failure”’ reliably. 

Such an assessment is not an easy proposition. There 
is no single graduated measure which can be applied, 
and it is in the largest group of the profession, the 
general practitioners, that attainment is most difficult 
to gauge. But there can be little doubt that differences 
of proficiency are sufficiently recognisable to allow of 
a division into five or six groups in the way that Paget 
(1869) classified his students. It may be possible, by 
taking several defined and measurable criteria, to reach 
a still greater accuracy, but there is always a risk of 
allowing mathematical precision of treatment to outrun 
the biological content of the data. With the establish- 
ment of a compulsory period of a year’s internship after 
passing the final examination, and before a licence is 
granted for independent practice, the task of estimating 
proficiency is likely to become easier in the first post- 
graduate year; however, time has still to be found for 
the legislation to effect this change. 

Specialists present a different if somewhat easier 
problem—there are various milestones which succeed 
one another in the path of the intending specialist, 
and there are various honours which crown his progress. 
They may be unreliable guides in individual cases, but 
they do, on the whole, provide a recognised and workable 
hierarchy. The separation of those suited to specialist 
or research jobs from those suited to general practice 
may prove easier than the separation of “‘ good’’ from 
“ bad” practitioners in any particular category. It 
has already been suggested that it cannot be taken for 
granted in a time of change that the same qualities 
will always be required of doctors—curative and pre- 
ventive medicine may call out very different qualities 
of mind—and in the interests both of the community 
and of the doctors it will be important to see that the 
students accepted are the right ones for the job they will 
have to do. 
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STATISTICS OF MEDICAL TRAINING 


There is a further, as yet practically unexplored, 
field in connexion with the vital statistics of medical 
training. A pioneer study has come from Greenwood 
and Lewis-Faning (1937), who remark that ‘the 
statistics of medical graduation may be the starting-point 
of many curious inquiries.” They examined, in the form 
of a life-table, the time taken from matriculation to 
qualification by 1254 Cambridge medical students. 
Greenwood and Teleky (1942), who carried the follow-up 
to twelve years, found that 15% had not qualified within 
this time, and that 33% of the total had taken over 
nine years from matriculation: 

The figure of 121/,% was accepted by the [nterdepart- 
mental Committee on Medical Schools (1944) as an 
estimate of the wastage-rate during training, but definite 
figures were available to them from only one medical 
school. Figures which I have seen from two other 
schools suggest that the rate is now sometimes rather 


higher. Accurate figures, however, can easily be obtained 


for the groups which are now being followed up in the 


M.R.C. investigation. Clearly differences in the wastage- 


rate may reflect important differences in methods of 
selection or training at different schools. It is a common 
experience in other occupations that, when reliable 
figures are obtained, wastage is found to be higher than 
had been expected. This is particularly true of an 
institution such as a medical school, where most of those 
who think about it have only a partial experience of 
the wastage—i.e., wastage during a particular year or 
two years of tr aining. 

A statistic which is more difficult to estinto is the 
selection ratio (ratio of applicants to available places). 
This problem is complicated by the number of those 
who apply to more than one school. (The appearance 
recently of duplicated letters among applications sent 
to all the schools in turn, with the name of the school 
typed at the top, is perhaps a danger signal.) . Thus, 
there may be an increase in the number of applications 
either because more people apply or because the same 
number of people make more applications ; equally the 
factor of multiple application may disguise a fall in the 
number of applicants. As a part of the M.R.C. investiga- 
tion, information is being sought on the extent and 
importance of multiple application. Twenty-six medical 
schools have agreed to supply to the M.R.C. advisory 
committee the necessary information for an analysis to 
be made. 


CONCLUSION 


What may be the upshot of a follow-up investigation 
such as I have tried to sketch above ? Fundamentally, 
we are seeking to discover whether there are methods, 
either among those already in use or among those which 
may be devised or adapted for the purpose, which will 
give a better than chance expectation of choosing 
candidates likely to succeed in a medical career. To do 


this it is necessary to evolve criteria of SUCCESS W hich are | 


not of solely academic purport. 
The practical problem, which has to be kept continually 
in mind, is that which today faces the selection committees 


in every medical school. As Lyon (1933) has said, ** They 
have before them applications of two hundred, three 
hundred, or four hundred students. They can take, 


perhaps, one hundred. If they have no basis at all for 
prognosticating, the proper thing would be to throw 
all the names into a hat and draw out one hundred.” 
It is to be hoped that in the future we shall have reason 
to echo his further remarks: “ If they have diagnostic 
methods of any value at all, they should use those means 
to the best of their ability. . . . If prognostic criteria 
are good to the extent of even 25% in any combination, 
we ought to use them. In fact, we must use them.” 
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PSYCHIATRIC SCREENING OF MEDICAL 
STUDENTS 


R. ORTON D. R. MARTIN 
M.D. Leeds, D.P,M. B.A. 
SENIOR LECTURER | CLINICAL PSYCHOLOGIST 


From the Department of Psychiatry, University of Leeds 


AT Leeds University the increase in the number of 
applicants for places in the medical school has become so 
great that selection has become a serious problem. At 
present about 400 prospective students have to be 
interviewed between January and June. Out of this 
number about 75 can be accepted. There are signs that 
the number of applicants will rise still further. 


The present method of selection is best described as / 


the “ old method ”—i.e., a personal interview by three 
interviewers. The Board of the Faculty of Medicine 
have appointed a panel of about fourteen interviewers. 
Two of this. panel, plus the senior administrative officer, 
form an interviewing committee. The numbers of 
applicants necessitate about three interviewing sessions 
a week throughout two terms. These sessions last nearly 
three hourg, and. about ten candidates are seen. This 
allows about fifteen minutes per interview. On the 
whole, it will be impracticable to increase the number of 
sessions, and an increase in the number of applicants 
will lead to decreased interviewing time to the detriment 
of its reliability. 

The interview technique is non-standardised, and the 
candidate is assessed on his academic achievement and 
personality. Personality is assessed as a result of a 
wide range of questions on the candidate’s reasons for 
desiring medicine as a career and on his general interests 
and activities. His general demeanour, &c., undoubtedly 


have a subjective influence on the interviewers, and this 


influence is probably of as much importance in formulat- 
ing an opinion as are the answers given to questions. 
Whether it- is as reliable as more objective factual 
information is open to question. 

‘One of us (R. O.) has been a member of the interview- 
ing panel and felt that it should be possible to develop 
a technique which would enable us to screen from the 
mass of applicants those who would be considered totally 
unsuitable by an interviewing committee. It was not 
suggested, nor is-it felt, that psychiatric selection should 
replace the old method ; rather is it suggested that the 
best of both methods be used. If screening can leave 
about 250 candidates for interview and reliably pick 
out the’ bottom 150, it would give the interviewing 
committee more time per candidate, which should 
increase their reliability. If the number of applicants 
increases much, some such technique will become a 
necessary evil. To many people the emphasis will be 
placed on the word “ evil,” but the word “ necessary ” 
is certainly of equal importance. 

There is much criticism from all quarters of modern 
selection procedures; the War Office Selection Board 
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-students to obtain some “‘ 


and its Civil Service equivalent being heavily criticised 
by many. The Conference of the Home Universities 
(1947) had a long discussion on the basis of selection of 
students. This discussion brought. out most of the 
arguments for and against modern selection procedure— 
particularly against. There was little criticism of the 
older examination methods and a too ready acceptance - 
that the examination was a reliable indicator of academic 
achievement. To quote Dr. J. F. Mountford : examina- 
tions ‘‘ provide a simple and reasonably reliable means of 
ascertaining whether a given academic standard has been 
reached. They testify not only to. a measure of 
intellectual ability but also to industry, without which 
no university course can profitably be pursued.” This 
is a generally accepted view—accepted, however, without 
criticism or investigation. Yet Vernon (1940) states 
that ‘‘ most examinations are very defective methods of 
measuring the achievements or the future promise which 
they set out to measure.” He gives what appears to be 
good evidence in support of this statement throughout 
his book. 

Whatever criticism there may be about the so-called 
intelligence tests, inter-test correlation is fairly high, 
and the results obtained by different testers on the same 
person show a high degree of agreement. Different 
examinations to test the same knowledge and different. . 
examiners are apt to, and do, produce widely differing 
results. This fact is conveniently forgotten by those who 
criticise modern testing procedure: It is unfortunate, 
however, that tests of intelligence have been used by 
relatively untrained people. There are many pitfalls, 
and intelligence testing is not something which can be 
done by anybody—it is an expert’s job. 

In approaching the problem of screening prospective — 
students we were well aware of the many difficulties. 
Above all, such a method should be fair. No-one rejected 
by such technique should even be a border-line possibility. 
All “ possible ” medical students should.be interviewed, 
because the interview is regarded as a fair method. In 
this country not only must justice be done but also it 
must be apparent that it is done. The main objection 
of most people to psychological testing is its “‘ secretive ”. 
nature, and it is therefore impossible for all and sundry 
to assess its fairness. To. summarise, psychological 
testing procedure has many pitfalls. but, on the whole, 
the awareness of these does not only rest with those 7 
opposed to it. In fact, those concerned with psychological 
testing are usually aware of more dimeulties than are 
those in the opposing camp. 


OBJECTS OF THIS SURVEY 


Before one can begin to use screening,, one must 
first know something about what one is trying to find. 
Accordingly we decided to test a group of known medical 
norms.” It was also a means 
of trying out our preliminary test material which we 
knew would probably require amendment in the light 
of experience. Ultimately we hope to test groups of 
applicants (30-40 in a group) but not to influence selection 
by the present method. In.two years we should have 
some indication of the reliability of our methods by 
following up students. In particular, we would be 
interested to see how “ our ” failures, who were accepted 
after interview, progressed. 

We had hoped to obtain material from about 100 
students. We picked a random sample of 100 and asked 
for volunteers. Unfortunately, end of term and pressure 
of work prevented many students from attending, added 
to which many did not. volunteer. This has spoilt our 
sample, since it is likely that more inadequate students 
would volunteer less readily, and our numbers are small. 
We hope to extend our survey until we have sufficient 
material to provide -us miih, an adequate guide to the 
‘‘ medical student.” 
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METHODS 


Our test matena can be divided ante three main 
sections : 


(1) Material usually obtained at interview: (a) family 
history; (b) academic background and achievement; and 
(c) general activities and interests. This material was 
obtained by questionnaires, and the resulting evidence appears 
to be as useful as the same evidence obtained by interview. 

(2) Intelligence tests: (a) the Raven progressive matrices 
(20-min. version); and (b) the group test 33 of the National 
Institute of Industrial Psychology. 


TABLE I—INTELLIGENCE-TEST SCORES OF 40 MEDICAL STUDENTS. 


Raven’s progressive 


= | N.I.I.P. group test 33 matrices (20 min.) 


| Average | Av. deviation| Average | av. deviation - 


Men 


Women 159 12-6 50 3-0 


146 12-0 49 | 4°6 


standardised on secondary-school children. It discriminates 
better between various levels of intelligence in the upper 
ranges. 

(3) More purely psychological tests : (a) a personality 
inventory of much the same type as the Mill Hill neurotic 
inventory described by Eysenck (1947); and (b) the 
“ expanded ” multiple-choice Rorschach test. We projected 
the Rorschach cards on to a screen. On a printed sheet were 
three sets of ten answers for each card. Students were 
asked to indicate which was their answer of choice in each 
set foreach cardinturn. This follows the technique described 
by Erickson and Steiner (1945). 


The whole testing procedure occupied about 21/, hours. 
~ Our groups were small (4-12), but groups of 30-40 could 
be managed quite well. 
l RESULTS 

The analysis of each set of questionnaires, plus the 
marking of intelligence tests and the multiple-choice 
Rorschach test, was a task where each of us had an 
allotted field. The clinical psychological material was 
marked by the psychologist, and the rest of the material 
was passed to the psychiatrist for final assay. A précis 
was made of all the material, at the end of which was 
written a short assessment of the candidate plus a grade. 
The gradings given were : 

A. Definitely superior. Should get honours. 

“B. Definitely above average. 

C. An average medical student. 

D. Definitely below average but should eventually qualify: 

E. Inadequate and unsuitable. 


The final assessment of the material obtained is a 
subjective one in little way different from an assessment 
given after ‘the usual interview. Interviewers vary 
greatly in their ability to assess personality. The 


psychiatrist is no magician, but his everyday job entails ` 


the assessment of personality and he should therefore 
be an adequate person to make a final assessment of the 
person interviewed. He tries to be objective but realises 
that his own personal bias will influence the results. 
He tries constantly to remove this error but he is not 
unaware of it. Some of the material we obtained can 
be expressed in figures (table 1). 

The women showed a significantly higher average of 
verbal intelligence. In fact, five of the women had a 
higher score than any of the men. This result was 
expected. since, though half the applicants for entry to 
medical school are women, much less than half the 
acceptances are women. In other words, selection is 
more intense, and only women applicants who appear 
outstanding are accepted. These figures demonstrate 
that the interviewing panel manage to pick out the 
intelligent ones fairly well. Most interviewers agree 
that picking out the very superior is easy. Picking out 
the lower average type is much more difficult. 
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of intelligence needed for academic success. 


This latter test was 
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The lowest scores in each group are of interest since 
they give some indication of the lowest adequate level 
The four 
lowest scores for men were (group test 33) 107, 122, 
129, and 129. For women they were 124, 131, 140, ang 
145. 

From our assessment we are inclined to feel that any 
score over 120 on group test 33 would indicate just 
adequate intellectual ability. This corresponds to an 
average secondary-school child and is probably equi- 
valent to an I.Q. as low as 110. On the other hand, our 
results suggest that a minimum of about 135 would ensure 
much more adequate students. This level represents the 
70th percentile of secondary-school children and an 1.Q. 
of about 118. This figure has previously been reached 
by workers in this country and in U.S.A. as being the 
minimal adequate 1.Q. for success in medicine. 

Our final results were compared with similar gradings 
given by the senior administrative officer, who graded 
the students according to their academic success in the 
medical school. Table 1 shows the degree of agreement 
and disagreement between the gradings. 

These tables show sufficient agreement for such small 
numbers to give us encouragement to continue. 

We have made no comment on the value of the multiple- 
choice Rorschach test, because the numbers are small. 
All but one student gave adequate responses to this test. 
This student was rated D by us, but academically he 
was very nearly rated E, and there may be something of 
value in this test. This is.-a point we are investigating 
further. 

CONCLUSION 


So far the amount of testing we have done is inadequate 
for us to lay down any firm propositions, but we are 
encouraged. One point that interests us now is the 
result we shall get when we test large numbers of 
applicants. We feel we shall see a much wider scatter, 
and we hope to be able to show that screening oan 
effectively and fairly reduce the number of applicants 
requiring to be interviewed. An important point not 
mentioned is how far academic success in medicine 
indicates a good doctor. Some of our disagreements 
between academic success‘ and our test ratings are 
probably due to the fact that we were trying to assess 
good future doctors and not necessarily those who would 
achieve academic success. ~ 


TABLE II— COMPARISON OF RESULTS OBTAINED BY DIFFERENT 
_ METHODS .OF GRADING 
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An example will explain the tables. Of eight men rated 
C by test results, five were rated C and three D by academic 
results. 
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APPLYING the matrix test (Raven 1938) to second-year 
medical students Edholm and Gibson (1944) found that 
it was of little value in predicting their performance 
in physiology examinations. Heim and Timpany (1944) 
suggested that this result was due to the unsuitability 
of the matrix test for application to a selected high-grade 
group. In spite of this justified criticism it seems worth 
reporting the results of a follow-up of the students 
originally tested, since all have now completed at least 
five years’ study. 

A further group has been tested both with the matrix 
test and with the Cattell scale 111 form A test (Cattell 
1934), which contrasts sharply with the matrix test in 
that it is largely verbal and is sufficiently difficult to 
_ spread the group over a considerable scale. 

The tests were applied as described by Edholm and 
Gibson (1944), and the follow-up data were obtained from 
the official university records. The data are incomplete 
because: (1) the tests were not taken until the second 


year and so do not include students who failed to complete’ 


the first-year course ; (2) the tests were not compulsory ; 
and (3) wastage of about 10% has occurred in the follow- 
up owing’ to death, marriage, war service, and transfer 
to other universities. © 
FOLLOW-UP OF UNIVERSITY CAREERS 

Successes. in’ Relation to First M.B. Examination.— 
The results for each of the years considered are shown 
separately in fig. 1. In this figure the total length 
of the first column for each year represents the number 
of students sitting the first M.B. examination. The 
stippled columns show the numbers of students after 
each examination in the course who, having passed the 


first M.B. examination at their first attempt, have passed 


each subsequent examination with- 
out failing in any up to the 
examination indicated. The 
hatched columns give the same 
information for students who had 
two or more attempts at the first 
M.B. examination. The difference 
between the two groups is obvious: 
whereas most students passing the 


R 

Š 

first M.B. examination at one ò% 

attempt (stippled columns) pro- % 

ceeded directly to qualification, $ 

most of those completing the 9 

examination piecemeal (hatched W 

columns) failed again later in the $ 

course. | N 
Failures in Relation to First 
M.B. Examination. — Table 1. 


shows, for 1942 and 1943, the 
distribution of failures per head 
in the various examinations 
through the course. In this table 


the students are divided into three groups according to | 
the number of subjects passed in the first attempt at the 
first M.B. examination. Fig. 2 illustrates) the growth of 


n 


a 


CUMULATIVE TOTAL 
N 


OF FAILURES PER HEAD 


at the first attempt 

and those completing 

the examination by 

stages. Of students 

for a set of qualities. ; 
different from those EXAMINATIONS 
required in clinical Fig. 2—Cumulative total of failures per head 
work, an d that incurred by students having passed in the 


in group I only 2 
(2-5%) have not yet 

rigorous selection of | fummer oe suelgces shawn tn peor 
students on the basis 


the cumulative totals of failures for the same groups, 
and again shows the striking difference between the 
group passing the | l , 
4 
qualified as against 
21 (27%) in groups 
u and IN. 

Preclinical and 
Olinical kesults.—It 
is sometimes sug- 7 
gested that the ae 
of results in the preclinical years would lead to the elimina- 
tion of many potentially satisfactory clinical students. 
If this were so, a follow-up should reveal a tendency of 
this kind. Students were classified according to their 
records in the anatomy and physiology courses and their 
records in the clinical years. Table 1 indicates not only 
that the preclinical and clinical results are associated 


first M.B. examination 

preclinical years call = "555° pet PEI Sed 4th FINAL 
2n l f 

(P = 0-0001) for each year, but also that there are very 


_few students who, having failed in the preclinical years, 


then complete their clinical course without a check. 
It appears that special aptitude for clinical work is rarely 
divorced from ability to pass the preclinical examinations. 


INTELLIGENCE TESTS 

Matrix Tes and Olinical Examinations.—Edholm and 
Gibson (1944) have considered the relation between the 
matrix test and preclinical examinations; using the 
material obtained in the follow-up, it has been possible to 
extend this to the complete course. The results are 
summarised in table 1. Though there was some 
degree of positive association in all casés, this was 
significant only for the preclinical years. The existence 
of positive association, however slight, in six independent 
instances nevertheless argues for some relation between 
the matrix test and the results of the clinical years taken 
as a whole. 


EXAMINATIONS 


Fig. |—Examination results: stippled coiumns, students who, having passed the first M.B. examina- 
tion at the first attempt, passed the examinations indicated and all previous examinations at 
the first attempt; hatched columns, students who had more than one attempt at the first 
M.B. examination and then passed the examinations indicated and all previous examinations 
other than the first M.B. examination at the first attempt. 
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Matrix and Cattell - Tests:.—A total of 95 students 
completed both tests. .The. results for the: Cattell 
test were converted into 1.Q. figures according to the 
standardisation. given by. the author (Cattell 1934). 
The matrix test was:applied as deseribed by Edholm and 
Gibson (1944) with a 20 min. time limit. The results 
were: matrix test, mean 47-4, median 48, standard 
deviation 6-4; Cattell test, mean 139-3, median 140, 
standard deviation 11-0. The coefficient of correlation, 
r = + 0-30, though highly significant, is surprisingly 
low, suggesting that the two tests are’ measuring sub- 
stantially different quantities. When correlated with 
physiology-class examination marks, the Cattell test 
gave r= + 0:325, whereas the matrix test gave 

= + 0-249. Neither of these values is strikingly 


TABLE I—SUBSEQUENT FAILURES IN RELATION TO FIRST M.B. 


EXAMINATION 
No. of 
subicote No. of failures per head 
a | passe í 
2 lastamat Second alea 
= |attemp econ students 
5 | at first | E iret M.B. exam. Third F ourth Final 
M.B. ee EE exam. 
exam. |CXAM. Part x (Part r €80. | exam. 
I 4 — 0-06 0-14 0:36 | 0:09 | 0-15 80 
"o| 3 1-15 | 0-16 | 0-59 | 1-10 0-12 | 0-48 39 
lie =| 2,1, or 0 1- 70 0-42 1-23 | 1:00 | 0:15 | 0-45 40 


different from the correlations found by Edholm and 
Gibson between the matrix test and physiology- class 
examination marks in previous years. 

The students tested have now completed the course 
except for the final m.B. examination, and 91 have been 


successfully followed up. Some idea of the relative 


predictive value of the tests may be obtained by noting 
the numbers of failures incurred by students grouped 
according to their test performances (table Iv). Both 
tests are negatively associated with the numbers of 
failures in the different groups. The association is highly 
significant for the Cattell test, but the value for the 
matrix test is not significant. 


‘ DISCUSSION 


The results of the follow-up have substantially con- 
firmed the earlier conclusion of Edholm and Gibson 
(1944) that the matrix test does not possess any great 
value in predicting examination results. The Cattell 


test, though different in form and only slightly correlated 


TABLE JI—NUMBERS OF STUDENTS CLASSIFIED ACCORDING TO 
THEIR PERFORMANCE IN SECOND M.B. AND IN LATER CLINICAL 


EXAMINATIONS - 
Vaar Pass clinical, | Pass clinical, | Fail clinical, | Fail clinical, 
' pass second fail second pass second fail second 
1942 29 2 23 22 
1943 33 | 3 18 18 


with the matrix test, does not appear to be much better. 
The results suggest that little can be done towards 
the problem of student selection by means of standard 
commercially available intelligence tests, except that 
students with notably low scores might usefully be 
eliminated. For example, if correct solution of 41 
problems in the matrix test in 20 min., or of 46 problems 
in unlimited time, had been made an arbitrary require- 
ment for admission, 49 students would have been rejected 
from the four years considered. Of these 49 only 7 have 
clear records at the university. If the test had been 
applied at the end of the first year, and a reprieve allowed 


—- = 
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> TABLE  TIi—ASSOCIATION BETWEEN MATRIX TEST AND' 


EXAMINATION RESULS S 


Examination Probability of independence 
1942. 1943 1944 
Ist M.B. 0-029 0-024 0-0009 
2nd M.B. 0:30 0'016 0:0077 
3rd M.B. 0-38 0-56 - 0-53 
Final .. 0-14 0-35 0-76 


The attributes examined were (1) obtaining a score jin the matrix 
test equal to or greater than the median score and (2) passing the 
examination indicated at the first attempt. 


to those with a clear university resti at that time, 38 
would have been rejected, all of whom have, in the 
event, had chequered careers. 

On the other hand, the follow-up has shown that there 
is a striking consistency in the performance of the 
individual student, the pattern of whose career is often 
foreshadowed by the results at the end of the first year. 
The close association between the results in clinical and 
preclinical years suggests that it might well be profitable 
to proceed by admitting a number of students somewhat. 
in excess of the capacity of the clinical departments, and 
rejecting with rigour at the end of the first and second 
years. In theory, at least, such a scheme would reduce 
the proportion of “ chronic” students. . 

In practice the results might well be less satisfactory, 
since intensive ‘“‘ cramming ” for the first-year subjects 
would be encouraged. If an intelligence test were included 


TABLE IV—RELATION OF MATRIX AND OATTELL TESTS TO 
EXAMINATION RESULTS 


Cattell 


“test Seiden AA test - raa taitares 
score score 

52-60 | 27 30 147- 237 | 18 
46-51 34 44 135-146 35 53 
0-45 | 30 46 0-134 29 49 


Probability of independence Probability of independence 
P 45 P = 0:0017 


S 


in the programme for selection, even with due care to 
ensure that its contents remained secret, its general 
nature would gradually become known, and instruction 
in the design of the test and in the most profitable 
approach to its problems might become available. 

This survey is concerned with examination results, 


and the conclusions drawn from it depend on the validity 


of such results as an index of future performance. The 
relation between academic success and- effective pro- 
fessional service to the community, however, is not 
known and appears to be most difficult to assess. ` 


SUMMARY 


The university careers of second-year medical studénts 
taking the matrix test in 1942, 1943, and 1944 have been 
followed up. 

The relation between the test and examination results 
is slight. 

The careers of individual students were remarkably 
consistent throughout the whole course. . 

The Cattell test, correlating only slightly with the 
matrix test, and different in form, gave essentially 
similar results. | 
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THE Interdepartmental Committee on Medical Schools 
(1944) asked for further experimentation in methods of 
selecting medical students. In this country Edholm 
and Gibson (1944) and Smyth (1946) have reported on 
the methods tried out in two medical schools. The 
first report did not hold out much promise for the further 
use of the chosen tests for purposes of selection. The 
second report contained evidence of an encouraging 
reduction in the number of failures by the use of a 
mixed battery of tests. 3 j 

In the United States Cowdery and Ewell (1931) and 
Moss (1931, 1933) have shown that failures among 
medical students can be predicted with a good deal of 
accuracy by the use of selection tests. They have shown 
that these tests are superior to premedical grades in their 
predictive capacity, and that the tests in combination 
with premedical grades can predict 73% of subsequent 
failures in examinations. The results of these investiga- 
tions were sufficiently promising to lead to the introduc- 
tion in 1931 of routine selection tests in all U.S. medical 
schools. Many of the schools count the marks resulting 
from testing as a third of the total score given to a student ; 
the remaining two-thirds of the score is contributed by 
premedical grading and the results of an interview. 

In the United States one of the main factors causing the 
intensive investigation into selective tests for medical 
students was the need to reduce the failure-rate, which 
had been as high as 20% in some institutions (Flack 
1936). Begg (1928), in a survey of failures between 
1907 and 1926, showed the percentage to be fairly 
constant and to lie between 18% and 20%. Zapffe 
(1933) reported a distinct decrease in students’ failure- 
rate between 1931 and 1933, which is attributed by Flack 


-(1936) to the introduction of aptitude tests as one of the © 


bases of selection. 

The need to select those who are most able to benefit 
by a university education has become increasingly 
urgent in this country with the rise in number of 
applicants for such training. The ratio of applicants 
to vacancies is particularly high in the medical schools. 
At St. George’s Hospital Medical School, for example, 
in the six months from October, 1947, to March, 1948, 
there were 270 applicants for the 30 places available ; 


and there are indications that the situation is similar. 


in some other medical schools (Smyth 1946). 

In most medical schools, in the absence of predictive 
tests, the selection is made on the basis of premedical 
grades and interviews. There is a real danger in relying 
on premedical records. This was pointed out by Moss 
(1931), who, after a careful survey of the problem, stated 
that premedical grades were not a sufficiently fine 
discriminative guide, and therefore there was a likeli- 
hood of turning down very good men to make way for 
mediocre students. The introduction of intelligence 
tests, in addition to the scrutiny of premedical grades, 
renders such mistaken decisions much less probable— 
i.e., a measure of intelligence, as distinct from one of 


“achievement, provides crucial information. 


A knowledge of the student’s potential intellectual 
ability and past achievement, however, is not enough, 
since personality, even if it is not so accurately measur- 
able as intelligence, contributes a great deal to the 
effectiveness of the student and the doctor. Thus, in 
spite of the introduction of routine testing in the U.S. 


“medical schools, there still appear to be failures among 


students of high intelligence, which have caused serious 
concern to at least one university. Waggoner. and 
Zeigler (1946), at the University of Michigan, reported 
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on an examination of medical students by means of the. 
Rorschach test and a psychiatric interview : 

. “ Among students with even very high 1.Q.’s, a relatively 
minor . maladjustment occasionally resulted in academic 
difficulties. ... On the other hand, it appeared that strong 
motivation and good adjustment could often compensate for 
an IQ. which under average circumstances’ would be 
considered inadequate. 

Their conclusion that there is need to take into account 
other aspects than the ability of an individual student 
is supported by two earlier investigations of university 
students. White (1931, 1932) compared “‘ discrepant 
failures’ with ‘‘ discrepant successes ” of students of 
the same intelligence. The former were found to be more 
frequent in students handicapped by mental disabilities 
of the anxiety type. Neel and Mathews (1935) showed 
that the “ non-achievers ’’—those of high intelligence 
whose grading did not reach expected level—more often 
experienced conflicts about religion and life in general 
than did the “ achievers.” It is clear that measures of 
maladjustment would form valuable additions to tests 
of ability in the selection of students. 

With this problem in mind a study was carried out on 
the students in St. George’s Hospital Medical School 
in 1947-48. An attempt was made to select a group of 
tests which, in conjunction with school record and 
interview results, would indicate ability to pursue a 
medical course successfully, and might be used in selecting 
students for admission to the medical -school. The 
present investigation, in addition to measures of 
intelligence designed for the more gifted of the popula- 
tion, included measures of personality maladjustment 
or neuroticism. 

The prevalent use of only one type of intelligence test 
has been criticised (Treddick 1942) on the grounds that 
such measures are likely to be less diagnostic than are 
several ‘tests measuring different abilities. The ability 
tests included in this investigation were chosen to meet 
this need. 

The subjects consisted of 49 men and 8 women students 
of St. George’s Hospital Medical School with a mean 
age of 24-37 + S.D. 4:35. The average age was relatively 
high because of the many ex- Servicemen in the school 
in 1947—48. 

All the intelligence tests show small negative cor relation 
with age—i.e., there was a slight tendency for the older 
students to do less well on the tests than did the younger 
ones. These negative correlations seem to bear out the 
opinion of the teachers in medical schools that the older 
student has additional difficulties in his course when 
compared with the younger. 


INTELLIGENCE TESTS t 


It was necessary to use intelligence tests which 
differentiate well between persons of high intelligence, 
since university students are to be found at the upper 
end of the distribution curve of intelligence. Vernon 
(1939) and other authorities have reported an average 
1.Q. of 126 for university students. Besides the higher 
level of intelligence among ` students, the range of 
intelligence among them is smaller, a fact which 
emphasises the need for the test to discriminate well 
at the higher levels of ability. Edholm and Gibson 
(1944) have shown that unsatisfactory results are obtained 
when tests are used which are not intended to Li ot Dae 
among those of very high intelligence. 

Himmelweit (1948) has carried out an inquiry into 
suitable intelligence and personality tests for the selection 
of students at a college of a university. She used, in 
her investigation on several hundred students; tests of 
general intelligence and tests which, besides general 
intelligerice, measured . group factors, such as verbal 
and memory factors. Out of this battery those tests 
which appeared to be most promising and to be most 
closely related to the special abilities required of medical 
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students were selected. The tests used were adapta- 
tions of current American intelligence tests. They 
included one test of Thorndike’s (1925) completion, 
arithmetic, verbal, and directive battery (Cc.4.v.D.)— 
namely, the C or sentence-completion test. Cowdery 
and Ewell (1931) have reported a high correlation between 
the C.A.v.D. battery and medical-school grades. The 
other tests, which were adaptations of some of Thurstone’s 
(1938) primary ability tests, were tests of vocabulary, 
verbal classification, memory, fluency, non-verbal intelli- 
gence, and spatial perception. The test of spatial 
perception was included on the assumption that the 
problems confronting the medical student in anatomy 
required particularly good spatial visualisation. | 


MEASURES OF PERSONALITY 


= Neuroticism.—The two tests of neuroticism used were 
the Maudsley medical questionnaire (Eysenck 1947) 


and the Maudsley word-connexion test (Crown 1947). 


These two measures of maladjustment have been shown, 
on extensive investigations reported by these writers, 
to differentiate well between the neurotic and non- 
neurotic population. The tests were included in the 
belief that neuroticism was one of the major personality 
factors which would reduce the effectiveness of a student. 

Tendency towards accuracy has been found to be 
positively correlated with success in examinations when 
intelligence was held constant (Himmelweit 1948). 
To reach the index of inaccuracy, the number of false 
answers given in all the tests except those of neuroticism 
and fluency was calculated, and expressed as a ratio of 
the total number of answers attempted in these tests. 
The index of inaccuracy was found to be positively 
correlated with both the Maudsley medical inventory 
{+ 0-40) and with the Maudsley word-connexion test 
{+ 0-43). This suggests that the more neurotic students 
tend to make a relatively large number of mistakes. 
The total testing session took three hours. 


CRITERION OF PREDICTIVE VALUE OF TESTS 


Two independent judges were chosen by the dean from 
among his senior staff as knowing most about each 
student. 
their medical ability, on a five-point scale, ranging from 
very good to very poor. The considered judgment of 
two senior physicians, based on the working record of the 
student, has certain distinct advantages over examina- 
tion results. Apart from examination not being an 
entirely satisfactory assessment of a student’s all-round 
clinical ability, it is the opinion of the senior medical 
staff which determines which of the students is appointed 
to resident posts. The combined rating had a reliability 
of 0-80. 

| RESULTS 

The correlations were worked out between each of the 
nine tests and the combined rating of the judges, and 
were as follows : 


| l Correlation 
Word-connexion . .. — 0-08 
Vocabular .. 0-42 
Classification 0-4] 
Rote memory es —0-11 
Sentence completi 0-30 
Fluency... atte 0-29 
Decoding .. 0°35 
Form perception 0-39 
Maudsley inventory —0-16 
Index of inaccuracy — 0-27 


* All correlations are calculated by the product moment formula 
and have been corrected for attenuation in the criterion by 
Dunlap and Cureton’s (1930). formula. The multiple correla- 
tion given below, in view of tho small number of students 


_ tested, is probably a slight overestimation of the true correla-. 


tion due to the well-known tendency of the multiple correla- 
tions formula to summate errors; but none of the conclusions 
are likely to be effected to a considerable extent. This is 
borne out by the fact that similar intercorrelations between 
the tests were obtained in other university groups where 
much larger numbers had been included. 


MRS, PETRIE: THE SELECTION OF MEDICAL STUDENTS 


These judges rated the students, as regards 


_ efficiency considerably. 
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EXPECTED PROPORTION OF STUDENTS SELECTED WITH HELP OF 
. TESTS WHO WILL BE SATISFACTORY 


| Percentage considered satisfactory 
| before use of selection tests* 
Selection ratio 


— 


| 50 | 40 


[20 | 80 | 70 | 60 20 | 20 | 20 
0-10 (1 in 10) .. |100 | 99 | 97 | 94 | 90 | 83 | 74 | 60 | 39 
0:20 (2 in 10) .. | 99 | 98 | 95 | 90 | 84 | 75 | 64 | 50 | 30- 
0-30 (3 in 10) -. | 99 | 96 | 92 | 87 | 79 | 69 | 58 | 43 | 25 
0:40 (4 in 10) «- | 99 | 95 | 90 | 83 | 75 | 64 | 52 | 38 | 21 
0°50 (5 in 10) .. | 98 | 94 | 87 | 80 | 70 | 60 | 47 | 34 | 18 


s ane a in the table are derived from Taylor and Russell 


. A multiple correlation of all the tests except sentence 
completion and the word-connexion list with the criterion 
was calculated, and the multiple R was found to be 
0-63. 

The reduction of failures and the increase in successes 
to be expected from the use of these tests are shown 
in the accompanying table. The correlation of 0-63 
is the basis throughout. This table presents the pro- 
portion of satisfactory students who could be selected 
with the help of these tests under various conditions. 
Along the vertical axis are indicated the selection ratios 
which may prevail at different schools—i.e., the pro- 
portion of places to applicants. Along the horizontal 
axis are placed the percentage of students who are at 
present considered satisfactory. In the body of the 
table are shown the percentages of students selected with 
the help of the tests who would be satisfactory, given 
certain selection ratios (set out on the left of the table), 
and: given a certain percentage considered satisfactory 
before the introduction of tests (set out at the top of the 
table). | as na a 

In this hospital 82% of the students were rated as 
being satisfactory. The selection ratio as reported 
above is less than 0:10—i.e., 1 in 10 is chosen—and a 
glance at the table will show that the percentage of 
satisfactory students who could be selected with the help 
of the tests is 99—i.e., the failures could be reduced from 
18% to 1%. ; | : 

Alternatively one can consider the table from the view- 
point of those students rated ‘‘-very good.” There 
were about 10% in this hospital belonging to the superior 
group. The selection ratio is again 0:10. The vertical 
column of figures under 10% shows that with the help 
of the tests we could have selected not 10% but 39% 
of very good students. But, even if the selection ratio 
should increase, and as many as 5 students out of 10 
applicants be chosen, the use of the tests would increase 
the number of very good students from 10% to 18%. - 

DISCUSSION | 

The results shown in this group-indicate a high pre- 
dictive value for the tests. External factors affecting 
medical work have not been studied—for example, the 
need to earn during college years, worries of various kinds, 
and family responsibilities must influence the students’ 
It is hoped, however, that 
further development of the measures of personality in the 
battery will indicate the ability of the student to cope 
with such stresses. | } : - 

The tests do not guarantee that those passing them 
will be successful, but they do ensure that they have 
the ability to succeed if outside circumstances are favour- 
able. It is recognised that the capacity to pass examina- 
tions is not the hallmark of a good doctor, but it is clear 
that a student will never get the chance to show whether 
he is a good or poor doctor unless he passes @¢xaminations. 
There is a great need for much more investigation into 
what constitutes the good doctor, besides what constitutes 
the good medical student. o 
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The judgments on which our criterion was based were 
made by doctors, several of whom are examiners at the 
qualifying medical examinations. They also included, as 


mentioned above, doctors who choose the successful 


candidates for the much-coveted house jobs. | 

It is not recommended that the valuable criteria 
already in use should be superseded by these tests alone. 
It is desirable, however, to have available all the possible 
measures of ability and personality before selecting the 
10% or even 50% of applicants for whom there are places. 
- A fear has been expressed by some authorities that 
these selection methods might exclude some really good 
students. It is undoubtedly true that test methods of 
selection will probably exclude some good people; the 
point to decide is which method will exclude least. The 
data presented should make it clear that, whether the 
problem is viewed from the aspect of reduction of failures 
or the increase in the proportion of really outstanding 
students, the inclusion of selection tests of the type 
described can be of great assistance. This assistance 


` at the expense of three hours’ testing is not a great deal 


to ask from even overworked medical students. 

The results so far available justify further research 
with the tests used and for the selection of students in 
medical schools. The predictive value is likely to be 
increased by the further development of the personality 
tests in the battery. The information obtained as a 
result of such testing could be used in addition to pre- 
medical rating and interview rating as a basis for the 
mocap ute of students and their later guidance.{ 


SUMMARY 

The intelligence of 57 students at St. George’s Hospital 
Medical School was tested with seven verbal and non- 
verbal tests standardised on people of high intelligence. 
Three measures of personality were also used. By 
means of individual ratings by two of the senior staff 
most closely connected with each student, information 
was obtained on each student’s medical standing. A 
multiple correlation of 0-63 was found between the 
criterion and seven of the above measures. The reliability 
of the criterion was 0-80. 


. - At the present ratio of selection in this hospital (1 in 10) 


the number of successful students could be increased from 
82% as at present to 99%, and the proportion of out- 
standing students from 10% as at present to 39%. 


I am indebted to Dr. Desmond Curran, physician 


in charge of the psychiatric department, for suggesting 


this investigation and for his active encouragement. The 
work was made possible by the kind coöperation of the dean, 
Mr. M. F. Nicholls, his staff, and the students of the medical 
school. 
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THE selection of leaders in the Army during the war 
has attracted widespread interest. It may seem incon- 
gruous that a technique fashioned within a disciplined 
community at war should be in any way applicable to 
the problems of a free society at peace, but already 
selection has been adopted by many organisations in 
civil life. Among those that have applied the principles 
of the War Office Selection Board (w.0.8.8.) are the Civil 
Service, the Indian Civil Service, the Palestine Police, 
the late National Fire Service, and armies of Allied 
countries. 

No full account of officer selection and its results has 
so far been published. Rees (1945) refers to the subject 
in connexion with war psychiatry. Gillman (1947) has 
described the test procedures and the composition of a 
w.0.8.B. An Expert Committee (1947) has published a 
report which is mainly concerned with the selection 
work done by psychologists and psychiatrists in the 
Services. The only contribution to the theory of selection 
has been made by Gibb (1947), whose views on leadership 


are based on his experience of officer selection in the 


Australian army. 

Recommendations have been made for the. introduction 
of selection into medicine by the Interdepartmental 
(Goodenough) Committee (1944), the British Medical 
Journal (1946), and others. Some medical schools have 
begun to select applicants by means of intelligence, 
aptitude, and other tests (Smyth 1946, Wilkie 1946), and 
the Medical Research Council have sponsored research 
in several London and provincial sehools. 

Before considering its application to medicine, I shall 
give a- brief account of the aims, theories, and methods of 
officer selection. l 


Selection of Officers in the British Army 


Scientific methods of selecting officers were first: 
introduced into the Army in 1941. The first experiments 
were stimulated by the fact that the German army had 
been using selection since 1926, and by the urgent need 
for officers created by the rapid growth of a citizen army - 
and by the losses at Dunkirk. Traditional methods— 
based on rule of thumb, and efficient within the small 
class from which the pre-war regular officer was drawn— 
proved incapable of dealing with war-time candidates 
coming from every social class and representing an 
infinite variety of personality. Whereas, before the war, 
it was relevant to ask a candidate to what school he 
had gone and what his private income was, these ques- 
tions were now not only useless but also objectionable. 
Indeed, they were so much the cause of dissent and dis- 
satisfaction among candidates that in 1941 suitable men 
were refusing to apply for commissions. A radical 
change was therefore imperative, and it is noteworthy | 
that the initiative for this change came from senior 
regular officers, who enlisted the aid of psychologists 
and psychiatrists in a joint trial of an entirely new 
method. 

The experiments were carried but on several groups of 
officers attending a six-week course for company- 
commanders. These officers were given an intelligence 


test, an interview by a psychiatrist, and aptitude tests 


based on the German model... Results of these assess- 
ments were compared with reports by instructors, and 
in 85-90% of cases there was complete or substantial 
agreement between the two judgments. A provisional 
board was set: ‘up in January, 1942, to continue the 
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experiment, and the first working boards -` were started in 
May of the same year. ` 


BOARD STRUCTURE 
Each board was presided over by a regular colonel,- 
who was solely responsible for acceptance or rejection. 
In reaching his decisions the president was helped by a 
team of workers including a deputy-president (lieut.- 
colonel), three military testing officers (major and 
captains), a psychiatrist, and a psychologist. There were 
also technical and administrative assistants. Each 
board was therefore a small self-contained unit, and each 
member a whole-time worker in it. This gave selection 
a professional status and-made for high technical stan- 
dards. The rôle of the experts was twofold : firstly they 
were ordinary members of the team, on an equal footing 
with other members, in giving their opinion; and 
secondly they acted as expert advisers to the president 
on technical development. These experts were viewed 
with suspicion only by those who had no direct acquain- 
tance with their work. When it was discovered by their 
colleagues, in daily contact with them, that there was 
o “flowing robe and crystal ball,” they were treated 
as the ordinary human beings they undoubtedly were. 


` TEST PROCEDURES 

The pada: came to the board for three days, in 
groups varying in number from 60 in the early days to 
24 finally. On the first day there were written tests: 
intelligence tests, questionnaires, and psychological 
i: projection ” tests (word-association test and Murray’s 
thematic apperception test). On the remaining days there 
were interviews by the president or the deputy president 
and by the psychiatrist or the psychologist, and individual 
and group tests conducted by the military testing officers. 

The interviews were biographical—i.e., concerned with 
the full life-history of the candidate. The president 
dealt with school, work, and Army records, and inquired 
about hobbies and interests; the psychiatrist or the 
psychologist went into the earlier history and the family 
history.’ Matters of physical and mental stability were 
also explored. Little importance was attached to the 
impression that the candidate gave as compared with 
the information he furnished about his life -history. 
Newcomers to interview technique tend to suppose that 
the impression given is the most important thing, and 
rely for their judgments on what was called in w.o.s.B. 
circles the “ magic-eye technique.” 

Though the word “test” has been used to denote 
various methods of assessment, it is here used with regret, 
for want of a better. Most of the procedures are not tests 
in the usual sense, but real-life (or near real-life) situa- 
tions which serve as “ occasions ”’ for the observation of 
behaviour. For example, the series of tests known as the 
“ basic series’? and originated by Bion (1946) were 
designed for small groups of 6-8 candidates, and took the 
form of discussions, planning projects, group tasks, and 
games. The groups had no set form, were leaderless, 
and had no rules of procedure to guide them. The aim 
was that each candidate should be given the chance to 
behave in the manner most true to his own nature. In 
the practical task, for instance, the group was asked, 
as a group, to do a simple job, such as moving a heavy 
object over a supposedly electrified fence, using only the 
few “props ” provided on the site. The apparent task 
was to finish the job as quickly and dexterously as 
‘possible. The real task presented to the candidate was 
to cope with the other members of the group and, at the 
same time, further his own chances of obtaining a 
commission. The “test” was therefore a study in 
interpersonal relationships. 


THE FINAL CONFERENCE 


At a final conference each candidate was reported on at 
length by each member of the board, and an attempt was 
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made to piece together all the evidence, to get an over-all 
picture or ‘profile.’ It was only when an agreed 
“ profile ” had been fashioned that the final decision, to 
pass or to fail, was made by the president. This final 
integration of evidence was in itself a significant social 
phenomenon, since it implied team-work of a high order, 
with tolerance and understanding on the part of members 
to reach agreement. It was as necessary for each member 
to know himself and his colleagues, their prejudices and 
scotomata, as it was to know the candidate. And it was 
vital to the success of the work that each member was 
as alive to the implications of good contact in his own 
group as in the candidate group. 

It was the aim of the board to get to know as much as 
possible in the time available about the candidate as a 
unique person, and then, on the basis of this intimate 
and comprehensive knowledge, to decide whether his 
particular personality was likely or not to develop with 
training into a good officer. There was no theoretical 
bar to any type of person, were he manual worker or 
university graduate, provided it was thought that he 
could do an officer’s job, in his own way, successfully. 


ASSESSMENTS OF CONFORMITY AND STYLE 


The approach to the problem of assessment in the 
method just described differs from that current in the 
educational world. This difference may be brought out 
in the following illustration : 

A pupil has just sat his examination, say in history. His 
answers are typewritten and then given to someone who 
knows him well—perhaps his mother. The chances are that 
she will find difficulty in recognising it as the work of her son. 
The more successful he is in his answers, the more will they 
conform to some ideal standard set by his teacher—and the 
less will his individual efforts be apparent to his mother. 
Personality is therefore obscured by the achievement of 
conformity. On the other hand, if he is asked to write freely 
on any subject in an essay, his uniqueness, or style, will at 
once become apparent. ; 


In w.0.S.B., as time went on, assessments of style gained 
more favour and those of conformity less, until a balance 
was struck. The candidate was encouraged to come out 
from behind his mask of regimentalism and to reveal 
himself as a true person; and it was in the leaderless 
group tests, so brilliantly conceived by Bion, that 
this opportunity was afforded. Observation of the 
spontaneous behaviour of different persons, in a social 
as against a laboratory setting, was one of the basic 


principles of officer selection. 


RESULTS OF OFFICER SELECTION 


Several follow-up studies were made, successful candi- 
dates being followed up at officer cadet training units 


‘(0.C.T.U.) and later on active service. On the whole, the 


elaborate procedure of selection was amply justified : 
the quality of officers improved and there was much less 
wastage at 0.C.T.U. 

Because the method was so obviously fair and thorough 
it-encouraged men to apply, with the result that supply 
kept up with demand. Further, much of the information 
obtained about the individual soldier was put to good use 
in many ways other than selection. Training methods 
at 0.c.T.U. directly benefited, and new light was thrown 
on problems of morale and man-management by the 
researches into the behaviour of groups. 


Applications to Medical Education 


The experience gained in officer selection can, I suggest, 
be applied to medical education in three ways—in 
selection, in counselling, and in training. 


SELECTION OF MEDICAL STUDENTS 


In almost every medical school there are many more 
(in some cases many times more) applicants than places. 
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The ratio has steadily increased since the-end. of the 
first world war, and after a plateau during the second 
war has again risen steeply. Smyth (1946), who has 

analysed the causes of this rise, concludes that it will 
continue for an indefinite period. The financial barrier 
to medicine having been largely removed, the profession 
is now open. to anyone who has interest and competence. 
Present methods of selection are proving inadequate, 
and this is due both to the greater numbers and to the 
much greater variety of applicants. The situation is in 


fact parallel to the situation in the Army in the early . 


months of the war, and we may draw the same conclusion 
—that the older methods will soon show themselves as 
outmoded and unfair. Preferences for special types of 
applicant will be seized on as examples of class prejudice, 
and the same “ atrocity stories ’’ as circulated about old 
methods of officer selection will be heard in relation 2 
applications for medicine. 

What is therefore needed is a method of selection akici 
can cope with the large numbers and can at the same time 
deal with the more complex issues of personality assess- 
ment. No other method has so far been so well proved 
or so highly developed as that of officer selection. And, 
considering that w.o.s.B. dealt with a similar kind of 
selection problem in the young adult, the method 
described seems applicable. Indeed, the special work 
carried out in selecting schoolboys for six-month univer- 
sity courses (CUBS) and for two-year engineering cadet- 
ships (CUBES) was highly relevant to the selection of 
medical students. | 


The Need for Research | 

Before scientific selection was introduced into the 
Army, there was a period of preliminary research. 
Appropriate tests were devised and examined for relia- 
bility and validity. Details of an optimum programme of 
testing were worked out. Decisions were reached about 
‘the proper composition of the board. Administrative 
machinery was set up. In addition, the undertaking was 
widely publicised, so that it could quickly and easily 
fit into the Army scene. The same kind of approach will 
be needed when selection is introduced into medicine. 
To introduce a ready-made procedure in its entirety 
would be a gross error, and would violate the principle 
that a selection scheme should be evolved from 
- within and should be adjusted to serve its special 
purpose. ?’ 

In Aberdeen such a period of research is envisaged by 
the department of mental health. Though the bulk of 
the work will be done by members of the department, 
including a research fellow, it is an essential part of the 
scheme that other members of the staff codperate 
in various ways. We also hope to maintain close 
liaison ‘with the Medical Research Council, who are 
sponsoring a parallel scheme of research in other 
medical schools. 

The aim of the experiment is to gain as much relevant 
information about each first-year student as possible, 
and to follow him up throughout his undergraduate 
career. So that the data obtained shall be comprehensive, 
all students will be strongly urged to submit themselves 
voluntarily to the testing procedures. These procedures 
have still to be worked out in detail, but will be based on 
w.0.S.B. principles. They will include written tests to 
provide basic information—intelligence tests, general- 
knowledge tests, biographical and attitudinal question- 
naires, and psychological tests, mainly of the 
‘** projection ° type, such as the Rorschach test. Reports 
by headmasters and examination results will also be used. 
Interviews, carried out by members of the department of 
mental] health and possibly others conducted by members 
of other departments, will be an important section of the 
procedure. But it is expected that much valuable and 
new information will be elicited by means of group tests 
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on the “‘leaderless group’’ model of Bion. In the 
essentially human profession of medicine it is of .para- 
mount importance that the doctor should be able to put 
his knowledge into everyday practice with his patients. 
At present no attention is paid to this aspect of a doctor’s 
make-up. It is hoped that, by observing the student as 
a group member, some light will be thrown on the 
subject. 

Having gained information about the student by these 
means, it will then be necessary to check the findings 
against certain criteria. First, it will have to be estab- 
lished that the methods are reliable and consistent. 
Secondly, the results will be compared with the student’s | 
performance in examinations. Thirdly, they will be 
compared with the personal opinions of students provided 
by the teaching staff. Finally, in the distant future, it 
may be possible to follow up the student’s career as a 
doctor, at least for the first year as a houseman—and 
perhaps beyond. 

At the same time an investigation will be made into 
the nature of the doctor’s job. Such a job analysis, which 
has not yet been attempted, will be a major task, 
extending far beyond the scope of the present scheme. 
But a beginning should be made. l | 

One of the most promising lines of inquiry would be 
into the causes of failure among students. 

Waggoner and Zeigler (1946) have drawn attention to this 
point in a study: of 135 failing students at an American 
university, comparing their performances in various intelli- 
gence and psychological tests with those of the successful 
students. They found that no one test has predictive value, 
though they think that low intelligence is certainly one 
factor, and that an intelligence quotient (Binet standard) 
of less than 130 is a severe handicap to any student, both in 
‘Their results suggest 
that a psychiatric interview, a Rorschach test, and “ certain 
selected psychological studies properly interpreted ” would 
give the information needed for a workable system of selection. 


So far as can be inferred, however, their tests are of the 


laboratory type, and no detailed follow-up. scheme was carried 
out. The standard against which they measured success or 
failure was the examination, which in our present state of 


‘knowledge seems of doubtful value. 


Objections to the Scheme £ 

After working out a method of selection which i is fair, 
simple, reliable, and valid, there will remain the formid- 
able task of getting it accepted by those .concerned— 
the university, other educational bodies, the applicants, 
and (not least) the parents of the applicants. Resistance 
to “scientifico ” selection would take the form of tradi- 
tional opposition to any new procedure, and would be 
coloured by current attitudes towards psychology itself. 
The first set of resistances need not concern us; for, if 
there is any value in the new system, it will ‘find its 
champions. But, because the extension of psychology 
is viewed with distrust by many informed and earnest 
thinkers, it may be worth considering the nature of this 
conflict. 

The most consistently voiced objections to modern 
psychology—especially that of Freud—are that it derives 
from an impersonal and determinist philosophy, that the 
doctrine of the unconscious would make of man and his 
will nothing more than the product of blind chance (or, 
at least, that man’s conscious efforts in deciding his own 
fate are impotent), and that psycho-analysis (as with all: 
other types of analysis) is always destructive and moving’ 
away from truth rather than towards it. The spirit and 
soul of man, .under the critical analysis of modern 
psychology, disappear; and man is reduced to the 
level of the animals, with no unique place in the. 
universe. This ‘‘ sunless philosophy,” it is contended, is 
the very negation of personality, and therefore cannot 
make any contribution to the study of personality. The 


objection therefore is that the essential uniqueness of the 
individual, and the fact that individual personality is — 
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an end in itself (and not simply a means or a product), 
are not respected. 

There are also critics within the psychological camp. 
Bertocci (1946) says : 


“ The inviting ‘ mask’ of personality has indeed brought 
many suitors, in the name of common-sense, the arts, 
religion, philosophy, biology, mathematics, sociology, 
physics and, finally, ‘ scientific methodology.’ But none of 
the suitors has won her, for they have sought to ensnare 
her by their formule rather than respect her for her 
many-sided ‘ uniqueness.’ ” 


This pars ny of personality is also referred iò by 
Sherrington (1947) : 


“ This self is a unity. The continuity of its presence in 


time, sometimes hardly broken by sleep, its inalienable - 


‘ interiority ° in (sensual) space, its consistency of view- 
point, the privacy of its experience, combine to give it 
status as a unique existence. Although multiple aspects 
characterise it, it has self-cohesion. It regards itself as one, 
others treat it as one. It is addressed as one, by a name to 
which .it answers. The Law and the State schedule it as one. 
It and they identify it with a body which is considered by 
it and them to belong to it integrally. In short, unchal- 
lenged and unargued, conviction assumes it to be one. The 
logic of grammar endorses this by a pronoun in the 
singular. Al its diversity is merged in oneness.” 


Bertocci also says : 
“. . . the central feature of personality is the knowing- 
wanting unitas multiplex. The personality is not the 
product of an ambiguous field of forces, but represents 
what a given unique self has created out of the forces 
and opportunities open to it in its rapport with the 
world.” 


It seems clear that these views will have to be endorsed 
by those carrying out any investigation of personality ; 
and, though the individual may become the object of 
minute and unprecedented scrutiny, it should be recog- 
nised that he does not thereby lose his identity in a series 
of abstract formule. Since it is for the sake of the 
individual that the procedure of selection is created, it 
would be absurd to suppose that in the process the 
individual disappeared and only the method remained. 
That individual personality is a stubborn entity and will 
resist all threats, physical and psychological, to destroy 
it, is emphasised by Zilboorg (1939). Writing as a 
psycho-analyst he points out that, since almost every 
individual is convinced of his immortality and his 
personal freedom of choice, these convictions must be 
respected. 

If, as a result of a deep inquiry into personality, some 
prejudices are attacked, some myths exploded, and some 
convictions questioned it will not be a threat to the 
individual but a service to him. 


Who Shall Select the Selectors ? | 
I have already indicated that the selectors should be 
representative of the university as a whole, presided 
over by the dean. The selectors would therefore be 
precisely those people who are at present responsible 
for selection, and who have acquired their authority by 
the very practical method of usage. It will be the 
responsibility of the president to sift the evidence and 
make his decisions accordingly. It will be for him to say 
—and for a follow-up to show—tha® the evidence on 
which he has based his decisions is more or less reliable 
‘and valid than former evidence based almost wholly 
upon academic success. The method of selection here 
advocated is an addition to, and not a a EN of, 
existing academic methods. 


-= Will Elaborate Selection not Reduce Variety ? 

In any selection procedure it must be true that the 
fewer the criteria of acceptance the greater will be the 
variety among those accepted. Conversely, the more 
detailed and rigid the criteria the more will those accepted 
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conform to a type. It is claimed that the criterion at 
present in use—acadeniic success—has the advantage of 


‘simplicity and thus ensures that a wide variety of 


personalities, so necessary for medicine, is accepted. 
According to this view modern elaborate methods would 
reduce this variety and create stereotypes. This same 
criticism was levelled at w.o.s.B. It was suggested, for 
example, that a man like Lawrence of Arabia would have 
failed at a w.0.8.B. because he could not be fitted into 
any of the known categories. But these criticisms arise 
They are justified 
in relation to conformity assessments ; but, as has been 
shown, the individual style of the candidate is also 
assessed.- Lawrence would have immediately displayed 
himself at a w.0.S.B. as an exceptional person and an 
obvious leader in many of the test situations. Whereas 
a simple examination would merely record that he had 
an outstanding intellect, the w.o.s.B. procedure would 
be able to add much more about his personality as a 
whole. And this enriched picture would conduce to 
a better kind of choice than would be the case with a 
written examination alone. 

At any rate the question remains open, and will no 
doubt be answered with more certainty at the end of the 
experimental period. 


COUNSELLING 


The idea of a student advisory service is not new. 
Most arts faculties have their advisers of studies, and the 
introduction of the student health service into some 
universities has afforded the student further oppor- 
tunities for bringing his problems to a member of the 
staff for solution. But of the intimate emotional problems 
which beset every student at some time in his career— 
in relation to failure, to altered circumstances at home, to 
his loves and hates—we know almost nothing. Some of 
the more severely maladjusted are referred to the depart-. 
ment of psychological medicine. Other students report 
of their own accord. It can, however, be inferred from 
the scanty information available that a problem of 
great magnitude exists, of which we are hardly 


‘aware. 


A hint that all is not well is shrewdly given by Macklin 
(1947) in his review of the student health service in Aberdeen : 
“ conditions which students make for themselves can be very 
depressing, both mentally and physically.” He refers to ‘* fog 
banks of examinations,” abandonment of physical exercise, 
late hours of working, bad landladies, poor food, and financial 
stringency as having a bad effect on the student’s health. 
He emphasises the need for “ clear sound advice ” in relation 
to exercise, rest, relaxation, vacations, sexual disturbances, 
and the like, and of “just letting the student unburden 
himself.” 

A. high incidence of anxiety among students was found by 
Parnell (1947) in a pilot survey of 155 students of either sex 
at Oxford. Mayer-Gross (1948), commenting on the figures 
given, estimates that emotional] disturbances were present in 
half of those examined. 

In American universities the same problem is being encoun- 
tered, and departments of psychology and psychiatry are 
devoting much time to the counselling of students in diffi- 
culties. Blos (1946), Rogers (1946), Combs (1946), and others 
have described the technique of “‘ non-directive therapy ” in 
dealing with the problem. This is little more than a very 
skilful handling of the situation Macklin has described as 
“letting the student unburden himself.’* In talking freely 
about himself and his problems he is guided towards a solution 
of his own choosing, and by objectifying his conflicts he is 
better able to deal with them, to gain a clearer emotional 
insight, and to adopt new and more satisfactory attitudes to 
life. . 


In the proposed scheme of research at Aberdeen it is 
expected that much will be learned of the nature and 
variety of students’ problems. The results may indicate 
a more urgent need for the establishment of a counselling 
service than has hitherto been suspected. Thus tangible 
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evidence would be afforded that the educational aim of 
the university is as much to further the interests of the 
student in his pursuit, of learning as it is to provide the 
community with a good product. 


CONTRIBUTION TO TRAINING 


‘The modification of training to meet individual needs 
is a cardinal principle of education, albeit one which is 
receding before the ever-increasing size of classes and the 
diminishing ratio of teachers to students. But it is 
possible that this principle may yet be observed. It is 
clearly impossible for all teachers to know all students 
intimately, but it seems not only possible but very 
. desirable for some teachers to know all students intimately. 
This wonld happen in a comprehensive selection and 
counselling service. Much valuable information about 
the students would be available for all teachers. 

-~ It is also possible that information gained about the 
behaviour of small groups can be applied to the method 
of teaching. At present the student is taught as a unit 
in a large class, and mainly on the basis of interpersonal 
rivalry and competition. Perhaps this method of teaching 
brings the more antisocial’ self-seeking “thruster ” to 
the top, whereas it seems more desirable to foster the 
individual with good contact. It remains to. be seen 
whether the small group can act as the ideal unit of teach- 
ing, and whether an awareness of social need is not a 
greater stimulus to learning than is the personal desire 
for academic honours. 

Since research into selection is essentially an assessment 
procedure, perhaps some additional methods of assessment 
throughout the student’s undergraduate career may be 
grafted on the existing examination system, which is 
known to have its defects. 


Conctudione 


Advances in the study of personality having been made 
in many other fields, particularly in the selection of officers 
in the Army, there is a challenge to the universities to 
continue the work. 

New methods of selection of medical students are 
urgently needed, and this seems to be the best starting- 
point for further research. 

Because of the social and technical difficulties involved, 
at least three years’ experiment will be needed before a 
routine procedure of selection is adopted. 

It is hoped that this study will contribute information 
that can be applied to the guidance of students in their 
undergraduate years and towards their future in the 
different branches of medicine. Contributions may also 
be made to methods of training, particularly in the 
employment of small groups as teaching units wherein 
motives of rivalry are replaced by those of coöperation 
as a basis of learning. 


My ‘thanks are due to Prof. D. R. MacCalman for. valuable 
advice and criticism. 
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Reviews of Books | 


Widening Horizons in Medical Education 


(A Study of the Teaching of Social and Environmental 
Factors in Medicine 1945—46.) Report of the joint com- 

mittee of the Association of American Medical Colleges 
and the American Association of Medical Social Workers. 
New York: Commonwealth Fund. 1948. Pp. 228. 
$2-75. 


How far are the disciplines of the medical schools 
developing the sociomedical approach in students ? The 
mere technique of training them to relate disease, as 
seen in the wards, to social and environmental influences 
is still far from perfect. The joint committee responsible 
for this report has examined teaching in a large number 
of American and Canadian medical schools, and paints a 
varied picture of its findings. Clearly many more 
experiments have been tried in America than in Britain ; 
but though some date back longer than any of ours, 
many are still in tentative early stages, and are neither 
well received nor suitably dovetailed into the curriculum 
as a whole. But there are some notable exceptions, 
where clinical teacher and medical social worker act in 
harmony, and the student gets the chance of seeing 
good medical social work, undertaking case-work, and 
making home visits, so getting to know the patient and 
his family over a long time. At worst, he gets the 
advice that ‘‘ certain local organisations exist which the 
patient may contact ’’—a dismal travesty of the teaching 
of social medicine. Sociomedical teaching is sometimes 
carried out by -the clinical departments, sometimes by 
the department of hygiene and public health. 

The report is concerned almost entirely with social 
medicine as it applies to the sick person and his family : 
an extension of diagnosis and care for which the medical 
social worker is responsible ; and indeed the last chapter 
in the report—on the réle of the social, worker in medical 
treatment—is the best. 

In the U.S.A. the current idea of social medicine still 
centres in the care and aftercare of the hospital patient, 
and the costs of such care, and thus reflects the prevailing 
individualism of America culture. The report, though 


dealing specifically with social and'environmental factors, 


has little to say of the bearing of social medicine and 
pathology on the community as a whole or on selected 
Inevitably, then, teaching is incomplete, and 
studies are confined to attempts to repair damage 
which is often far advanced, and which is in itself 
evidence of a failure in social medicine. Sickness in the 
individual and the family again and. again reflects wider 
problems of disease which can be examined more 
rewardingly by complementary statistical studies— 
medical, social, environmental, and occupational—and 
by more intimate investigations of people’s response to 
work and economic opportunity. These t.row light on 
the origins of diseases and suggest ways of reducing or 
preventing them. The narrower American approach is- 
perhaps reflected in some rather diffuse social case-reports 
by students, quoted in the text. <As the writers of the 
report themselves suggest, the findings of social medicine, 
like those of clinical medicine, need to be accurately 
presented and interpreted with judgment. 


Cardiovascular Studies 


K. J. FRANKLIN, D.M., F.R.0.P. Ee of physiology, 
St. Bartholomew’s Medical College, London. Oxford : 
- Blackwell Scientific Publications. 1948. Pp. 306. 42s. 


WE hear much nowadays about the synoptic approach 
to teaching, but it is usually taken for granted that 
research implies specialisation ; indeed, many research- 
workers would lift an eyebrow if they were asked to be 
a little more synoptic in their approach to the unknown. 
Not once, but several times, Professor Franklin, either 
alone or as a member of a team, has given us works which 
may have owed their inception to interest in a technique, 
but which in their maturity display the subject under 
review in the broadest possible light. Its history is 
carefully recorded, and no distinction is recognised 
between anatomy ‘and physiology ; evidence of every 
kind is given its full weight. The present book is about 
the eustachian walye and the intervenous tubercle of 
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Lower, and comprises a review of ancient and modern. 
knowledge on the subject together with a completely 
documented account of the author’s researches, both by 
‘dissection: and cineradiography, on hearts from about 
200 specimens of all types of mammal. His conclusion 
is that the shape and size of the eustachian valve are 
determined by the interaction of the currents of blood 
' during development, but the information given is so 
complete and interesting for its own sake that the actual 
conclusion does not seem to matter greatly. We should 
perhaps explain that about three-quarters of the book is 


devoted to records which, while individually interest- | 


ing, will be completely read only by the few. Many, 
however, will wish to have this scholarly work on their 
shelves for the sake of the uniqueness of its text and the 
range of its bibliography. 


Surgical Pathology of the Mouth | 
E. WILFRED FISH, M.D., L.D.s. Manc., D.p.sc. Melb., 
p.sc. Lond., F.D.S. R.C.S., dental surgeon, St. Mary’s 
Hospital, London. London: Pitman. 1948. Pp. 463. 
508. - 


Mr. Fish’s researches are well known, and most of this book 
is founded on original work. He remarks that “‘ the first 
chapter is not even very much concerned with pathology, 
for it seemed necessary to review the biological status 
of the dental tissues, which are highly specialised and 
have perhaps received rather scant attention at the hands 
of physiologists and biochemists.’’ Dental research in 
the past has indeed received too little attention, and 
much empiricism has crept in. Whether it would be 
wise to initiate students with applied dental pathology 
instead of general pathology is a moot point, but the 
book should certainly be read by all dental students at 
some stage in their syllabus, and by all practitioners. 
The exposition is clear, and is the more lively becaus 
the opinions expressed are often personal. ns 


Practice of Industrial Medicine 
T. A. Luoyp DAvVIEs, M.D. Lond., M.R.c.P., chief medical 
officer, Boots Pure Drug Co., Nottingham; with a 
chapter on the Hazards of Coal Mining by G. F. KEATINGE, 
M.D. Dubl., D.1.H., medical officer, Butterley Co., Ripley, 
Derbyshire. London: J. & A. Churchill. 1948. Pp. 244. 
15s. — 


THis book has two outstanding features—its remark- 
ably high content of information and its strong flavour of 
what is now called social medicine. Dr. Lloyd Davies 
has managed to infuse into its pages his vigorous and 
stimulating personality, with his intense concern for the 
welfare of the factory worker, particularly of the young 
worker. His understanding of the historical and imme- 
diate aspects of social problems is conveyed mainly in 
the historical survey and in a separate chapter entitled 
the Social Functions of Industry. These two chapters, 
at least, should be read by all those interested in social 
and occupational medicine. He pays tribute to’ the 
men of all classes, such as Lord Shaftesbury, Attwood 
the banker, Fielden the mill owner, Oastler the land 
agent, Jones the barrister, and many others such as 
Southwood Smith, Chadwick, Farr, and Engels, who 
studied the industrial and social conditions of their 
times and roused the public conscience against the evils 
created by industry. If anything, he understates the 
part played by the long line of doctors who acted as 
an antidote against the social poisons of the Industrial 
Revolution. Praise is given to the factory inspectorate 
and due weight to the courage and vision of the four 
original inspectors—Horner,- Howell,. Rickards, and 
Saunders—who ‘not only laid the foundation of our 
present system of factory inspection but also exerted a 
lasting influence on the development of education.” 
(Even in 1833 they were thought to be worth £1000 
a year !) | 

Industrial diseases and toxicology take up about 
half the book, the descriptions being well documented 
with up-to-date references and emphasis being laid on 
prevention and practical treatment. The psychological 
causes of disease in industry receive attention ; the legal 
aspects are not ignored; and full discussion is given 
to accidents, fatigue, and environment. Among other 
things, a works doctor will obtain much information on 


the proper running of a factory medical service and the 
salient points about compensation and reablement. The 
causes of strikes are ably- analysed, but one misses a 
companion piece about lockouts. The book is a valuable 
one if only for the fact that Dr. Lloyd Davies has not 
hesitated, as he says in his preface, to add his own 
opinions to the information gained from the writings 
and experience of others. And his own opinions are 
entertaining and provocative. 


A Handbook of Ophthalmology (6th ed. London: 
J. & A. Churchill. 1948. Pp. 336. 21s.)—Mr. Humphrey 
Neame and Mr. Williamson-Noble have not changed the general 
form of their book but have made some additions and correc- 
tions. The use of penicillin in conjunctivitis has been 
included, while Ballantyne’s work on retinal changes in 
diabetes and the formation of micro-aneurysms indistinguish- 
able from hemorrhages to the ophthalmoscope is briefly 
recorded. New work on the effect of drugs on the pupil 
describes the mode of action of atropine, homatropine, and 
adrenaline. (The statement that the latter has “ little effect 
as drops ”’ does not hold good if the.drops are 1 or 2%.) The 
volume is handy in size and well produced. It provides 
students with a precise and accurate account of eye disease, 
and practitioners with a good’ description of recent methods 


* and discoveries. 


Clinical Diagnosis by Laboratory Methods (llth ed. 
London and Philadelphia : W. B. Saunders. 1948. Pp. 954. 
37s. 6d.).—The llth edition of this textbook by Prof..J. 
Campbell Todd and Prof. A. H. Sanford covers a wide field, 
and it will remain one of the first works of reference on clinical 
pathology. The authors still prefer the old-established tests for 
renal function—such as the phenolsulphonphthalein excretion, 
Mosenthal’s test meal, and the concentration and dilution 
tests—to the more modern inulin and diodone clearances. 
The chapter on blood is particularly well illustrated, including 
coloured diagrams. Rh blood types, cross-matching, blood- 
groups, and heredity are fully described. Over 100 pages 
are devoted .to clinical chemistry, including details of 
laboratory methods for estimating vitamins, hormones, 
drugs, and toxic substances in blood, enzymes, and the 
like. Only brief mention is made of streptomycin. Each 
ae contains adequate references, and the book is well 
indexed. l 


An Index of Treatment (13th ed. Bristol: J. Wright. 
1948. Pp. 984. 84s.).—-Sir Robert Hutchison and Dr. Reginald 
Hilton must have had an unusually difficult task, in this 
edition, to keep pace with the rapid increase in know- 
ledge of therapeutics—a task made more difficult by the 
problem of what not to include. To cover the whole range of 
medical, surgical, and gynecological treatment in less then 
1000 pages is an achievement, and to have squeezed in all 
that is now of practical importance to the busy general 
practitioner is still more remarkable. Contributors have 
gallantly pruned their articles, leaving only the clear essentials 
and precise practical instructions. Little space is given to 
general and theoretical considerations, except perhaps in 
articles such as that on medical reablement. One of the most. 
pleasant characteristics of the book is the lucid English in 
which it is written. It is helpful, too, to have a clear emphasis 
given to the reader when there is a choice of alternative 
treatments. Nothing but praise can be given to editors and 


authors alike for a book of the utmost value and the highest. . 


authority. i 
An Atlas of Anatomy (2nd ed. London: Bailliére. 1948. 


Pp. 496. 55s.)—The second edition of Mr. J. C. Boileau 
Grant’s Atlas includes 200 new illustrations. Monochrome 
provides the background in most, but colour is used judiciously 


to draw attention to necessary detail. The illustrations are 
of the cadaver, and the student will have no difficulty in 
identifying the structures he is dissecting. Perhaps some 
representation of the viscera in the position they commonly 
occupy during life might have been useful in correcting the 
misleading picture derived from their situation in the preserved 
body. Abnormalities should be clearly labelled as such in the 
figures, lest the student, not reading the text in detail, be 
misled; and a semi-diagrammatic representation of the 
autonomic nervous system as a whole might have been useful-— 
but these are minor points. The book, costly though it is, 
should add considerably to the student’s pleasure in the study 
of anatomy. E 
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“Selected Seed - 


To get a good crop of doctors one needs not only 
good soil and good cultivation but also good seed. 
In the past few years much has been written on the 


cultivation of the medical student, and some compre- | 


_ hensive horticultural directions have lately come from 


the British Medical Association. Relatively little, 


‘however, has been said about the selection of the 


seed that is to be cultivated, and we have therefore 
chosen this as the main subj ect of our educational 
number for 1948. The information and papers we 
have collected show that in fact a good deal of thought 


is at last being given to the fundamental question 


of how to select the right students for medicine. 
Formerly there was less need, for the students mostly 
the number of applicants was 
little more than the medical schools could hold, and 
the authorities had no more to do than reject the 
obviously unsuitable. Now, on the other hand, the 
applicants .are so many that the selectors have 


‘increasingly a positive rather than a negative task ; 


instead of excluding losers they have to pick winners, 
which is far harder. Must they still rely on academic 
tests,» school records, and personal impressions, or 
are there any useful new methods of assessing young 
people’s capabilities ? 

Before thinking about methods of discovering 
qualities, we ought surely to know what kind of 
qualities we seek. What are the ones that make a 


- good doctor ? -High intelligence perhaps? But some 


valuable doctors have had only just enough intelligence 
to pass their qualifying examinations. Acuity of 
observation ? But observation varies with interest, 
which cannot be judged before training is begun. 
Specific aptitude for medicine? But psychologists 
assure us‘that aptitude can be confidently identified 
only in respect of basically different functions such 
as mathematics and manual dexterity. Sense of 
vocation ? But in the applicant of, say, 17, whose 
interests and personality are not fully moulded, this 
is often fleeting. (We are told that at this age 


about half the applicants intend to become surgeons, 


while the other half want to be psychiatrists!) The 
truth is that, since a doctor may pursue any of a 
score of different careers within medicine, no single 
answer to our question can be found : for which we 
should perhaps be thankful, since it would certainly 
be disastrous if the profession were all of a type. 
Medicine in fact defies the job-analysis which in other 
fields is deemed essential to rational selection; and 
it follows that in the choice of medical students 
But 
this empiricism is no excuse for’ mere adherence to 
the status quo, particularly as the efficiency of existing 
methods, apart from impressions, is unknown. 

_ Everyone agrees that certain minimum standards 
1. Training of a Doctor: Report of the Medical Curriculum Com- 


mittee “of the British Medical Association. London, 1948. 
See Lance, 1948, i, eee 839. 2 


‘varies between the different boards. 


of general education and intelligence should be 


required ; and these have usually been gauged by 
examinations taken at school. 
rough guide to intellectual accomplishment the results 
indicate whether the student is likely to get over the 
similar hurdles he will meet in his medical career. 
On the other hand, by themselves examinations can 
be an unsteady guide. In a debate in the House of 


Lords last May, Lord Exton ? declared : 


“ So far as the traditional examination goes . . . the 
successful candidate need possess neither common sense 
nor common honesty, neither courage nor adequate physique, 
nor even an original mind. It is the kind of examination 
in which Shakespeare and Cromwell, and almost certainly 
Mr. Winston Churchill, would have ignominiously failed. 
For in early years the possession of a strong character or 
original mind only too often serves as a sort of non- 
conductor for the ideas of other people. . .” 


Recognising the deficiencies of the school examination 


in measuring ability, some universities are beginning 


to turn to intelligence tests for supplementary 
information. With such tests random marking is 
eliminated and a quick answer is obtained; and 


_though it may not always be the. right answer the 


work of EysENcK ? and others indicates that a higher 
correlation of assessment with performance is'achieved 


by considering the results of examinations and 


intelligence tests together than by relying on either 
singly. Investigations now proceeding, some of which 
are described in this issue, may bring to light a group 
of tests more consistently reliable than any at present 
employed. 

A great deal more than intelligence goes to the 
making of a good doctor; and the student who by 
average standards is insufficiently intelligent may, if 
stable and determined, not only succeed in qualifying 
but become a better doctor than his brighter unstable 
friend. In the final analysis, therefore, examination 
results and intelligence tests do not fully prove a 
candidate’s suitability or unsuitability, which can be 


judged only with knowledge of his character, tem- 


perament, and personality. On a later page we 
review some of the methods now used for such 
judgment, while in another article Dr. Murar tells 
of a proposal at Aberdeen to obtain a fuller picture 


of character and capabilities through adaptation of 


the War Office Selection Board procedure. Though 
their methods may not prove to be applicable, both 


w.0.8.B. and the Nationa] Institute of Industrial 
Psychology, which has pioneered selection for industry, | 


can offer useful experience to the medical. selector. 
For example, comparison of the initial w.0.8.B. asséss- 
ment with subsequent performance during training 
shows that, while the procedure can be valid, validity 
Though based 
on scientific. principles, it cannot be entirely indepen- 


dent of the people operating it—a fact evident also at 
medical schools. 


It benefits from the help of the 
few who have a flair for their task, but the possession 
of this flair can be proved only .by cold statistics ; 
and there is merit in the w.o.s.B. practice of checking 
individual selectors’ assessment against the candidates’ 
later performance. | 

At every stage the need is for more facts; and 
until validation is obtained the advocate of one 
system is in no position to decry another. The more 


2. House of Lords; Official Report, May 26, 20l, ao 
3. Eysenck, H. J. Brit. J. educ. Psychol. 1947, , 20. 
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complex. the job, the longer validation takes; and 
universities may perhaps decide that the best hope of 
speedy progress lies in continuing with their present 
techniques, at the same time adopting an alternative 
either as a ‘‘ shadow ’’ method or for the selection of, 
perhaps, half their students. One valuable function 
of the Medical Research Council’s committee on 
selection would be the integration of reports from 
each centre. In this study special attention will no 
doubt be given to the student who fails to qualify ; 
plainly, his failure is less commonly a reproach to 
himself than to the system which allowed him to start 
training, and it is the concern of every selector to 


OUT OF PRINT 


UNDERGRADUATES need no reminder of the book ' 


shortage; to them this is a recurring obstacle that 
has somehow to be overcome each time they enter a 
fresh field of study. The extent of their difficulties is 
reflected in a report from the Association of Scientific 
_Workers.1. Last spring the association’s Cambridge 
branch made a survey to find out what proportion of 
books recommended by university science teachers 
could be had from booksellers, and to what extent the 
shortage was affecjing the demand for American books. 
. Sometimes any of several books are recommended ; 
so the investigators first grouped recommended books 
under topics, counting the topic as covered if any one 
of the recommended books was obtainable. They found 
that no recommended book (whether British or American) 
was to be had in almost half—44% to be exact—of the 
128 topics about which inquiry was made; and, com- 
menting on the present-day student’s tendency to 
cling to books once he has them, they deny that the 
second-hand market provides any major relief. 


There is nothing new about this impoverishment. 
Originating in the war, it has been accentuated by a 
number of post-war influences, which we enumerated 
last year.? Commonly the deficiency is attributed. to 
insufficient supplies of paper; actually, it is due rather 
to over-all incapacity of the printing and associated 
‘trades to deal with the demand, which could be met only 
by reorganisation, with further trained workers and 
enhanced supplies, including more glue and binding 
materials. The U.S.A., less embarrassed by these impedi- 
ments, is naturally bent on filling the gap; and the 


measure of her success is the growth in the proportion 


of American books among those recommended at 


Cambridge from about 10% in 1939 to about 33% at- 


the present time. As with British books, not all the 
American ones are to be had, for the import of “ learned, 
scientific, and technical books in English ” is restricted 
to 200% of pre-war value; as the actual number of 
American books ordered has doubled since 1939 and their 
price has risen by half, the current demand is about 
300% by value of pre-war, and thus about two-thirds 
of the American books required are obtainable. This 
is still a higher proportion than that for British works, 
which in the Cambridge study was only just over half 
(56%). The report acknowledges that the U.S.A., 
with her large industrial and scientific activity generally, 
has a greater number and variety of specially qualified 
authors; and there is no suitable British alternative 
. for many of her scientific and technological works of 
reference. There are, however, other reasons for the 
paucity of new British advanced works. In this country 
authors are placed at a disadvantage by delays in 
1. A Survey of the Shortage of Scientific Textbooks in Cambridge. 


Issued by the Association of Scientific Workers, 15, Half 
Moon Street, Piccadilly, London, W.1. 


2. Leading article, Lancel, 1947, ii, 471. 
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find out how the failure might have been predicted. 


Similarly, it may prove possible to follow up applicants — 


who have been rejected, and particularly those who are 
afterwards accepted by another medical school ; for 
all they know, the schools may now be rejecting 
some of their best candidates. With many questions 


still unanswered, one thing is clear: in the future, 


as in the past, each university must be free to choose 
its students according to .its lights; but protection 
of this right should not prevent them from helping 
themselves, and each other, to find out whether they 
are really getting the students they want. Is their 
seed the best on the market ? 


publication, whereby a new American book may satisfy 
the demand while its British counterpart is still with the 
publisher ; and additional deterrents are lack of time and 
of financial inducement. At the universities increased 
teaching pressure leaves little time for writing new books 
and makes it difficult for those who. during the war fell 
behind with their reading to catch up. 
inducement, publishers try,;to divide their inadequate 
resources equally among authors ; and small impressions 
for all mean small royalties for all. 
minimising these handicaps, the report proposes that the 
Government and universities should—like some indus- 
trial undertakings—make special provision for reading 
and writing, perhaps in the form of sabbatical years ; 
and: with important books Government subsidies, it 
is suggested, might make up for the smallness of royalties. 

Home requirements are not the only reason for foster- 
ing new works. By her books Britain has earned abroad 
a great reputation, which on economic and other grounds 
must be maintained and expanded. Nowadays, to get 
an average-size page of a textbook set in type costs 
about £1; and this high cost is reflected in the eventual 
If more books were distributed 
overseas, the expense of type-setting would be more 
widely distributed and thus the price of the book could 
be reduced. There is also the further ‘point that, for 
the cost of manufacture, books yield a higher profit 
abroad than almost any other article. Moreover, 
overseas book sales promote trade in other directions ; 
a country which buys its medical books from Britain 
will also tend to look to this country for pharmaceutical 
supplies. Less tangibly, books take an important 
part in linking the country of their ortgin with the place 
where they are read: On each of these scores we should 
applaud the association’s restraint in refusing to recom- 
mend that the allocation of books for foreign markets 
should be impaired for the sake of better supplies 
at home. At the same time we should recognise the 
extent to which the shortage in this country derives 
from determination to sell overseas, The report quotes 
figures showing that of all books produced here in 1947, 
valued at over £30 million, 24:5% was exported. No 


the case of a well-known work on bacteriology is cited : 
6000 copies of this have lately been printed, and of these 
4500 were exported ; after a two-year wail a Cambridge 


‘bookseller, who had ordered 150, received only 5. 


As to a remedy, the report is unequivocal:.in the 
absence of a general increase in book production there 
should be discrimination in favour of “‘ learned, scientific, 
and technical books.” This claim has often been 
advanced,? and has equally often met with the retort, 
notably from some branches of the trade, that accession 
to it would amount to censorship. But, as the report 
points out, discrimination is already exercised in the 
preference accorded to imported books of learning ; 


3. Bookseller, March 20, 1948. l 
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and “‘failure to apply such discrimination to home- 
produced books`is not only inconsistent, but favours 
certain sectional interests at the expense of the nation 
as a whole.’’. ck 
FILMS FOR DOCTORS 


-= Last year three-quarters of the general practitioners 
in this country saw a 20-minute film reminding them of 
some points in the diagnosis of poliomyelitis. Doctors 
appreciate the merits of the medical film, and the 
Scientific Film Association -has helped by compiling a 
pamphlet on the organisation of programmes!; but 
unfortunately few new medical films.are being made here. 
This year the Ministry of Health has issued a further one 
on poliomyelitis and another on patent ductus arteriosus ; 

_while the British Council are finishing, for use overseas, 
films on artificial pneumothorax and on bronchography. 

The Central Film Library holds the largest collection of 


modern medical films in Britain; and yet it contains 


only eleven besides the well-known series on anesthesia 
made for Imperial Chemical Industries. 

Expense need be no bar to greater production. The 
' cost of last year’s poliomyelitis film was equal to 10d. 
per head of those who saw it within a month of its 
completion ; and, for an annual allocation of 5s. each, 
general practitioners could have five similar films every 
year, on such subjects perhaps as the management of 
rheumatoid arthritis in the home, the early diagnosis of 
acute appendicitis, breast-feeding, and the treatment 
of septic hands. Experience has already proved that 
colour and animation, though raising the cost, are often 
essential; but whether the duration should preferably 
‘be 20 minutes or, more ambitiously, a full hour is not 
yet certain.’ What is certain is that each film must. be 
designed for a specific audience, whether of practitioners 
or of specialists in training ; and if a useful series is to 
be built up over the years there must be a long-term 
programme guided by a central agency such as the 
Ministry of Health or the Postgraduate Medical Federa- 
tion: (The Scientific Film Association has already 
submitted to the Ministry a five-year programme for 
films on health education.) 

The immediate need copld be met if the Central Film 
Library were enabled to obtain more films from over- 
seas. At present this library is empowered to acquire 
for all its sections only twenty films a year, though for 
the cost of the Ministry of Health’s latest film on polio- 
myelitis it could get multiple.copies of a hundred films 
from abroad. The excellence of some of these was 
demonstrated this month at the International Congress 
on Mental Health. Even twenty-five films from the large 
stocks in North America would provide much stimulating 
material. The £1500 needed for this purpose does not 
seem too much to spend on the instruction of 20,000 
. practitioners. 


THE EPILEPTIC AT COLLEGE 


“ For the epileptic, hindrances to climbing the educa- 


tional ladder increase with its height.” Discussing this 
text, Lennox, McBribe, and Potter? note that in the U.S.A. 
epileptics now receiving a college education are only a 
tenth of the proportionate number in the adult popula- 
tion. A questionary sent to 1676 colleges produced 
replies from 79%. Asked whether they had any rule 
about the admission or refusal of epileptics, 55% of those 
replyihg said they had no rule ; 27% admitted epileptics 
conditionally and 18% refused them. All military colleges 
refused them, which means (Dr. Lennox and his colleagues 
point out) that they would reject such military leaders as 
Julius Cesar, Peter the Great, and possibly Napoleon. 
Roman Catholic seminaries reject them because a canon 


1. Notes for the Secretaries of Medical Societies on Organising 
Medical Film Programmes. Issued by the Scientific Film 
Association, 34, Soho Square, London, W.1. . 11. 18. 

2. pennoz, W. G., McBribe, M., Potter, G. Epilepsia, 1947, 3, 


- 


‘administration. 


of the church requires it, perhaps because of the old 
belief that epilepsy meant demoniac possession. In 
general the smaller the college the greater the reluct ance 
to accept epileptics : 40% of colleges with more than 2500 
students take them, but. only 14% of colleges with less 
than 100. The number of epileptics per 1000 students 
in the colleges studied was 0-48, which makes a total 
of 480-500 (allowing for unrecognised cases) in American 
colleges and universities. Four reasons for this small 
(by American standards) enrolment are considered : 
colleges may. be rejecting epileptics as a general policy ; 
or epileptics as a class may be below the necessary 
standard in jntelligence, personality, or means’; or their 
attacks may be severe and frequent ; or some may have 
taken a chance and succeeded in concealing their condi- 
tion from the authorities. The writers of the article 
hold that the intelligence of epileptics not segregated in 
institutions is mainly good and often above the average ; 
and they believe there is no distinctive ‘“‘ epileptic 
personality ” among intelligent epileptics. Severe and 
frequent fits must necessarily .debar an epileptic from 
a college career; but thanks to better drugs and more 
accurate assessment by means of the electro-encephalo- - 
graph, epilepsy is becoming a controllable disorder in 
many cases. The college, they suggest, needs to be 
assured of three things about an epileptic: that he 
requires education, that he can and will profit by it, and 
that he will not be too great a responsibility for the 
The third is the only one likely to 
present difficulties. 


MENTAL HEALTH: INTERNATIONAL AND 
DOMESTIC 
“ There is already a world community, at least in embryo. 
There are already world citizens. .. .” 
THE Preparatory Commission! appointed to make 
ready the way for the International Congress of Mental 
Health, having considered the group studies of mental- 


health problems sent from 27 countries, see the world — 


as a unit in the sense that events in one country have 
repercussions in all, that the food-supply in producer 
countries affects consumer countries, and that nations 
depend on one another for raw materials and manu- 
factured goods. In their statement they discuss the 
hesitant steps’ mankind has taken towards forming a 
world community : joint action over famine and disease, 
trade and shipping conventions, a postal union, and 
scientific and cultural exchanges were all in being before 
the 1914-18 war; and between the wars which divide 
peoples other factors were at work to draw them closer 


together—easier transport, radio, and the deliberate 


creation of world institutions, some of which are now 
several generations old. The United Nations’ special 
agencies, such as the Food and Agriculture. Organisation, 
the Educational, Scientific and Cultural Organisation, 
the World Health Organisation, and the International 
Labour Organisation are well established. A body of 

“world servants” are growing up who combine 
nationality with a wider loyalty ; ; a growing number of 
scientists and writers have a ‘‘ world outlook.” Whether 
or not this view is too optimistic, progress towards world 
citizenship is one of the most promising auguries of 
world peace arid should be fostered. The sessions of the 
congress ended appropriately with the formation of 


-a World Federation for Mental Health, which will have 


offices at Geneva and will collaborate closely with W.H.O. 

About 150 of. the delegates to the congress from 42 
countries were responsible for forming this body, which is 
however interprofessional rather than international. 
Dr. J. R. Rees, elected the first president of the federa- 
tion, explained that membership will be open, not to. 
countries or individuals, but to societies and bodies whose 
1. Statement by the International Preparatory Commission. 


Published by the International Congress on Mental Healtb, 
August, 1948. Pp. 44. And see Lancet, Aug. 21, p. 298. 
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| _ purpose is the promotion of mental health and human 


relations. 

Dr. Rees complained that the federation was at present 
overweighted with psychiatrists; and indeed this 
imbalance has affected the congress too. Men and women 
in many other professions—teachers, clergy, social 
workers, probation officers, lawyers, and others— 
must contribute to the study of the mind and its needs 
and purposes. Teachers of children are especially 
important, not only. because of the facts about mental 
development which they can contribute but because they 
stand in such an intimate and important relation to 
the growifgy child, and are capable of influencing greatly 
the standards of every ‘new generation. 
Laird, who spoke in the session on planning for mental 
health, deprecated the fact that the preparatory com- 
mission sat without the-help or advice of a single teacher 
of normal children, and that none of the delegates at the 
congress, 80 far as she knew, was a practising teacher. 
Yet iti is surely on studies of the normal child that a sound 
mental-health programme must be founded ; 
mentally healthy community is a product of the good 
‘upbringing of normal children. She wished to see better 
selection of entrants for primary-school teaching, more 
opportunities for mature men and women from other 
occupations to enter teaching, greater chances for 
teachers who proved unfitted to teaching, or to whom it 
was uncongenial, to change their calling, and regional 
- staff colleges at which teachers could meet each other 
and ‘members of other professions to hear and exchange 
modern ideas about children. 

Such practical suggestions, which at first sight may 
seem to be among the small fry netted at a congress 
of this kind, are in fact among the hig fish in the catch. 
Mental health and ill health have their beginnings in 
infancy ; and though the cradle need no longer be 
considered a cumbersome snailshell which we are doomed 
to earry through life, it is certainly a dangerous refuge 
in which to lurk too long. Good care from parents 
later, and good schooling in a liberal tradition, can help 
us to outgrow some of our earliest mistakes, as other 
speakers at the congress showed. World health, whether 


mental or physical, is built on a sound programme of 


national and ultimately on domestic health. | 

In summing up the session Dr. George ‘Stevenson, 
medical director of the American Committee for Mental 
Hygiene, discussed his ideas on the origins and develop- 
ment of such a programme—ideas set out more fully in 
a paper published at the congress. His experience of 
some fifty different States has made him well aware 
that even within one country there are variations in the 
background of law and culture which dictate different 
types of planning. In the very first stage, when ways 
and means are still to be considered, plans will differ 
with the authority establishing them. In the United 
States, governmental responsibility lies theoretically 
with the citizen; but in some States the citizens see 
the government as a separate entity from ‘themselves 
and expect it to be responsible for such things as mental- 
health schemes. Elsewhere, interested citizens may 
take the initiative. In either case, citizens who attach 
importance to mental health will be called together: 
some—like doctors, clergy, social workers, judges, 
teachers, and nurses—because of. their professional 
interest, others because an acute personal experience of 
mental illness in their families has roused their desire 
to prevent the same misfortune for others. Sooner 
or later this interested group must survey existing 
arrangements and plan for their improvement. 

It is inevitable and right that their attention should 
be directed at the outset to the care of the mentally ill 
and everywhere they will find scope for great advances. 
“ Presumably,” Dr. Stevenson said, “the mentally 
ill person should be given at least as high a standard 
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of living as obtains in the community from which he 
comes.” He rarely gets it. In almost every way the 
mentally ill live in debased conditions. Their housing is 
bad, largely because of our habit of “ storing them in 
Dr. Stevenson suggests that much more 
outpatient care, and many more training centres and 
centres for occupational therapy could “be provided. 
Mental hospitals should be reserved for their proper 
purpose of. treating the acutely ill; where they are 
used merely as asylums they become antiquated, over- 


crowded, often infested with vermin, poorly safeguarded | 


against fire, and an improper background for modern 
care and treatment. Yet in many parts of the world 
there are not even asylums; patients are kept in back 
rooms, or in gaols, or wander the countryside. 

By and large the mentally ill are worse fed than other 
people ; because they destroy their clothing they are 
often poorly clad or allowed to go naked ; where staff 
and the 
standard of cleanliness both of their quarters and their 
persons- may fall below any tolerable level. Moreover, 
whereas the physically sick man can count on help and 
consideration during his convalescence, the mentally ill 
and stigma retard his readjustment. Nor is treatment 
always adequate : 
get the treatment which could restore him, and often 
his chance of recovery is lost because well-meaning 
friends, féaring the stigma of the mental hospital, post- 
pone his admission. The nurse, doctor, clergyman, 
teacher, lawyer, social worker, police officer, magistrate, 
public-health authority, and employer are not trained to 
recognise and manage well the early signs of mental illness 
or mental defect. Though we are now aware of some of 
the factors which help to provoke mental illness, we make 
little effective effort to be rid of them. Specific factors 
are syphilis and alcoholism ; non-specific factors are early 
experiences, including especially the broken, or potentially 
broken, home. Positive mental health has to do with the 


capacity to liye a full and satisfying life, and hence with 


the opportunity the young person gets for growth and 
development in his society. The group of interested 
citizens who have surveyed the ground and decided 
what is to be done must form themselves into a strong 
and enduring body for the purpose, and work with 
government bodies that have the same ends in view. 
Again and again work of this kind in all countries is 
hampered by lack of trained staff; and the training of 
staff is a problem for the nations to solve. 

If enough responsible people have determined on an 
effective mental-health scheme, ways will be found to 
overcome this and other difficulties. The danger is in 
apathy, which means in effect—though Dr. Stevenson 
did not say so—lack of funds ; and he pointed out that 
it is no use trying to be economical in a matter of such 
importance. Funds are probably not such an acute 
difficulty in the United States as they are here, where 
bodies such as the National Association for Mental Health 
are grossly handicapped by poverty. It is unfortunate 
that large charitable bodies such as the British Red Cross 
Society have not yet seen the promotion of montal 
welfare as an appropriate duty ; they could put their 
funds to few better uses and to many worse ; and there is 
good reason to think that public opinion would back them. 
Dr. Stevenson believes that by continuous and energetic 
effort it should be possible to enlist one out of every 150 
in the population in the cause of mental health. “The 
will of such a sizable proportion of the population,” he 
suggests, ‘is a powerful and legitimate force.” It is 


clear enough from all that was said at the congress: 


that if we want a mentally healthy world every country 
must set its own mental-health service in order. One of 
the tasks of the new World Federation for Mental Health 
will be to advise on the-development of such services. 


indeed, the insane patient may never 


patient has no allowances made for him, and disgrace - 
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“STUDENT SELECTION: PRACTICE AND. PRECEPT ~ 


‘How do medical schools decide which students to accept? What are their principles and what is their practice ? 


For the following information we are indebted to many helpful donors. 


DEANS and other members of academic and administra- 
tive staffs spend much of their time in assessing . the 
\of would-be students. Their task has lately 
become harder than ever. For the coming academic 
year one London school has had about.700 applications 


. for 65 places, another 600 for 100 places, and a third 


400 for 20 places. A provincial university has had 
1420 applications for 100 places. 


Some think that the present surge of:candidates will | 


soon subside: after the first world war the number of 
registered entrants rose sharply in 1919 to a peak of 
3420 (see p. 354) ; but by 1923 it had ‘fallen to 545. So 
far, however, there are few signs of a reduction in 
applications and there are grounds for believing that the 
pressure: will not diminish materially within the next 
few years. The number of entrants to medicine tends 
to vary inversely with the nation’s prosperity, for in 
times of economic uncertainty parents regard medical 
training as a good investment for their children. Further- 
more, the financial bar to a university education has 
been largely removed, and a growing number of candidates 
are seeking places in the medical seHnools with promises 
of State or local scholarships. 
Š a NEW EMPHASIS 


The large increase in numbers has not only increased 


but also complicated the work of selection. Just as there 


is little difficulty in identifying, at one end of the scale, 
the excellent candidate -with strong claims to a place, 
it is comparatively easy to detect, at the-other end of 
the scale, a few who are unlikely to succeed in a medical 
career ; and before the late war the task of selectors was 


simply to cut.off this “‘ tail.” But now, the problem is. 


to decide not .who shall be excluded but who shall be 
accepted. The question “Is there any good reason for 


. rejection ? ” has given, way to “Is there any good 
reason for acceptance?’’ and the dividing line has 

‘somehow to be drawn through the mass of “ average’ 
candidates who would formerly have been admitted 

- without qualm. Selection procedures have thus to be 

' judged primarily in the light of their capacity for sorting 
out the best in this homogeneous group. 


VARIOUS METHODS 


Methods vary widely. All universities regui candi- 
dates first to complete application forms or questionaries, 
sometimes also calling for photographs ; and a confiden- 
tial report is then obtained from the headmaster or 
employer. The information gathered in these ways is 
used for one of the following purposes : 

' 1. Final selection. This practice is almost extinct. 
2. Primary selection, final selection being by interview. 
3. Primary selection, in conjunction with the results of 
a screening test. Final selection is by interview. 

4. The information of interviewers. All candidates are 

interviewed. 

Oxford and Cambridge have their own methods of 
selection, based on examination and informal interview 
by the college. to which the candidate has applied. 


APPLICATION FORM 


The application form gives indispensable information 
about nationality, age, domicile, academic record, and 
non-academic achievements. 

Nationality.—The universities are so fully occupied 
with training students born in the United Kingdom that 
candidates from overseas, whether from the Dominions 
or Colonies or from foreign countries, can seldom be 
given a place. At more than one university, however, 
a small quota of overseas students ig deliberately accepted 
for the sake of their broadening influence. 


- Age. —Regulations often allow admission about the 
17th birthday ; but most schools prefer students to 
enter about their 18th birthday. The maturity, applica- 
tion, and resourcefulness of most ex-Service students 
demobilised at the end of the war have been taken as an 


argument for imposing a break between school and 


university. ' Clearly there are advantages in a break,! 
for it enables the student to stand back and consider 
where his interest lies, and in this way it eases the 
selectors’ task. On the other hand the men who returned 
from the war to the study of medicine are a specially 
selected group, since only those with resource and 
genuine interest would contemplate further academic 
training after a break of up to six or seven years. Many 
are married and acutely.:aware of the need to qualify 
and start earning a living. Today, three years after 


` the war, the quality of ex-Service students is tending to` 
Yall and that of schoolboy applicants to rise ; 


and since 
service is now being reduced to twelve months some 
schools think they should no longer be obliged to reserve - 
up to 80% of places for men from the Forces. 
Domictle.—Unless they could live at home, some 


‘students would have difficulty in meeting the costs of 


training, and provincial universities therefore give 
preference to candidates living in the immediate neigh: 
bourhood. This bias in favour of local candidates ig 
often favoured by the fact that the university is supported 
from local resources. ‘The merit of this system is that 
the university establishes close understanding with the 
local schools, which supply most of the students: 
the principal drawback is that students are denied the 
opportunity of mixing with others from different parts. 

Academic record.—Selectors often find it hard to judge 
the candidate’s recent academic achievements, since the 
school certificate has been taken some two years before 
application, while the result of the higher school certificate 
examination may not be known until a month or so 
before the academic year begins. 

This difficulty will be largely overcome with the introduc- . 
tion, after 1950, of the general certificate, the examination 
for which will be held after the 16th birthday, and at Easter. 
In one way, however, this new examination will impose a 
fresh burden on selectors; for in it all subjects are to be 
optional. The presént requirements, by which a pass is needed 
in at least one subject in each of several groups, may some- 
times operate unfairly against the brilliant but erratic ; yet 
it is a fair guide to general intelligence. The new practice 
offers promise of success to the boy or girl who. excels at, say, 
mathematics but is useless in other fields; and selectors 
will thus have to scrutinise and pe results with even . 
greater care than now. | =- 


- Some medical schools are guided by the rule-of-thumb 
that candidates who have not gained matriculation by — 
their 17th birthday are unlikely to succeed in the 
professional examinations, Though sometimes a moder- 
ately good pointer, this rule makes no allowance for 
the boy or girl who, seeing no need for haste, defers 
completion of the matriculation examination ; nor for 
the one who has had a long illness, or has been badly 
taught, or (as sometimes happens with people who 
later succeed) has been simply idle. At the opposite 
pole is the tragic group of students—possibly identifiable 
by intelligence tests—who, having succeeded in early 
examinations, fail at the university. Commonly]jit is 
supposed that, through being overpressed at school, 
these students reach the university intellectually spent ; 
but perhaps a more likely explanation is that their 
intellect has fully developed earlier than that of their 
compeers. 


1. Lancet, 1947, i, 375. 
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“HIEADMASTER’S REPORT 


The headmaster’s report ought to contain most of the 
information, gathered over years, which selectors try to 
elicit in a short interview. Yet it is often of little value 
either .because it does not supply the information 
required or because it paints too glowing a picture. 
Asked simply for a testimonial, the master can hardly 
be blamed for shortcomings in his report; and many 
` uniyersities now call for answers to a series of specific 
questions. The universities drawing most of their 
students from the immediate locality have an advantage, 
of course, in that they learn by experience what weight 
to place on statements from the various local schools. 


TIME OF APPLICATION 


At some centres applications are considered at a. single 
fixed date’in the year, usually about Easter; at some 
they are considered at one of two or more fixed dates ; 
and at some they are considered as they are received. 
Exceptionally, the application list is kept open until the 
latesummer. There is natural reluctance to lose the very 
promising student, for whose rapid acceptance special 
provision is commonly made. 

The difficulty of interviewing large numbers is beginning 
` to attract medical schools to an arrangement which favours 
the early applicant, and this year some of them have been 
accepting applications for 1949 and 1950. At one school 
where all candidates have hitherto been interviewed, vacancies 


are in future to be filled with suitable candidates as the 


applications are received. 


Final lists of entrants cannot be drawn up until about 
a month before the start of the academic year since the 
results of lst M.B. examination, which determine accep- 
tance for the second year, are not known until June or 
July, and it may be necessary to wait until the results 
of the higher certificate are announced. 


A SCREENING ‚TEST 


At University College, onion a special aaoh 
was introduced in 1943 for the purpose of primary 
‘selection. At first this examination was taken only by 
women candidates, but now it is taken by. both men 
and women. By means of it the number of candidates 
to be finally selected at interview is reduced to about 
_twice the number of places. 

Intending students are advised to apply about a year 
before they wish to enter; no waiting-list is kept. With 
their application forms they send a small photograph, which 
is later used for record purposes. They are next required 
to complete the entry form for the examination, a non- 
returnable fee of one guinea being charged to deter those who 
might otherwise sit the examination for practice. The 
examination, which has been described by Smyth,? 2 consists 
in multiple-choice questions and an essay, and is directed to 
gauging intelligence rather than learning. The results of each 
- part of the test are being correlated with, the student’s later 
performance ; and the practice will be modified accordingly. 
Students from overseas are usually excused the examination, 
which last year was sat by 738 out of 900 applicants. This 
year it will be held in November and will be followed 
by interviews in February and March. Those wishing to 
enter in either 1949 or 1950 can apply. - 


At another medical school a similar screening test has 
been discarded because it was not thought to justify 


. “the time taken in setting and, correcting the papers 


and generally organising the examination. 


THE INTERVIEW 


At some schools candidates for interview are seen only 
by the dean or his representative, whereas at others 
they are seen by a committee of 3-7, designed to represent 
the various teaching interests, which usually includes a 
woman where women candidates are to be considered. 
Each practice has its firm defenders. Some say that 
the committee method reduces the chance of the candi- 
date becoming the victim or beneficiary of individual 


2. Smyth, D. H. Bril. med. J. 1946, ii, 357. 


d 


prejudice ; others prefer selection ie a single person, on 
the following grounds : 

1. All candidates are scrutinised under the same conditions. 
Membership of a committee often varies through 
unavoidable absences or because the members are selected 
in turn from a panel. Though the dean or senior 
administrative officer is always present, it is sometimes 
noticed that his influence does not suffice to prevent 
variations in criteria. 

2. Rapport with the candidate is more readily established 
by a single interviewer than by a group. 


3. Compared with a group drawn from busy heads of | 


departments a single selector is more likely to devote 
enough time to the work. 

4. The single selector often develops a genuine faculty for 
selecting suitable students. 

5. In a committee the member with the strongest person- 
ality or convictions is apt to impose his views on the 
rest of the committee. (This is supported by accounts 
of disagreement being rare—for instance, “in less than 


5% of cases ”—which does not suggest much exercise 


of individual judgment.) 


` Nevertheless, the committee method has such potential 


advantages that these contentions should perhaps be 
used for strengthening rather than abandoning it. For 
example, members could each allot an individual mark 
before the final mark was discussed ; and constancy of 
membership might be assured through sterner preliminary 
elimination, which would reduce the demands on the 
committee’s. time. 

The length of the interview varies at different schools 
from 5 to 20-30 minutes; and 10 minutes seems to be 
the most usual time. The proportion of candidates 
interviewed varies from about twice the number eyen- 
tually selected up to the total number of applicants ; 
and in general the larger the proportion of candidates 
interviewed, the shorter is the time given to each.. 


CONTENT OF THE INTERVIEW 
The aim is always to establish an easy, friendly 
atmosphere ; and commonly an approach is made by 


checking facts on the application form before proceeding - 


to a discussion of interests and finally to a search for 
any special traits that the interviewers wish to uncover. 
At Liverpool candidates are asked, before the interview, 
to indicate on a pro-forma their interests and their 
dislikes. This has been found to save time and to help 
in establishing rapport. 

At no two universities is the task of interviewing 
approached with quite the same aims; but in general 
the purpose is to determine the candidate’s background, 
intelligence, interests, character, and personality. 

Educational background.—Preference is given to the 
applicant with a good general education and with some 
knowledge of the humanities. More than one school 
complains of poor general education in many of their 
candidates, attributing this largely to early specialisation 
and particularly to preoccupation with the higher 
certificate examination, which has to be passed by those 
seeking county scholarships. Similarly, a pass in the 
first M.B. examination before entry is often not pegarded 
as a high recommendation. 

At Liverpool a letter sent to local headmasters sinphasises 
the importance of a good general education and points out 
that absence of qualifications in chemistry, physics, and 
biology in no way disqualifies applicants from admission. 


The large number who pass the Ist M.B. examination 
before admission is an embarrassment to some univer- 
sities, which find that they have relatively more places 
for those starting on the lst m.B. subjects than those 
beginning on the second. — 

This has led one medical school to take for the lst M.B. 
course and examination students who have already passed 
the examination ; and students are reported to enjoy this 
second course, since the approach is different from that at 
schools. Other medical schools, however, consider this plan 
unprofitable to the student and discouraging to the teacher. 


ere ee 


7 FEE Se gh ON FEE A ag ee eS pone 


medicine. 


R 
THE LANCET] 


STUDENT SELECTION: PRACTICE AND PRECEPT 


`i 


[aueusrT 28, 1948 339 


` Family background.—Importance is attached to stabi- 
lity of family life, since psychiatric disabilities appear 
to develop most often in students from broken or 
unsettled. homes. 
student who comes from a cultured family should be 


- favoured because he has had the benefit of an intellec- 


tually stimulating environment and will have learnt to 
think in the way needed in the professions. Particular 
preference is usually given to. the sons and daughters 
of doctors; as one dean said, “ they know the worst.” 

Previous achievemenits.——The boy who has been a 
school prefect has presumably a well-developed sense of 
responsibility and some capacity for leadership.. Excel- 


` lence at games does not count greatly at some universities, 


but selectors are pleased to discover interest in corporate 
activities and hobbies or recreations beyond the imme- 
diate school work.. The residential universities give 
particular weight to such interest since they seek students 
who-give to, as well as gain from, university life. 

_ Intelligence.—Interviewers are usually concerned less 
with intelligence itself, which is gauged from the academic 
record, than with intellectual liveljness, originality, and 
curiosity ; and as an example of praiseworthy curiosity 


the young woman has been quoted who kept mice “ to 


see whether Mendel’s law is right.” Occasionally an 
attempt is made to gauge actual intelligence. 

At Liverpool candidates are submitted just before the 
interview to a modified progressive matrices test. The results, 
which are not examined until the interview committee has 
awarded its own mark, usually tally closely with the com- 
mittee’s grading : where the difference is gross, the commties 8 
marking may be slightly modified. 

It is sometimes said that many of the most intelligent 
potential students are diverted at school to other callings. 
Some schoolmasters are believed to exercise a selective 
preference against medicine, deterring their pupils from 


_ the study of science and encouraging the best of those 


who do study it to engage in pure science, on the 
assumption that second-rate brains are good enough for 


liaison with schools. 

Other mental qualities.—The medical course is a fairly 
stern test of perseverance, and an attempt must be made 
to judge ‘whether the candidate has the courage to 
survive it. ' It is also a test of emotional stability ; so 
the claims of the candidate with a history of psychiatric 
disability have to be examined with special care. At 
more than one school applicants are asked why they 
want to enter medicine, and what qualities they consider 
desirable in a doctor. It is believed that sometimes a 
genuine sense of vocation can be detected. There has 
to be equal watchfulness for those who apply because 
they have no special inclination for any other calling or 


because they have been pressed to do so by parents or 


school teachers. The sons and daughters of doctors, 
despite selectors’ preference for them, may often belong 
to this group.? 

_, Personality. —“ At interviews” said one authority, 


‘we feel we are examining not so much the candidate - 


as his school ” ; and there is no doubt that the school 


- and family background may ‘prejudice unfairly the 


impression given by the adolescent candidate. On the 
other hand, an immature youth, under strong influence 
from parents, may assume a veneer which, though thin, 
is not penetrated in the short time of interview. To 
detect immaturity is probably more important than to 


reveal the “ likeability ’” so commonly sought ; for many 


failures in the professional course derive from. inability 
to bridge the gap between the spoon-feeding of home 


- and. school and the more independent personal and , 
` educational life.of the university. At the age of selection 


women appear, in general, to be mentally more mature 
and therefore more acceptable; but the impression is 


It is sometimes argued that the 


Correction of this habit, if it exists, seems — 
-to lie with the universities themselves oe closer 


that men draw level during undergraduate training. 
Women also tend to have’a better general educa- 
tion and wider interests, possibly owing to a more 
catholic training and less intense preoccupation with 
examinations and games. 


GRADING THE CANDIDATE 


When the interview is finished the candidate is allotted 
a mark (perhaps on a -point or 7-point scale) which — 
takes account of all the available evidence. Where the 
interview has been conducted by d committee, there is 
free discussion before the mark is decided. 

At one medical school candidates used to be seen by adi 
member of the committee separately. Having awarded an 
individual mark, the members met, discussed their findings, 
and decided on an agreed mark. This practice has .been 
abandoned because candidates reported that they were being 
asked the same sort of question by each member; and now 
the committee sits together. Most members consider the 
new. arrangement equally satisfactory, and it saves them 
much time. Candidates, too, seem to be equally satisfied 
with it, though their interview with the committee lasts 
only as long as the former interviews with each member. 


The relative importance attached to academic achieve- 
ments and personal qualities is usually decided arbitrarily 
for each case. But at one university an attempt is made 
to place the marking on a more consistent basis, up to 
60% of the total marks being allotted for academic 
achievements, and up to 40% for personal qualities. 

WHAT SORT OF DOCTOR f? ` 


In choosing students, university authorities have to 
picture the general qualities which’'they hope to find in 
their graduates. Some hold that a faulty bias has been 
allowed to develop. One dean, himself a research- 
worker, said : 
~  “* We have concentrated too much on producing scientists. 

Our first object should be to get good general practitioners, 

and our second to get first-class people for scientific 

research.” 


Similar views are held at other schools. 
said : 
“ Our task is to’ make general practitioners. I know a 
large number of good specialists, but I can count on the 
fingers of one hand the really good general practitioners ; 
it is too difficult. The qualities to be sought in the general 
practitioner are intellectual honesty, a high moral standard, 
and willingness to sacrifice personal interest for that of 
others. By concentration on other qualities, especially 
intelligence, the present tenden¢y i is not to pick the student 
with a strong sense of duty. Yet in the new National 
Health Service, with the practitioner’s financial „incentives 
largely removed, this. quality i is more than ever necessary.” 
MULTIPLE APPLICATIONS 


The total number of applications to the universities 
does not by any means indicate the total number of 
candidates. Uncertain of acceptance by any university, 
many apply to more than one; and it may be assumed 
that the greater the number of candidates, the greater 
will be the number of multiple applications. At present 
the exact extent of this practice is unknown ; but at a ‘ 
university in the north of England where all candidates 
have lately been questioned on this point, they admitted 
to applying, ‘on average, to about three other medical 
schools. Allowing for natural reluctance to admit other 
applications, and for applications subsequently made, 
the number of previous applications may, in the case of 
this university be even greater than three. 

The effect is to impose on university authorities extra 
and unprofitable work since they have to consider 
candidates who may later announce that they have 
accepted the offer of a place at another medical school. 

At the University of Birmingham an attempt has been 
made to resolve this difficulty. Candidates are encouraged 
to apply 18 months, ahead of the proposed date of entry. 
Local schools have been notified of this, but a certain number 
of places is reserved for late applicants. The bulk of pro- 


-A second dean 
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visional acceptances is made in September of the year before 
entry, by which time the number of places for 2nd M.B. 

students in the subsequent year can be- estimated. Those 
offered provisional acceptance are given up to 4 weeks in 
which to withdraw applications to other universities; and 
they must sign a declaration that they will accept the offer. 
Commonly ‘the result of the higher school certificate or Ist 
M.B. examination, on which final acceptance depends, .is 
not known; but from academic records and headmasters’ 
assessments the number who will succeed can be gauged 
within narrow limits. l / 


Without concerted action there can be no general 
relief from the effects of multiple applications. One 
medical school has suggested that all candidates for the 
. London schools should be required to place their names 
on a central register, at the same time naming schools in 
order of preference. Applicants would first be considered 
by the school given as first choice, then, if rejected, 
by the school of second choice, and so on. Such an 
arrangement, extended to include all British universities, 
would reduce the number of candidates to be considered, 
thus simplifying selection and giving time for more 
detailed attention to each. It is unlikely, however, that 
the universities would agree to this course. Rightly 
insisting on freedom in selection, they often fear that 
such a device, though voluntary at first, might soon 
become mandatory ; and that central registration would 
lead to central allocation. 

DIFFICULTIES IN SELECTION 


About the merits of the various selection methods 
there are many opinions but few facts; universities 
may still be choosing some of the worst and discarding 
some of the best of those that apply. This uncertainty 
derives from. the failure of each method to meet these 
requirements: ` | 

1. It should test suitability for the particular employment 

which the candidate is to engage in. 

2. It should be objective. 

3. Its validity should be open to proof by a check of 

performance against assessment. 

Specific tests—Selectors do not know which path the 
student will take after qualifying. At entry he may, it 
is true, express a clear intention ; but little or no signifi- 


cance can be attached to this, since it is formed in. 


adolescence, before acquaintanceship with any subject 
of medicine, and-often from romantic notions. Selectors, 
for their part, are unable to prophesy the career for 
which the student will be best suited. He may become 
barrister or bacteriologist, geriatrist or journalist, 
psychiatrist or surgeon. In medicine there is room for 
almost every skill ; so it may be doubted whether aptitude 
tests based on analyses of the diverse postgraduate 
occupations will ever earn a place in selection. There 
would, on the other hand, be great advantage in predic- 
tion of a sufficient aptitude for the subjects in the 
medical curriculum, for after the lst M.B. these are 
different in character from any previously studied. 
A boy who has excelled in pure science may make a 
poor showing at medical subjects; and it seems that 
while the intercorrelation between medical subjects taken 
at the same time is fairly high, that between Ist M.B. 
subjects and those of subsequent years is much lower : 

“a test: in medical subjects or subjects of a similar 
nature might prove of better prognostic value than the 
present examination in subjects representing merely a 
general education.’ 3 With this objective in mind, 
Prof. L. S. Penrose 4 makes the following interesting 
suggestion : 

Candidates might be exposed to a miniature medical course 
lasting 2-3 days and dealing with the chemical, biological, 
histological, and clinical aspects of a single topic—e.g., 
inflammation or fractures. At the end they “would undergo 
3. Prognostic Value of University Entrance Examinations in 

Scotland : Scottish Council for Research in Education. London, 


1936; pp. 179, 187. 
4. Personal communication. 


at the “university. But no such test exists A 


an examination, which should reveal whether their minds had 
a real aptitude for medicine. It would prove their capacity 
for accurate observation, deduction, and judgment on the 
information provided. 

Objectivity.— Usually the only objective evidence in 
the hands of selectors is the record of examination 
results and of non-academic achievements ; and even 
these have to be interpreted in the light of the candidate’s 
circumstances and opportunities, 

Validity Selection and training are directed to the 
same end—the making of able doctors. Though success 
in’ professional examinations may afford suggestive 


evidence, it does not in itself prove that this end has 


been gained. Professional examinations are principally 
tests of factual knowledge, whereas the true criterion is 
ability to apply this knowledge. These two do not 
necessarily go hand in hand ; and in at least one univer- 
sity the award at graduation to the best student of the 
year is regarded as a passport to obscurity. In medicine, 
perhaps above all other branches of science or the arts, 
there is need for a preliminary test of the candidate’s 
probable capacity for using the knowledge he is to gain 
mer since 


in the various postgraduate fields, the ‘fin al examin: Sion, 

despite its shortcomings, must probably be accepted at 
present as the end-point of any- follow-up. 
THE FUTURE = 

Dissatisfaction with. existing procedures centres on 


` the inadequacy of thé short interview in dealing with 
At the best an interview, 


large numbers of candidates. 
as Oldfield 5-has made clear, is a complex and hazardous 
undertaking ; and universities have to decide whether 
they are being more just to themselves and to candidates 
in giving a brief interview to all eligible candidates 
than they would be in first eliminating some and then 
considering in detail the claims of the remainder; an 
interview of 10 minutes, even when backed by other 
information) is after all a very short time in which. to 
decide a youth’s future. At the same time selectors are 
naturally reluctant to buy increased efficiency in selection 
at the price of further time lost to departmental duties. 
Few doubt that more ruthless preliminary selection 
is desirable ; but how is this to be effected ? A properly 


conducted certificate examination would meet the need. 


Otherwise, the only possible means, as Smyth? has 
observed, appears to be for the medical schools to. set 
their own preliminary examination. Were this examina- 
tion to take the form of a test of intelligence, it would 
provide the least possible advantage to those who had 
been trained for- it at school, though at the International 
Congress of Psychology in Edinburgh this year 
Miss A. W. Heim, PH.D., showed that training may 
improve performance considerably more than has bean 
thought. Such a test may, incidentally, help to reveal 
those insufficiently gifted to pass the professional 
examinations. But here the gap between precept and 
practice: is wide. Most authorities are suspicious of 
psychological tests, and there is still no . statistical 
evidence to allay this suspicion. It can, moreover, 
be argued that selection by intelligence would ehminate 
some who, though not specially clever, would neverthe- 
less make good doctors. Some universities are now 
taking a middle course by using intelligence or other 
psychological tests to supplement the usual procedures, 
or simply in order to evaluate their worth. 


In whatever direction selection methods evolve, they 


must always have two aims: first to eliminate before 
the start of training the student who, for one reason or 
another, will fail ; and secondly to discover the particular 
type of man and woman which the university wishes to 
train. 


5. Oldficld, R. ©. Psychology of the Interview. London, 1941. 
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- Medical Schools 


At OXFORD UNIVERSITY the number of new students 
is restricted by decree; and the number for the coming 
year has been fixed, as it was last year, at 55 men and 
10 women. .Ex-Service men and women. are only 
admitted over and above these numbers if they were 


-born before Jan. 1, 1929. The various colleges put 


forward the names of the students they -wish to. be 


-admitted to the medical school, and, preliminary accep- 


tance by a college is essential for any prospective medical 
student. 


as before the war; the course normally taken to satisfy 
this regulation is the final honour school of animal 
physiology, which takes up one year after passing the 
anatomy and physiology. examination for the B.M. degree. 


` The newly established clinical school in Oxford enables 
' students to qualify at the Radcliffe Infirmary as an 


alternative to transferring to a teaching hospital in 
London or elsewhere. A students’ club ‘has been opened 
this year in Osler House, in the Infirmary grounds, 
which gives social and reading facilities, and sleeping 
accommodation for those-on duty in the hospital. This 
social, ‘administrative, and teaching centre will be com- 
pleted by a lecture-room and a class-room which are 
soon to be constructed in an adjoining building. 


In the UNIVERSITY OF CAMBRIDGE the post of professor 
of animal pathology has been revived, and it is proposed 
to establish a school of veterinary medicine. During 
the preclinical period veterinary students will work in 
conjunction with their. medical brethren in the basic 
subjects which are common to both professions. If this 
proposal of a complete school is accepted, the new 
venture should be of mutual benefit to both medicine 
and veterinary medicine. The natural science tripos, the 
great and abiding advantage which Cambridge offers, 

animal 


will include instruction by the professor of 


pathology, thus broadening the outlook of the medical 
student. - Likewise, veterinary students will benefit from 
instruction in the fundamental aspects of human patho- 
logy. The first step has been taken towards establishing 
a university department of pediatrics, by the appoint- 


-~ ment of a pediatrician to the staff of Addenbrooke’s 
A department of human ecology has been ' 


Hospital. 
established with the appointment of a reader who is 
largely concerned with epidemiological studies, whilst 
the university health service, which will carry out prophy- 
lactic examinations, including mass radiography, will 
‘be ready to work to full capacity on the new intake 
in October. - The department has also appointed a 


statistician, whose services will be available to all the 


medical and biological departments. The postgraduate 
school is now well under way. One of its most successful 
ventures has been the establishment of trainee posts.in 
the clinical pathological departments of Addenbrooke’s 
Hospital, under the control of the professors of pathology 


and. biochemistry. These posts (which carry a living 
- wage) offer a.two-years course of training in all the 


aspects of clinical pathology, post-mortem work, histology, 
and chemical pathology. To attract into medicine boys 
who have not begun to specialise at school, Peterhouse 
offers a scholarship for ‘medical students in non-medical 
subjects. E . 


Ea London Schools 
LONDON UNIVERSITY bears a different relation to its 


medical faculty from other universities : whereas they . 


have one school of medicine each, London has the twelve 
autonomous schools of the teaching hospitals, as well as 


- University, King’s, and Queen Mary Colleges, all of which 


take medical students for some part of the preclinical 
course. All thè medical schools are now open to men 
and women students. l 


The preclinical course.at UNIVERSITY COLLEGE has 
now the full use of the facilities interrupted by the 
war. The X-ray department has been re-equipped, and 


I 


All students entering the school in the future ` 
will be required to take the second public examination 


which the specimens are accompanied by descriptive 
literature and the functions of the organs are considered 
along with the structure. Part of the museum has been 
used to make cubicles for the study of surface anatomy 
and for human physiological and pharmacological 
experiments. 


KiNne’s CoLLEGE has in its medical faculty one of the 
largest schools for preclinical studies in London. Its 
members share fully in the social and athletic activities 


of students from all six faĉulties of the college. Clinical ` 


studies are pursued at King’s College Hospital, 
St. George’s, or. Westminster. Arrangements are made 
by which patients attend the college for clinical 
demonstrations in applied physiology given by clinicians. 
Hostel accommodation for a limited number of men 
is available at King’s College Hall, Champion Hill, 


§.B.5. 


The arrangements made by the joint committee 
of QUEEN Mary COLLEGE and the London Hospital 
medical college are working efficiently ; and now that 
Queen Mary College holds its own special internal first 


examination for medical degrees the teaching sub- . 


committee has organised the instruction in ‘physics, 
chemistry, and biology to fit in closely with preclinical 
teaching. All available places are taken by London 
Hospital men and women; during the 1947-48 session 
72 first medical and 6 premedical (conjoint) students 
“passed through the departments., | 


The new health service does not. necessitate any 


` immediate drastic changes'in the training of students: 


at UNIVERSITY COLLEGE HosSPITAL. The success of 
the new organisation, in so far as medical education. is 


concerned, will depend largely on friendly coöperation . 


between the members of the hospital boards of governors 
and the teachers in the medical schools. Members of 
the boards have not all been chosen because of their 
interést in medical ‘education, yet it is vital that all 


‘should realise that the treatment of sick people can be 


integrated with the clinical training of doctors-to-be 
in such a way that the needs of all are satisfactorily 
met. St. Pancras Hospital and the Hospital for Tropical 
Diseases have now been taken over; and the total 
number of beds available for teaching at U.C.H. will 
soon be well over 1000. St. Pancras has a mental 
observation unit dealing each year with some 2000 cases 
of acute mental disorder; it also has an obstetric block ° 
which will eventually add some 80 beds to the existing 
85 in the parent hospital. Here a unit for the care of the 
chronic sick is being established. 


i 


ST. BarTHOLOMEW’s HOSPITAL medical college is still | 


faced with the problem of fitting an abnormally high 
number of suitable applicants for entry, many of them - 
ex-Service, into buildings, both of the college and of the 
hospital, whose usefulness has been diminished by war 
damage. The second part of the problem is approaching 
solution. In addition to the temporary repairs which 
have been carried out during the last two years, a start 
can now be made on the permanent rebuilding of the pre- 
clinical college. On the clinical side increasing use is 
being made of nearby hospitals to relieve the pressure 
on the material in St. Bartholomew’s itself; and this will 
continue until the blocks rendered useless by the war 
can be reopened. `. ; u 


Last October the departments of anatomy and 
physiolbgy at CHARING CRoss HOSPITAL were reopened 
in new extensions to the school buildings, and 45 students 
(20% of them women) have now completed in these 
departments the first year of the 2nd M.B. course. The 
venture has proved very successful ;. and the reunion of 
preclinical and clinical subjects has benefited both staff 
and students. The establishment of the National Health 
Service has had some repercussions on the school, which 
has now become a legal entity and will be controlled 


A 
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by a council acting independently of the ‘board of 


governors. of the hospital; but the association between 


the two will remain close, and there will be interchange 
of representatives on the controlling authorities of the 


two separate parts of the institution. Plans for the new . 


hospital and school at Harrow are progressing, and may 
soon begin to take final shape. | 


Sr. GEORGE’S HosPITAL, with 122 clinival students, is 
one of the smaller schools. The firms are small, the 
number in each not exceeding 8. Women have been 
accepted for training since 1945; they have done 
extremely well. The principal factor limiting intake 
is the size of the pathology laboratory, which can accept 
at the most 40 students. The midwifery department, 
which was extended in 1946, now has a large enough 
turnover to provide all the cases needed by under- 
graduates. A 3-month introductory course to link 
anatomy and physiology with clinical work is held ; this 
includes instruction in methods of examination, and 
oie eae is placed on the normal and variations in the 
normal. i 


At GUY’s HosPITAL medical schdol the aim has always 
been to encourage students to accept responsibility as 
‘early as possible, rather than to spoon-feed with too 
much organised teaching. There are, however, lectures 
and demonstrations organised by the directors of the 
departments of surgery, medicine, obstetrics, pediatrics, 
and anesthetics int order to cover the whole curriculum. 
The object is to make good doctors rather than good 
examination candidates. The policy of encouraging 
postgraduate appointments has continued to be successful. 


KING’S COLLEGE HOSPITAL MEDICAL SCHOOL provides 
clinical instruction for students reading for the medical 
degrees of Oxford, Cambridge, and London. A pro- 
portion of women has always been included in the annual 
entry 


and applicants are interviewed by a committee represent- 
ing. the college and medical school; the committee 
includes a layman and a non-medical.member of the 
teaching staff. The present session has seen the establish- 
ment in the school of two university chairs in the depart- 
ment of pathology—a chair of morbid anatomy and a 
chair of chemical pathology. A subdepartment of 
bacteriology has also been established. ‘The Borland 
scholarship for women, value £500, will be awarded for 
the first time in 1949. A Wiltshire memorial research 
scholarship and a Legg memorial lecture have been 
established to commemorate two former members of the 
staff of the hospital and medical school. In view of the 
impossibility of building for some years to come, arrange- 
' ments have been made for the use of medical beds for 


t 


teaching purposes in a nearby hospital. : 


The LONDON HosprraL has increased its beds during 
the year to 699, and with some 280 clinical students 
is able to run comparatively small firms of 8 or 9. 
Redecoration of the medical college, with the complete 
renovation of the museum, and the provision of a new 
bacteriological department in the hospital have provided 
added facilities for students, amongst whom are now 
included a proportion of women. An annexe of 208 
beds is still being maintained at Brentwood, where 
students attend special classes and demonstrations, 
particularly in tuberculous diseases of the chest. A 
tutorial system providing small groups of students with 
a first-assistant tutor, throughout the whole of their 
clinical course is proving exceptionally valuable. ‘The 
introductory course, designed to help students in the 
transition from preclinical to clinical studies, continues 
to prove a great success; and the liaison with nearby 
hospitals -for midwifery. has added to the number of 
beds available for teaching in this subject. During 
the past year a chair of surgery and readerships in 
histology and dental surgery and pathology have been 
instituted. | 


At St. Mary’s HospiraL medical school further 
developments are taking place in regard to both teaching 
and facilities for students. A chair in biochemistry 
and a readership in biology are being established in 


of 50. The preclinical work of students reading 
for the London degrees is done at King’s College, Strand, © 
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- until 1952. 


,Central Middlesex Hospital, Willesden. 
difficulty of choosing the 80 best candidates each year, © 


.of selection; no change is to be made at present. 
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October, and the introductory course has been widened 
to include an introduction to a number of the special 


subjects. The new temporary building will be opened 
early in the session and will accommodate the women 
students. It will also contain an office and committee 
room for the Students’ Union and a photographic depart- 
ment for the use of the medical school and the hospital. 
Plans for the extension of the restaurant are well advanced 
and it is hoped that the coming session will see the 
completion of this work, by which provision for students’ 
meals will be greatly improved. 


At the MIDDLESEX HOSPITAL war damage has been 
completely repaired, and in fact more beds are in use 
now than before the war. The hospital is also benefiting 
still from: the resources for chlnical teaching at the 
Recognising the 


the school authorities have lately reviewed the method 
In 
addition to the undergraduate teaching of some 400 
students, this school holds special courses for the diplomas 
in radiology, and for the primary fellowship exámination 
of the Royal College of Surgeons. 7 


The ROYAL FREE HOSPITAL SCHOOL OF MEDICINE has 
had its first session as a coeducational school, and looks 
forward to welcoming a larger number of men students 
this year. There will be no entrance examination for, the 
1949-50 session, and candidates will be selected by an 
interviewing. committee. An arrangement has. recently 
been made for the sharing of social and recreational clubs 
between the Students’ Union of the school and the 
Students’ Union of Guy’s Hospital medical school. The 
Royal Free Hospital teaching group now consists of the 
Royal Free Hospital and its annexe at the former London 
Fever Hospital in Liverpool Road, the Elizabeth Garrett 
Anderson Hospital, the Hampstead General Hospital, 
the Hampstead Children’s Hospital, and the North 
Western Fever Hospital. The building of extended 
premises for the school will shortly begin on an adjoining 
site, and when finished will provide much-needed 
additional accommodation for preclinical teaching. 


At St. THomas’s HOSPITAL there has been considerable 
consolidation of the school during the past year, first 
through all departments being brought together again on 
the same site, and secondly through the reorganisation 
of departments and the appointment of new professors 
in charge of the surgical unit and the departments of 
physiology and biochemistry. The individual units of 


physiology, biochemistry, pathology, medicine, and. so 


on, and even parts of these subjects such as bacteriology 
and chemical pathology, have sometimes tended to 
develop with little regard for other departments. This 
trend has been countered by the appointment of juniors 
with responsibility in more than one department. The 
school’s sports ground at Chiswick was requisitioned, 
and a new ground, at Stoke d’Abernon, near Cobham, 
will come into use this winter. 


After several years’ negotiations with the University of 
London it has been agreed that the WEST LONDON 
HOSPITAL medical school shall join the British Post- 
graduate Medical Federation as soon as it is in a position 
to accept postgraduate students for training as medical 
and surgical specialists. The school is not taking any 
more undergraduate students after this October, and 
probably the first postgraduate students will be admitted 
in July, 1949. Since the school is to fulfil its obligations 
to all its present undergraduate students, it will not be 
able to devote its full resources to postgraduate teaching 
The details of the postgraduate training 
have not yet been worked out; but it is known that the 
university requires a school for the training of general 
physicians and general surgeons, and this work will be 
allocated to the West London Hospital medical school. 
As far as possible, the training will involve practical 
work in the wards and outpatient department, and in the 
early stages of training the students will be attached 
to the physicians and surgeons as medical and surgical 
“ firms,” with duties similar to those at present carried 
out by undergraduate students. 
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The revised curriculum introduced last year at WEST- 


‘MINSTER MEDICAL SCHOOL has proved its worth, and 


further changes are being considered. The number of 
undergraduate students is rapidly increasing and will 


` -reach 165 by next April. Under the National Health 


Service Act a new board of governors has been formed for 
Westminster Hospital an 
Westminster Children’s Hospital, the Gordon Hospital, 
and All Saints’ Urological Centre), and a new council for 
the school, which will in future be known as Westminster 
Medical School. The school thus becomes autonomous, 
but its links with its parent hospital will be strengthened 
Tather than weakened under the new system, and it will 
clearly play .an increasingly important part in medical 
education in its region. That the school is an integral 


part of London University is emphasised by the appoint- - 
. ment to its council of two representatives of the Senate, 


apart from internal members. Women clinical students 
entered the school last April for the first time in many 
years ; separate common-room accommodation has been 
provided. Competition for entry among women candi- 
dates is exceptionally keén ; it is hoped to increase the 


. numbers admitted as clinical facilities become available. 


Plans for expansion have been proposed since existing 
resources ‘for teaching pathology will soon be severely 


` taxed. There are already enough beds for the clinical 


instruction of the present numbers. It is hoped 
eventually. to create a 1000-bed teaching centre in the 
area bounded by St. John’s Gardens and Vincent Square, 
which are a five-minute walk apart. A preclinical school 
for 150 students is contemplated. Valuable experience 
of emergency cases is expected from closer integration 
with St. Stephen’s Hospital, Fulham. Closer linkage 
with child welfare centres in the district will ensure that 
students obtain instruction not only in children’s diseases 


- but in child health as a whole. 


At the SCHOOL or DENTAL SURGERY of the ROYAL DENTAL 
Hosrirat of London the curriculum for the first two years 
includes the study of dental mechanics, dental prosthetics, 
the properties of dental materials, general anatomy and 
physiology, and special anatomy and physiology. The 
anatomy and physiology courses are held at King’s College 
in the Strand. For the second two years students attend 
lectures and clinics on general medicine and surgery at Charing 
Cross Hospital medical school, and lectures and practice in 
dental surgery at the dental school. 


\ 


Other English Schools 


At the UNIVERSITY oF DURHAM there has been a 
slight decline in the number of ex-Service candidates. 
This has not affected the total number of applicants, 
which remains greatly in excess of vacancies. The 
2nd M.B. examination has been’ re-arranged. From 
next March this will be held in two parts, as before ; 
but part 1, held in March after five terms’ work, will 
consist of physiology only, while part 2, held in June 
after six terms’ work in anatomy, will consist of anatomy 
and pharmacology and pharmacy. The new depart- 


ment of psychological medicine is now codperating with | 
the department of medicine in the teaching of under- 


graduates; and it is hoped that some postgraduate 
training in psychological medicine will soon be possible. 


At the UNIVERSITY OF BIRMINGHAM * a committee 


has recently been appointed to review the medical 


curriculum. The course in applied anatomy is in 
future to be under the direction of the department of 
anatomy in‘ collaboration with the heads of clinical 
departments; as soon as the necessary arrangements 
-can be made an integrated course of lectures will be 
instituted in which the anatomical, physiological, 
bacteriological, medical, surgical, and 
gynecological aspects of disease will be closely linked. 


- Some modifications in the introductory course are antici- 


pated next year, and students will be directed to medical 


** The entrance requirements for the Universities of Manchester, 
‘Liverpool, Leeds, Sheffield, and Birmingham are laid down in the 
pamphlet Qualifications for Entry upon a Degree Course, copies of 

which may be obtained from the Secretary to the Board, 315, 
Oxford Road, Manchester, 13. Additional faculty requirements 
may, however, be imposed: details can be obtained from the 
dean of the faculty of medicine in each university. 


its designated hospitals (the . 


created—that of senior statistical officer. 


‘later stage. 


clerking and surgical dressing as soon as they have com- 
pleted this part of the clinical curriculum. The regulations 
for higher degrees—-M.D. and CH.M.—have been amended, 
and the main emphasis will in future be on a thesis based 
either on ori inal research or on the application of scientific 
method to medicine or surgery. The regulations for the 
degree of PH.D. of the faculty of medicine have also been 
amended. The degree of M.D. in State medicine has 
been abolished. The full-time clinical professors have 
been bringing their staff up to full strength. Research 


programmes are being sponsored in all these departments, » 


to which some promising research-workers are. being 
attracted. The faculty has adopted the principle, 
observed by older universities, of creating a professorial 


chair for those whom the university wish to honour. © 


Appointments have been made to the chair of thera- 
peutics and the chair of gastro-enterology—the only one 
of its kind in the British Isles. A second chair of anatomy 
has been created. A further innovation is the establish- 


ment of two chairs of pathology—one of experimental - 


pathology and the other of morbid anatomy. In the 
department of medical statistics a new post has been 
Consideration 
has been given to the production of films for university 
education; and a Senate committee has lately been 
set up to observe developments in this field. 


At the UNIVERSITY OF LIVERPOOL * applications are 
still greatly in excess of the 100 available places. New 
developments in undergraduate teaching include alloca- 


tion of specific periods during clerking and dressing 


for instruction in the administration of anesthetics and 
in clinical pathology. Postgraduate teaching offers 
full-time courses for the degrees of CH.M., M.CH. ORTH., 
and M.RAD., granted by the university, and for the 
diplomas of D.P.H. and D.T.M. & H. (the latter in con- 
junction with the Liverpool School of Tropical Medicine): 
These courses are also suitable for candidates studying 
for the F.R.C.S. or D.M.R. examinations. There is a new 
full-time course in anesthesia and a course throughout 
the academic year for postgraduate students proceeding 
to the degree of M.D., which is usually attended also by 
candidates for the M.R.c.P. A part-time course in 
obstetrics and gynecology is held throughout the 
academic year, and a short intensive course in pediatrics, 
lasting 3 weeks and suitable for candidates studying for 
the D.o.H., is held once or twice a year. . i 


MANCHESTER UNIVERSITY * admits about a hundred 
medical students each year. A few of these enter the 


second year of study because they have passed part or 


the whole of the Ist M.B. examination externally. ‘A 
period of six months’ residence is obligatory for all 
medical students during the period of clinical study. This 
is provided for in a special hostel adjacent: to the teaching 
hospitals. There are facilities for postgraduate work in 
many special subjects, both ancillary’ to medicine 
and in the clinical field. A full-time chair of social and 
preventive medicine has lately been established, and 
this department will probably be concerned among other 
things with the provision of a health service.for all 


university students. A research centre for the study of- 


chronic rheumatism, set up through the generosity of 
the Nuffield Foundation, is now actively at work. A 
development which is foreshadowed is the institution of 
a department of psychiatry, with a full-time professor as 
its director. 


At the UNIVERSITY OF LEEDS * the intake cannot be 
increased beyond 75 each year without further building. 
The undergraduate course once more extends to five years 
and two terms. The Ist M.B. course is closely integrated 
with the rest of the curriculum ; the teaching in zoology 
is designed as an introduction to anatomy and physiology, 
and the standard of organic and physical chemistry in 
this course is in most other schools reached only at a 
Under Ministry of Labour regulations, the 
Leeds lst M.B. course is recognised as ‘‘ medical course 
proper ’’; and the university does not generally grant 
exemption from it. During the course attendance at a 
class of medical mathematics is required of all who have 
not reached principal standard in mathematics in the 
higher school certificate examination. During the first 
year of the 2nd M.B. course undergraduates are encouraged 
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to attend classes of general cultural value. For the 
Doctorate of Medicine a thesis is now once more required, 
and usually there will also be an examination. A chair 
in radiodiagnosis has been established. For rheumatic 
research a full-time director and a research fellow have 
been appointed. It is hoped that the recent establish- 
ment, with the help of the University Grants Committee, 
of scholarships enabling gifted students to interrupt 
their medical training in order to take an honours B.SC. 
degree in one of the preclinical or ancillary sciences, will 
help to augment the supply of research-workers. Post- 
graduate activities have included intensive . refresher 
courses, clinical weekends in special subjects, and weekly 
clinical meetings ; these are designed mainly for general 
practitioners. Courses are held at intervals for the final 
F.R.C.S., and a course for the D.M.R.T. is also held. 


At the UNIVERSITY OF SHEFFIELD * the past year has 
been one of consolidation and steady advance. A 
further step has been taken in the transition from the 
old to the new curriculum, the first introductory clinical 
_ course having been held during the April-June term 
for those who had passed the 2nd M.B. examination in 
March. Since it has not yet been possible to proceed 
with new building in relation to the preclinical subjects, 
the yearly intake of students is still restricted to 60. 


At this level the resources for clinical instruction at 


Sheffield are thought to be greater than those at most 
schools. Before qualification: all students hold resident 
appointments in medicine, surgery, midwifery, and 
pediatrics. All ‘‘ firm” applicants for medical training 
are interviewed by a selection committee; and it has 
been learned with special interest that Sheffield is one 
of the centres chosen for the long-term investigation into 
selection methods which is being carried out by Prof. 
Aubrey Lewis and collaborators, under the auspices of 
the Nuffield Foundation. The results of the tests will 
not be known to selectors or teachers ; the investigation 
is a test of tests, not a test of individuals. A whole- 
time chair of social and industrial medicine may soon 
be established. A university department of forensic 
medicine has been set up; and the establishment of 
full-time chairs of: obstetrics and gynecology and of 
psychiatry is contemplated. In the hospital sphere, 
developments include the appointment of a clinical 
artist, the formation of a department of medical photo- 
graphy, and the intended opening, in the coming year, of 
a school of physiotherapy. 


_ At the UNIVERSITY OF BRISTOL accommodation remains 
one of the major difficulties, but the past year has seen 
.@ considerable improvement. Extensions to house the 
departments of medicine and surgery in the Royal 
Infirmary building have been completed and occupied. 
This has provided for the first time adequate accom- 
modation for two of the clinical departments. The 
pathological laboratory at the main teaching hospital 
has been extended; this will make it possible for more 
students to work in the laboratories, besides facilitating 
the routine pathological work. The new department 
of child health is still without proper accommodation. 
The establishment of the teaching-hospital group, with 
the title ‘‘ United Bristol Hospitals,” managed by the 
board of governors should lead to greater coérdination 
between the hospitals with consequent improvement 
in their. teaching facilities. At the moment all the 
obstetrical teaching and part of the medical clinical 
clerking is carried out at a regional-board hospital, 
and every step is being taken to ensure a close linkage 
between this hospital, the, university, and the main 
teaching hospital group. . 


Wales 


The WELSH NATIONAL SCHOOL OF MEDICINE has 
increased the intake of students up to the limit of its 
accommodation. 
of the former municipal hospital at Llandough will help 
so far as the clinical period is concerned, but there is 
no obvious immediate solution of the problem of accom- 
modation for anatomy and physiology. As a long-term 
policy, plans are being prepared for a 1000-bedded teach- 
ing hospital in the centre of Cardiff, together with a 
new medical school which would probably include depart- 
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The inclusion in the teaching group’ 


? 


ments of anatomy and physiology. Since the beginning 
of medical education in Cardiff, every student has been 
required to graduate in arts or science before beginning 
his clinical studies in the school of medicine. Steps 


are now being taken to revoke this requirement and to. 


adjust the curriculum accordingly. It is still desired 
that students should be encouraged to read for an 
honours degree in science before pursuing their clinical 
studies, but as this would involve at -least another 
year’s work it should rot be obligatory. a 


Scotland 


a 
At the UNIVERSITY OF ABERDEEN the undergraduate 
course is being extended this year from five years and 


two terms to six academic years. This change offers the 


advantage of allowing the first year to be spent entirely 
in what are usually described as the premedical scientific 
subjects, and the second and third years in the medical 


scientific subjects and the introductory clinical term. 


A long-term research project to determine the best 
method of selecting students is being started. <A chair 
of biological chemistry has been established ; this is to 
be known as the Macleod-Smith chair after the late 
Prof. J. J. R. Macleod, of insulin fame, and the late Dr. 
George Smith, a former member of the court, both of 
whom contributed to its endowment. The professor of 
medicine has been appointed to the vice-chancellorship 


of Otago University. The professor of mental health has . 


been appointed to a similar chair at Leeds. 


SURGEONS’ HALL, the school of medicine of the Royal 
Colleges of Edinburgh, is a teaching body only. and holds 
no professional examinations of its own ; it offers courses 
for the qualifying examinations of the Scottish, English, 
and Irish conjoint boards. The school is not a par 
of the university. 


For the last few years the UNIVERSITY OF eniNnGHae 
has received annually some 1600 applications for the 
192 places in the first-year medical course. This year 
the length of the curriculum is being extended from five 
to six years. 


entrants are still advised to include elementary physics 
and chemistry in their school or pre-university studies. 
The university has instituted a special course in medical 
illustration, suitable for those considering this work as 
a profession. Lasting three years, the course provides 
full training in half-tone and line work, anatomy, micro- 
drawing, and special subjects such as cystoscopic and 
bronchoscopic views. 


The accommodation in all ‘departments of the medical 
school of GLASGOW UNIVERSITY has been severely taxed 
during the past session, owing to the absorption into the 
appropriate university classes of students of the two 
extramural colleges which were merged into the university 
in October, 1947, The course for the coming session 
will remain as at present, but the curriculum is now 
under revision and effect will be given to a revised scheme 
of courses in October, 1949. 


At the UNIVERSITY OF ST. ANDREWS amphasie’ is laid 
on premedical subjects, which are taught mainly as an 
introduction to scientific. discipline; though. naturally 
with some vocational bias. In the period of clinical 


. training every effort is made to maintain the interest 


of the student in the laboratory services of the depart- 
ments of pathology, pharmacology, and. bacteriology ; 
for example, in the systematic course on surgery the 
study of the pathology, bacteriology, and‘ therapeutics 
of inflammation is correlated. The teaching of public 
health and bacteriology has for many years been similarly 
coérdinated so that together these constitute a course in 
preventive medicine. The final clinical year is devoted 
to intensive courses in the three main divisions of the 
final examination. During these courses undergraduates 
are attached to and take part in the day-to-day work of 
surgical, medical, and obstetric wards for periods of three 
months in each. The value of this arrangement has been 
enhanced by the appointment during the past session 
of whole-time lecturers responsible for ensuring that 
these courses are arranged to best advantage and are 
performed conscientiously. ; * l 
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The preregistration qualification in physics. 
‘and chemistry will no longer be required, but prospective 
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p Ireland 


number of applications for admission from students in 
various parts of the world. It has been impossible to 
accept more than a very few of these candidates. Places 
for applicants. living outside Ireland are allocated each 
April for the next session. The admission committee will 
consider only those who have .passed a recognised 


examination in all the subjects required for matriculation 


to the University of Dublin (of which Latin is one). 
All candidates for the medical degrees of the university 
are required to take in Trinity College the courses and. 
examinations for the degree of B.A. in addition to the 
premedical and medical curriculum (six years). There 
has been a great increase in the number of graduates 
entering for the three higher degrees in medical subjects 
granted by the university: M.D., M.CH., and M.A.O. 
Teaching and examination for the diploma in public 
health will, it is hoped, be resumed after the erection of 
the Moyne Institute, which will house the existing 


. departments of bacteriology and preventive medicine, 


and the proposed department of social medicine. 


The ScHoots oF SURGERY, DUBLIN, including 
Carmichael and Ledwich Schools, are attached by charter 
to the Royal College of Surgeons.in Ireland. Students 


-are admitted by competition in the preliminary examina- 


tion, and the schools accept women as well as men. 


At the QUEEN’s UNIVERSITY OF BELFAST 112 students 
will be admitted to the faculty of medicine during the com- 


ing session. Priority is given to: (1) residents in Northern 


Ireland, (2) sons and daughters of graduates, (3) residents 


‘in Great Britain, and (4) residents in the British Common- 


wealth. 
personnel, especially those normally resident in Northern 
ireland. A few places are reserved for students from 
British Colonies, who must apply through the Colonial 
Office and their department of education, and a few for 
ex-Servicemen from the: United States of America. 
For admission candidates must have passed the following 
examinations: (1) matriculation in the subjects required 
by the faculty, or an alternative recognised as exempting 
from matriculation; (2) premedical in chemistry and 


. physics; and (3) an examination in Latin if this subject 


\ 


has not been passed at arecognised examination. Students 


‘are normally accepted only for the first-year (pre- 


registration) course. Clinical teaching is carried out at the 
Royal Victoria Hospital (554 beds), the Mater Infirmorum 


Hospital (200 beds), the Belfast City Hospital (600 beds), and 


the other hospitals in Belfast which deal with specialties. 
A new department of child health under the care of a full- 
time professor has been established, and the department 
of social and preventive medicine (formerly the depart- 
ment of public health) has been reorganised to meet 
the requirements of the General Medical Council. Full- 
time. professors of medicine and surgery have been 


appointed, and a special unit of medicine and surgery is - 


_in ‘process of formation at the Belfast City Hospital and 


the Royal Victoria Hospital. 
y i 


The NATIONAL UNIVERSITY OF IRELAND has colleges 


in Dublin, Cork, and Galway. 

At UNIVERSITY COLLEGE, DUBLIN, the number of 
applicants shows little sign of decline. The period of 
study of anatomy and physiology has been reduced to 
five terms, and the new intermediate term comes into 


` force next session. The final examination may: now be 


. pass the premedical examination within two 


taken in three parts—medicine, surgery, and midwifery 
—which, however, must be completed within nineteen 
months. Separate examinations are also-held in various 
secondary branches of medical practice. 


At UNIVERSITY COLLEGE, CORK, an entrance examina- 
tion in chemistry and physics must be passed by students 
entering for the premedical course, by a regulation 
which comes into force this year. | 


At UNIVERSITY COLLEGE, GALWAY, students must now 
years of 
starting the course; and they must pass the first and 
second medical examinations within two years of passing 


i 


-the previous examination. 


DEGREES AND DIPLOMAS 


` TRINITY COLLEGE, DUBLIN, has received a very large 


The -highest priority is given to ex-Service 
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Degrees and Diplomas 


“EXAMINING BOARDS 
English, Scottish, and Irish Conjoint Boards 


THe Examining Board in England of the Royal College 
of Physicians of London and the Royal College of 
Surgeons of England examines candidates for the 
qualifying diplomas of L.R.O.P., M.R.C.S. Candidates 
satisfying the board’s regulations in regard to the 
preliminary examination in general education are 
eligible for admission to the premedical examination in 
chemistry, physics, and biology, and are required to 


` complete the professional curriculum subsequently at a 


recognised medical school. New regulations will be 
published on Oct. 1. Under emergency regulations, 
introduced in the war, the medical course is reduced from 
57 to 54 months, and candidates are admissible to the 
last subject of the final examination after 30 months 
of clinical study instead of 33. The regulation permit- 
ting a candidate to enter for one part of the final after 
24 months of clinical study still holds. Some other 
war-time concessions are still authorised in the regula- 
tions: for example, clinical study may be undertaken 
at any hospital provided the dean of the candidate’s 
school is satisfied as to the instruction available and 
signs the certificate of study. Other modifications will 
be found in the emergency regulations, copies of which, | 
with a calendar showing the dates of examinations, may 
be obtained, free of charge, from the secretary. to the 
Examining Board in England, the Examination Hall, 
Queen Square, London, W.C.1. a 


The Royal College of Physicians of Edinburgh, the 
Royal College of Surgeons of Edinburgh, and the Royal - 
Faculty of Physicians and Surgeons of Glasgow have an 
arrangement by which, after one series of examinations, 
held in Edinburgh or Glasgow, or both, the student may 
obtain the diplomas—designated by the letters L.R.C.P.E., 
L.R.C.S.E., L.R.F.P.8.G.—of all three bodies. Candidates 
may work for the examination of the Scottish Con- 
joint Board at any of the recognised medical schools 
of Great Britain and Ireland. The course lasts six 
years and includes, in addition to the preliminary 
examination in the natural sciences—i.e., chemistry, 
physics, and biology—three professional examinations : 
the first in anatomy and embryology, physiology, 
biochemistry, and biophysics; the second in pathology 
and bacteriology and pharmacology; and the final in 
medicine, surgery, midwifery, forensic medicine, and 
public health. Details may be had from the registrar, 
18, Nicolson Street, Edinburgh. a 


The Conjoint Board of the Royal College of Physicians 
of Ireland and Royal College of Surgeons in Ireland 
accepts candidates for the L.R.c.P.I. and L.M., L.R.C.8.1. 
and L.M. from most of the recognised medical schools at 
home and abroad. Full details of the regulations can be 
obtained from the registrar, Royal College of Surgeons 
in Ireland, Dublin.. a san 


Apothecaries’ Licences ps 

The Society of Apothecaries of London grants the 
L.M.8.8.4. Lond. to candidates who pass the primary 
examination (which is held quarterly) and the final . 
examination. Final examinations are held monthly, 
except in September. The minimum period of study 


_is normally five years. The four parts of the final examina- 


tion may be taken together or in any order. Regulations 
and a schedule of the required courses of study may be 


. Obtained from the registrar, Apothecaries’ Hall, Black 


Friars Lane, E.C.4. 


The Apothecaries’ Hall of Ireland grants the diploma 
L.A-H. Dubl. to students who have passed the three 
professional examinations. The diploma confers on 
holders the right of registration on the Medical Registers 
of Ireland and Great Britain. Examinations are held 
three times yearly, in March, June, and November. 
Further information may be had from the registrar, 
95, Merrion Square, Dublin. 


! 346 THE LANCET] © 


í 


UNIVERSITY DEGREES 


` Bachelor of Medicine and Surgery 


— 


All the universities in the United Kingdom, except — 


Reading, offer baccalaureate degrees in medicine and 


surgery, conferred on the results of examination. 


HIGHER QUALIFICATIONS 


Those who have graduated in medicine and surgery are 
at liberty to seek higher qualifications if they wish. 


Doctor of Medicine and Master of Surgery 

Graduates holding a bachelor’s degrees can take the 
degree of Doctor of Medicine or Master of Surgery.. All 
universities with medical faculties in Great Britain and 
Ireland confer such degrees. London University offers 
the M.D. in general medicine, and in pathology, psycho- 
logical medicine, midwifery and diseases of women, 
hygiene, and tropical medicine ; the m.s. is obtainable in 
general surgery, and in dental surgery, ophthalmology, 
and laryngology, otology, and rhinology. At the Univer- 
sity of Durham the degree of Doctor of Surgery (D.cH.) 
is offered in addition to the degree of Master of Surgery 
(M.s.). Liverpool offers the orthopedic degree of 
M.CH. ea the regulations for which have lately been 
revise 


Master in the Science of Obstetrics ‘and Master of 
Midwifery 

The Irish universities saci the degree m.a.o. The 
Society of Apothecaries of London grants the Mastery 
of Midwifery (M.M.Ss.A.) upon examination in obstetrics, 
pediatrics, and public health. The examinations are 
held in May and November, and regulations may. be 
obtained from the peel Apothecaries’ Hall, Black 
Friars Lane, E.C.4. 


MEMBERSHIP AND FELLOWSHIP 


The Royal College of Physicians of London confers 
the Membership (M.R.C.P.), which is obtained by 
examination. Examinations are held four times in each 
year, and medical graduates and licentiates of the college 
over twenty-three years of age may sit for it. Details can 
be obtained from the secretary, Royal College of 
Physicians, Pall Mall East, London, S.W.1. Fellows of 
the college are elected annually at a general meeting 
of the college. 


The Royal College of Surgeons of England grants a 
fellowship to those passing the primary and final F.R.C.S. 
examinations. . The primary examination is open to 
those who hold a qualification registrable in the British 
Medical Register and to graduates in medicine and 
surgery of universities and medical colleges recognised 
by the council. Subjects of the pfimary examination 
are anatomy (including normal histology), applied 
physiology, and the principles of pathology. The final 
examination can be taken in general surgery, ophthal- 
mology, or otolaryngology. To be admitted to the final 
examination in general surgery candidates must produce 
evidence of having been engaged in acquiring professional 
knowledge for not less than two years (increased to three 
years as from 1949) after taking a medical qualification, 
and of having held the requisite resident surgical posts 
durmg a part of that time. Candidates for the final 
examination in ophthalmology or otolaryngology must 
have been qualified for three years and must have held 
general and specialist resident posts during an aggregate 
period of eighteen months. The primary examination is 
held in January and July; and the final examination 
is held in May and November. 
a fellowship in dental surgery, for which there is a primary 
examination in applied anatomy, and applied physio- 
logy and the principles of pathology, with special reference 
to the teeth and jaws, and a final examination in surgery, 
oral pathology and bacteriology, and dental surgery. 
Copies of the new regulations and full particulars may 
be obtained from the examinations secretary, Examina- 
tion Hall, Queen Square, London, W.C.1. 

Medical graduates who have been registered, or 
cligible for registration, for at least three years may 
apply for examination for membership of the Royal 
College of Obstetricians and Gynecologists (M.R.C.O.G.). 


\ 
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Particulars of the regulations may be obtained from the 


secretary, Royal College of Obstetricians and Gynzco-. 


logists, 58, Queen Anne Street, London, Wels 
The fellowship (F.R.C.0.G.) is granted to members 
who are judged by, the council to have advanced the 


‘science and art of obstetrics and gynecology. 
Graduates may become members of the Royal College. 


of Physicians of Edinburgh (M.R.C.P.E.) on passing an 
examination, particulars of which may be obtained from 
the secretary, 9, Queen Street, Edinburgh, 2. 

The fellows are selected from among the members 
by the council of the college, and receive the designation 
F.R.C.P.E. 


Fellowship of the Royal College of Surgeons of F Edin- 
burgh (F.R.C.S.E.) is granted to medical graduates who 
pass the required examinations. Under new regulations 
which come into force at the beginning of next year the 
examination will be divided into two parts—the first 
on anatomy and physiology and on pathology and 
bacteriology, and the second on the principles and 


practice of surgery and on one of four special subjects. . 


to be chosen by the candidate. Unsuccessful candidates 
who appeared for examination on or before March 15 
this year may still elect to be examined under the éxisting 
regulations. Particulars of the regulations may be 
obtained from the clerk of the college, Surgeons’ Hal, 
18, Nicolson Street, Edinburgh. 


The Royal Faculty of Physicians and Surgeons of 


Glasgow grants, after examination, a fellowship regis- 


trable by the G.M.C. as an additional qualification 
(F.R.F.P.S.G.). Admission is by examination and subse- 
quent election. The candidate may be examined in 


1 


either medicine or surgery ; and for both examinations . 


new regulations will come into force on June 1, 1949. 
From this date candidates for the fellowship in medicine 
must bave been in possession of a recognised medical 
qualification for not less than three years, and must 


have been engaged during one of these years in full-time _ 


clinical work in a recognised hospital and have spent 


two other postgraduate years in medical work approved | 


by the faculty.. Candidates for admission to the fellowship 
in surgery will be required to possess a recognised 
medical qualification and to pass a primary and a final 
examination. For admission to the final examination 
candidates must have been in possession of a recognised. 
medical qualification for not less than three years and 


produce evidence that they have been engaged, after 


qualifying, for one year in full-time clinical work in a hos- 


pital approved by the council and for a further two years ` 
Alterna- . 


in the study of surgery or its allied sciences. 
tively, candidates may submit themselves for examination 
in one of the following subjects : obstetrics and gynæco- 
logy, ophthalmology, or otorhinolaryngology. Details 
may be had from the secretary of the Royal Faculty 
of Physicians and Surgeons, 242, St. Vincent Street, 
Glasgow, C.2. 


Membership of the Royal College of Physicians of 
Ireland (M.R.C.P.I.) is granted on the result of an 
examination, the details of which may be obtained 
from the registrar of the college, 6, Kildare Street, 
Dublin. 

-` Fellows are elected by ballot from among the members, 
and receive the designation F.R.C.P.I. 


Graduates seeking the fellowship of the Royal College 
of Surgeons in Ireland (F.R.C.S.1.) must pass in two 
examinations, a primary 
the principles of pathology, and a final in surgery. 
Further particulars may be obtained from the registrar, 
the Royal College of Surgeons in Ireland, Dublin. 


The Faculty of Radiologists offers a fellowship (F.F.R.} 
to medical graduates of five years’ stan who have 
spent at least one year in general clinical work at an 
approved hospital, hold a radiological diploma, and have 
practised radiology exclusively for at least three years 
after obtaining that diploma. Candidates are required to 
pass an examination and submit a thesis. Candidates who 
hold higher medical or surgical qualifications may be exemp- 
ted from the examinations in’ general medicine, general 
surgery, or pathology. Full particulars may be obtained 
from the warden, the Faculty of Radiologists, 45, 
Lincoln’s Inn Fields, London, W.C.2. 


in anatomy, physiology, and. 
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> THE LANCET] 


*’ SPECIAL DEGREES AND DIPLOMAS 


The regulations for the following diplomas can be 
obtained by applying to the examining bodies concerned. 


Public Health 


A diploma in public health (D.P.H.) is granted by 
the English conjoint board, and by all the universities 
of the United Kingdom, except Oxford, Cambridge, and 
Sheffield. 

Courses for the D.P.H., suspended during the war, have 
heen resumed in most places, with curricula revised to 
meet the new G.M.C. requirements. te 


S 


Psychological Medicine 
The universities of London, Durham, Leeds, Man- 


chester, Bristol, Edinburgh, Belfast, Ireland (National . 


University), and the English and Irish conjoint boards 
offer diplomas in psychological medicine. (The Univer- 
sity of London also grants a diploma in psychology, 
taken chiefly by social workers.) ‘The courses for the 
diploma have not all been resumed. 


Radiology 


The Faculty of Radiologists grants a fellowship 
(B.F.R.), which has already been mentioned. The univer- 
sities of London, Bristol, and Edinburgh and the English 
conjoint board offer two diplomas: one in medical 
radiodiagnosis (D.M.R.D.) and one in medical radio- 
therapy (D.M.R.T.). The London University course 
lasts two years; the Bristol and Edinburgh courses for 
the D.M.R.D..last eighteen months, and for the D.M.R.T. 


two years. The M.RAD. of Liverpool. University is . 


granted in either radiodiagnosis or radiotherapy after a 
two-year course. 


- Tropical Medicine 


- A diploma in tropical medicine and hygiene (D.T.M. & H.) 

is granted by Liverpool University jointly with the 
Liverpool School of Tropical Medicine, by the University 
of Edinburgh, and by the English conjoint board. 
Courses: are held at-the Liverpool School of Tropical 
Medicine, at Edinburgh, and at the London School of 
Hygiene and Tropical Medicine. of 


Gynecology and Obstetrics 


Medical graduates who are on the British Register, or 
eligible for registration on it, may apply to the Royal 


- College of Obstetricians and Gynecologists for examina- 


tion for the diploma in obstetrics (D.opsT.). The Univer- 


sity of Dublin also offers a diploma (D.G.0.) for which. 


a course is held at Trinity College ; candidates spend six 
months as residents in one of the three Dublin maternity 
hospitals. The Mastery of Midwifery granted by the 
Society of Apothecaries of London has already been 
mentioned. ! 


Ophthalmology .\ 7 
The English and Irish conjoint boards issue a diploma 
in ophthalmology (D.0.M.s.). The final examination for 
the F.R.C.S. may be taken in ophthalmology. Examina- 
tions for the D.o. of Oxford University will cease after 
the end of this year. 


_ Laryngology and Otology ' 


The English conjoint board offers a diploma (D.L.0.) 


` for those who have made a special study of the ear, nose, 
pharynx, and larynx. The final examination for the 
K.R.C.S. may: be taken in otolaryngology. 


Anesthetics 


The English and Irish conjoint boards offer diplomas 
in anesthetics (D.A.). Candidates must have special 
experience in giving anesthetics. 


Child Health 


Diplomas in child health (D.c.H.) are granted by the 
English and Irish conjoint boards; also by the National 
University of Iréland, with a course at University 
' College, Dublin. 
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Tuberculous Diseases - : j 

Examinations for the diploma in tuberculous diseases 
(T.D.D.) of the University of Wales have been 
resumed. . , 
Bacteriology yi | 

Diplomas in bacteriology are granted by the univer- 
sities of London and Manchester. Courses held at the 
London School ‘of Hygiene and Tropical Medicine and 
at Manchester begin in October and last one academic 
year. 
Clinical Pathology 

The University of London offers a diploma in clinical 
pathology (D.c.P.) for which a year’s course of study is 
required. ` l 
Physical Medicine 

The English conjoint board offers a diploma in 
physical medicine (D.PHYS.MED.). Candidates must have 
held a registrable qualification for two years, and must 
have had two resident appointments occupying not less 
than a year. 


Orthopedics | 


Liverpool University offers the degree of M.CH.ORTH. ; 
the course for it lasts fifteen months. 


Industrial Medicine . 
The University of Edinburgh, the Society of Apothe- 


A 


a 


caries of London, and the English conjoint board offer — 


diplomas in industrial health (D.1.H.). Courses are held 
at Edinburgh and Glasgow, and by the Society of 
Apothecaries of London and the Royal Institute of 
Public Health and Hygiene. 


DENTAL DEGREES AND DIPLOMAS 


There are schools of dentistry at the universities of London, 
Durham, Birmingham, Liverpool, Manchester, Leeds, Sheffield, 
Bristol, Glasgow, St. Andrews, Belfast, and Dublin; and at 
the University Colleges of. Dublin and Cork, in the National 
University of Ireland. London University offers a B.D.S. 
and an M.S. in dental surgery ; it also prepares students for 
the’ L.p.s. of the Royal College of Surgeons. This college 
has lately instituted a fellowship in dental surgery (F.D.s.). 
St, Andrews offers a B.D.s. Leeds grants a diploma (L.D.s.), 
a baccalaureate degree (B.CH.D.), and mastership (M.CH.D.). 
Glasgow University and the University Colleges of Dublin 
and Cork grant a B.D.S. and a M.D.S., and Trinity College, 
Dublin, offers a B.DENT.sc. and a M.DENT.sc. All the other 
universities mentioned offer , L.D.S., B.D:S., and M.D.S. ; 
St. Andrews offers a diploma in public dentistry (D.P.D.) 
in addition. Licences in dentistry are granted by the Royal 
College of Surgeons of Edinburgh, the Royal Faculty of 
Physicians and Surgeons of Glasgow, and the Royal College 
of Surgeons in Ireland. The Royal College of Surgeons 
of Edinburgh and the Royal’ Faculty of Physicians and 
Surgeons of Glasgow confer a higher diploma in dental 
surgery. | 


THE MEDICAL WOMEN’S FEDERATION 


ALL qualified medical women are eligible as members 
of the Medical Women’s Federation, which has active 
local associations all over the country and in Northern 
Ireland, as well as a large London association and an 
overseas association linking up members all over the 
world. The federation is non-political. It provides 
medical meetings for its members and publishes a 
quarterly journal reviewing subjects of special interest 
to women doctors. These naturally cover a wide tract 
of social medicine, including maternity and child welfare, 
women in industry, the care of children and of difficult 
and delinquent children, the management of nursery 
schools and day-nurseries, women in prisons, children in 
approved schools and remand homes, the illegitimate 
child, and many related subjects. Advances in obstetrics 
and gynzecology, and psychological studies of women and 
children are also naturally of special interest to women 
doctors ; and recent work in these branches of medicine 
is reviewed in the journal. From time to time the 
federation undertakes social studies and publishes the 
results. It is also able to protect the interests of its 
members by presenting arguments in any cases where 
there has been discrimination against women doctors. : 
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The Defence Services 


Royal Naval Medical Service 


Medical officers are now admitted to the Royal Navy 
on a short-service engagement of four years or, in the 
case of National Service candidates who do not wish to 
serve for this period, are granted temporgry commissions 
in the Royal Naval Volunteer Reserve. Candidates 
must have had at least six months’ experience in a 
house-appointment. At present no women medical 
officers are employed. Candidates for the Royal Naval 
Dental Service. are also entered on short-service engage- 
ments of four years. 

Opportunities are given to medical and dental officers 
during their temporary service or short-service engage- 
ment to apply for transfer to the permanent service. 


Copies of regulations and forms of application may be - 


had from the Medical Department of the Navy, Queen 
Anne's Mansions, St. James’s Park, London, S.W.1. 


Royal Army Medical Corps 


Direct applications are now invited for short-service 
Regular Army commissions in the R.A.M.C. for a period of 
eight years of which the first four years will be on the active 
list of the Army and the remainder on the Regular Army 
reserve of officers. Appointment will be in the rank of 
lieutenant. Candidates must be: (1) normally not over 
30 years of age, (2) British subjects whose parents are 
British subjects, and (3) registered under the Medical 
Acts in force in Great ‘Britain and Northern Ireland. 
Such officers will, during the last fifteen months of service 
on the active list, be considered for appointment to a 
permanent Regular Army commission. If they do not 
desire or. are not selected for a permanent commission 
they will, on completion of their four years’ short service 
on the active list, receive a gratuity of £600. Full condi- 
tions of service and forms of application can be obtained 
on application in writing to the Assistant Director- 
General, Army Medical Services (A.M.D.1), 38, Hyde 
Park Gate, London, S.W.7. On the. nomination of the 
Central Medical War Committee doctors are appointed 


to emergency commissions in the rank of lieutenant. 


During their period of service they can apply for a short- 
service Regular Army commission, and they can be 
subsequently considered for a permanent commission 
under the conditions already outlined. 


ROYAL ARMY DENTAL CORPS J 


Direct applications for Regular commissions in the Royal 
Army Dental Corps are not being invited at present. On 
the nomination of the Ministry of Health dental surgeons are 
appointed to emergency commissions with the rank of 
lieutenant. Such officers may apply at once for Regular 
short-service commissions under existing regulations, and if 
selected are eligible for appointment, at any time, to a per- 
manent Regular Army commission. Candidates for short- 
service commissions must be not over 35 years of age, and 
they must be British subjects whose parents are British 
subjects; they must also possess a degree or licence in dental 
surgery of a British university or recognised licensing body, 
and be registered under the Dentists Act in force in Great 
Britain and Northern Ireland and undertake to remain so 
registered throughout their service. If they do not desire 
or are not selected for a permanent commission they will, 
on completion of their four years’ short service on the active list, 
receive a gratuity of £500. Immediately on qualification 
dental surgeons wishing to enter the Royal Army Dental 
Corps should notify the Secretary, Ministry of Health, 
Whitehall, London, 8.W.1. 


Royal Air Force Medical Branch 
A scheme to grant short-service commissions to 


registered medical men of British nationality who wish 


to serve in the R.A.F. Medical Branch, or who wish to 
re-enter the Service, has now been approved. By its 
terms doctors under 30 years of age on application (for 
the next few years the age will be 32) will be considered 
for the grant of commissions for a period of four years 
on the active list, followed by a period of four years on 
the reserve. During his service on the active list a 
medical officer will be considered for the grant of a 


permanent commission. Should he not be selected for 
a permanent commission he will be eligible for a gratuity 
of £600 on completion of four years’ active-list servi 
on the short-service commission. 


The rank on entry will normally be that of flying officer, 
but allowance will be made for the full period of any 
previous service as a medical officer in the Royal Navy, 
the Army, the R.A.F., or the Indian Medical Service. 
There are also provisions under which entrants may first 
engage in a whole-time postgraduate appointment in a 
recognised hospital, or complete such an appointment if 


already held; in either case the period of the appoint- - 
ment, up to a maximum of one year, will count towards © 


seniority in the rank of flight lieutenant. Similarly, an 
entrant who has previously held such-a postgraduate 
appointment may receive an antedate of his commission 
equivalent to the period of the appointment, but not 
exceeding one year. Accepted applicants will be required 
to serve in any part of the world and will be required to 
pass an examination by a Service medical board to 
assess their fitness to do so, and also their fitness to fly 
as passengers. Further particulars can be obtained on 
application to the Under-Secretary of State for Air 
(D.G.M.S.), Awdry House, Kingsway, London, W.C.2. 


R.A.F. DENTAL BRANCH 


Short-service commissions for a period of four years in the 
Dental Branch of the R.A.F. are now available to qualified 
dental surgeons. Officers ‘holding short-service commissions 
will be eligible for selection for permanent commissions. 
Those not selected will receive a gratuity on completion of 
their short-service engagement. Further information may be 
obtained on application to the Under-Secretary of State 
for Air (D.G.M.S.). 3 ala 


Health Services at Home 


PUBLIC HEALTH 


THE introduction of the National Health. Service has 
no direct effect on the duties of the medical officer of 
health in environmental hygiene. .These responsibilities 
have evolved over the last hundred years from the basic 
sanitary -services introduced with difficulty and by slow 
stages at the instigation of the first m.o.H.s. Originally 
the M.O.H. was closely concerned with the detailed 


_ execution of all this sanitary work, but the passage of- 


years has led to the general acceptance of much that was 
originally secured with difficulty and spasmodically 
by his express personal intervention. Health depart- 
ments are now organised to allow the M.o.H. .freedom 
from much detailed work which can be effectively per- 
formed by trained lay officers or even transferred to the 
care of other departments, as in water-supply and 
sewage disposal. Naturally the extent of this devolution 
of responsibility varies widely. Rural water-supplies 
and sanitation remain a constant concern of the M.O.H. 
The supervision of housing conditions, again mainly 
through sanitary inspectors, is a Hhealth-department 
responsibility. All this work must remain under the 
general control of the M.o.H., and he must also supervise 
the quality of water-supplies even though their production 
is not his concern. Though less concerned personally 
with detailed sanitary work, he now supervises @ far 
wider field than his predecessor of a hundred years ago. 


Control of infectious diseases has always been one of the 
main concerns of the M.o.H. The old emphasis on isola- 


tion has now been replaced by the provision of modern ` 


hospital treatment, but there remains the active home 
follow-up. Bacteriologists have made great advances 
in the identification of different strains within certain 
of the pathogenic species, and. these new techniques, 
applied to epidemic control, have given the M.O.H. an 
instrument of precision in much of his epidemiological 
work. The application of specific prophylactic measures 
against various of the acute infections is now a major 
function of health departments ; and already the control 
tae diseases as diphtheria and enteric fever is in 
sight. 

The National Health Service Act has profoandly 
affected the work of the M.0.H.s of counties and county 
boroughs—local health authorities as they now are. 
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They have ceased to hold any responsibility for admini- 
stration of hospitals, except that some individuals are 
members of hospital management-committees. During 
the last nineteen years hospital administration has 
occupied the time of these M.O.H.s in some sense at the 
expense of preventive medicine in which they have been 
~ specially trained. Nevertheless it will rest very largely 
with them to secure close codrdination of hospital and 
preventive services at the management-committee level ; 


indeed their influence at this point is crucial. No other. 


medical men will be so well placed to survey the whole 
field of medical activity in an area. 
‘authorities have now formulated schemes, under part 3 
of the Act, for the provision of clinic and other services 
for mothers and preschool children, domiciliary midwifery, 
health visiting, home nursing, immunisation amd vac- 
cination, ambulances, care and aftercare, and domestic 
help ; and some -have preliminary schemes for health 
centres. This is a far more comprehensive range of 
personal health services than previously existed, especially 
when the increased scope of the School Health Service 
under the last Education Act is associated with it. 
The ».0.H. is the officer on whom the administration 
of these services falls. Their complexity and the need 
for local knowledge in -day-to-day administration has 
led most counties to devise schemes of divisional 
‘administration which are of particular importance 
to the student because of their effect on the path of 
entry to the public-health service, especially where 
divisional county posts are combined with the office 
of M.O.H. to one or more county districts. 

The mode of entry to the service will probably not, 
as in the past, be through’ the clinical side but through 
assistant administrative posts concerned with control 
of infectious diseases and organisation of clinic services. 
Thus there will be far less likelihood of medical officers 
who have taken postgraduate qualifications in public 
health devoting the rest of their: professional lives to 
clinical work in a limited field. The very fact that 
those who undertake clinical preventive work will also 
be engaged in curative work will bring the administrative 
medical officer responsible for the organisation of clinic 
services into far closer contact with his professional 
colleagues. It is probable that experieiced general 
practitioners will play an increasing part in the clinic 
services of local health authorities. For many years 
there will, of course, be whole-time officers engaged in 
clinic work, but it does seem likely that the public- 
health officer of the future will be usually concerned with 
organisation rather than with routine clinic duties. This 
redistribution. of work coupled with the provision of 
health-centre buildings for general practice by local 
health authorities should help to produce an ever closer 
association between M.O.H. and general practitioner— 
a voluntary association arising from a knowledge of the 
help each can give the other. 

The curriculum for.the diploma in public health now 
provides a first part which is suitable for men engaged 
in tuberculosis or venereal-diseases work; a certificate is 
given to those who pass the examination for part 1 
only. The course for part 2 provides for those who 
intend to take the diploma and enter the public service. 
Possession of a D.P.H. is necessary for anyone now 
seeking appointment,as a medical officer of health. 


INDUSTRIAL MEDICAL SERVICES ` 


THE term ‘“ industry ” includes not only work in. 
factories but also that in mines and quarries, transport 
undertakings, agriculture, and fisheries. ‘The industrial 
medical services are at present unevenly developed, but 
there is growing realisation that the health of industrial 
workers should be safeguarded in their work-places as 
well as in their homes. The reasons for this recognition 
- are not wholly altruistic, for it is now recognised that 
output depends on the health and wellbeing of the 
workers. In this period of transition it is not possible 
to forecast the final form of the industrial medical 
services, but it is likely that they will be integrated with 
the National Health Service. In any case, many doctors 
in the future will find their life’s work in industrial or 
occupational medicine. University chairs devoted to 
the subject have been set up at Manchester and Durham, 


and readerships at Glasgow and Edinburgh. The / 
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chairs of social medicine at Oxford and Birmingham 
also include industrial medicine within their terms of 
reference, and students are likely to hear more about 
this subject in their undergraduate courses. Postgraduate 
courses are held from time to time in London, 
Birmingham, Sheffield, and Manchester. Diplomas in 
industrial health have recently been instituted by 
the Society of -Apothecaries, the Conjoint Board of 
the Royal Colleges of Physicians and Surgeons, Edin- 
burgh University, and. the Faculty of Physicians and 
Surgeons of Glasgow. : 

Several Government departments deal with various 
aspects of the industrial medical services. For instance 
the Post Office, which employs more workers than any 
other department, has had a medical service since 1855 ; 
and since it deals with engineering and manual workers 
in addition to office staffs, it is partly an industrial 
medical service. The Ministry of Fuel and Power has a 
mines medical service, described below, which is respon- 
sible for the health of miners; in addition, the newly 
formed Coal Board is setting up its own medical service. 
The Ministry of Supply has a staff of medical officers 
which deals mainly with the health of workers in the 
Royal ordnance factories. The Silicosis and Asbestosis 
Medical Board, which used to deal with the diagnosis 


‘and. certification for compensation of cases of silicosis, 


asbestosis, and some other forms of pneumoconiosis, 
has now been taken over by the Ministry of National 
Insurance, At present there are 20 whole-time medical 
officers, who carry out these functions in addition to 
making pre-employment and periodical medical examina- 
tions of workers in certain industries liable to produce 
silicosis and asbestosis. The organisation is being 
rearranged to comply with the functions of the Ministry 
under the Industrial Injuries Act, which came into force 
this year. A separate board, consisting of 3 doctors was 
set up in Manchester in 1941 to supervise cotton-workers 
who develop byssinosis and to issue compensation 


certificates. 
i l FACTORY DEPARTMENT 
The main Government department supervising the 


health of industria] workers is the Factory Department 


of the Ministry of Labour and National Service. This 
department, which dates from, 1833, administers the 
Factories Act, 1937, with its regulations on accident 
and sickness prevention, hours of work, amenities, 
first-aid and ambulance rooms, and canteens. The staff 


numbers about 350, of whom 16 are medical inspectors. - 


All members of the department, whether lay or medical, 
take part in activities directed towards preventing ill- 
nesses and maintaining the health of the factory popula- 
tion. The medical inspectors are stationed in London, 
Birmingham, Sheffield, Liverpool, Bristol, Manchester, 
Glasgow, Leeds, and Wolverhampton, and from these 
centres they are able to deal with factory health and 
conditions in any part of the country. Under them 
1750 general practitioners give part-time service as factory. 
examining surgeons, examining all young entrants into 


industry, and periodically all those engaged in specified _ 


dangerous processes. 


WORKS MEDICAL OFFICERS 


At the end of 1945 there were 143 whole-time and 903 
part-time factory officers. Compared with the 1943 
figures, there were 33 fewer whole-time but 153 more 
part-time doctors engaged in industry. More recent 
figures are not available, but it can be said that the war- 
time expansion of factory medical services is being 
maintained in peace-time. At present works’ doctors, 
except those in Government factories, are paid by private 
employers or firms ; and the workers sometimes tend to 
distrust the doctors’ opinions on this account. In ‘a 
comprehensive medical service it should be possible to 
arrange that the doctor is employed by the State or by 
some other neutral body. 
who are interested in social problems have wide oppor- 
tunities for their study and can also undertake the 
teaching of health and hygiene. . They can strengthen 
the bonds between the factory service and the general 
medical and hospital services, treat accidents, reduce the 
chances of sepsis, follow up serious cases, and ensure that 
patients all return to work in the shortest time compatible. 


t 


~ 
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with adequate treatment and reablement. Inevitably 
they will have to play an important rôle in the schemes 
for resettling disabled persons in industry. With their 
first-hand knowledge of the processes carried out and of 
the physical and mental capacities of the workers, they 
will be able to place the disabled persons in suitable 
jobs and keep them under observation. Š 


RESEARCH 


Apart from investigations and. research into industrial 
diseases conducted by medical inspectors of factories, 
mines’ medical officers, works’ medical officers, and 
examining surgeons, much fundamental research into 
environmental] conditions has been carried out by investi- 
gators of the Industrial Health Research Board of the 
Medical Research Council. Problems investigated include 
those of hours of work, lighting and vision, heating and 
ventilation, accident proneness, and sickness-absenteeism. 
The investigations have been mainly physiological and 
statistical, but clinical studies have also been made 
under the ægis of the Industrial Pulmonary Diseases 
Committee of the Medical Research Council, and include 
inquiries into the pneumoconiosis of coalminers and the 
byssinosis of cotton-workers. It became apparent that 
more clinical: research into occupational diseases was 
needed, and the council in 1942 appointed a director of 
research in industrial medicine. In 1943 a department 
for research was established under the council at the 
= London Hospital, and more recently, in conjunction 
with the Ministry of Fuel and Power, a bureau for research 
into pneumoconiosis among South Wales coalminers was 
established at Cardiff. Research into industrial-health 
matters is also being undertaken by the university 
departments mentioned above. 


The Association of Industrial Medical Officers was 
formed some years before the war by doctors interested 
in industrial health, and branches have been established 
in various parts of the country ; the British Journal of 
Industrial Medicine is sponsored by the A.I.M.O. in 
conjunction with the British Medical Association. 


MINES MEDICAL SERVICE 


‘THE Mines Medical Service of the Ministry of Fuel and 
Powér since its inception in 1943 has consisted of a 
chief mines medical officer and his deputy at headquarters, 
and a medical officer in each of the eight main coal- 
producing regions of the country. These officers have 
been selected primarily on account of their experience of 
and qualifications for mining medical work; and by 
virtue of their special knowledge of the environmental 
factors in mines they act in an advisory and consultative 
capacity to the Minister of Fuel and Power and his 
administrative officers, H.M. inspectors of mines, mine 


managements, other Government departments, medical 


bodies, and others concerned. 


The work of the mines medical officers is directed to 
securing that the health of the mine-workers is main- 
tained at the highest level, particularly in relation to 
occupational factors. They are therefore concerned with 
supervision of medical arrangements (including first-aid) 
at mines themselves, and with ensuring that medical 
treatment and rehabilitation are: available for mine- 
workers following injury or illness, and that these facilities 
are used to the best advantage. Where the provision of 
a necessary service falls short of need, it is their duty to 
propose improvements. They are also concerned with 
investigation and research into illness among miners. 


During the war years, the Ministry of Fuel and Power’s 
medical]. staff was necessarily concerned with certain 
temporary work, such as the medical aspects of recruit- 
ment and conservation of man-power. Certain per- 
manent schemes, however, were put into effect, prominent 
among which is that whereby workmen who are injured 
at the mines, where they are often not readily accessible 
to a doctor, can have morphine administered to them by 
specially selected certificated first-aid men employed at 
the mines. Long-term policies were also developed, and 
some of these are now well established, such as the 
arrangements for medical examination of all entrants to 
coalmining below 18 years of age and the medical 
examination, including X ray, of all entrants, irrespective 
of age, to the South Wales coalfield. . Another develop- 
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ment of significance is the provision at certain mines of 
medical-treatment centres staffed by a State-registered 
nurse who will be under the direct supervision of a 
doctor. This scheme is already in operation at a number 
of mines; when it is functioning fully it will provide 
workers with early treatment of a very high standard. 
Since Jan. 1, 1947, the National Coal Board has 
operated the coalmines of the country in accordance 
with certain statutory requirements, one of which is 
to secure the health of the persons they employ. To 
implement this requirement, the Board are in the process 


of engaging medical staff to advise them on matters of: 


health and to exercise medical supervision of their 
employees by continuing the development of the scheme 
initiated by the Ministry of Fuel and Power. As the 
work of the National Coal Board doctors develops, the 
Ministry’s Mines Medical Service will be freed to devote 
more of its attention to additional constructive work 
which has had to be left in abeyance while temporary but 
immediate problems were dealt with. 


: PRISONS AND BORSTAL INSTITUTIONS 


AT the larger prisons whole-time medical officers are 
appointed, and at the most important ones principal medi- 


cal officers are assisted by one or more medical officers. 


Salaries are in accordance with the general Civil-Service 
scales, and appointments are pensionable ; unfurnished 
quarters are provided at most prisons, at a moderate 
rental. Preference is given to candidates with practical 
experience of psychological medicine and good all-round 
knowledge of general medicine and surgery. Appoint- 
ments are made by the Civil Service Commission, 
6, Burlington Gardens, London, W.1, to whom all 
inquiries should be addressed. 


At the smaller prisons no whole-time medical officers 
are employed ; local practitioners are usually appointed 
as part-time officers. Further particulars of these appoint- 
ments can be obtained from the Prison Commissioners, 
Horseferry House, Dean Ryle Street, London, S.W.1. 


,- Services Abroad . 


~ 


COLONIAL MEDICAL [SERVICE 


VACANCIES in the Colonial Medical Service occur most 
often in tropical Africa and Malaya. Medical officers 
must be British subjects holding medical qualifications 
registrable in the United Kingdom, and should have had 
at least twelve months’ experience in hospital appoint- 
“ments since qualifying. Candidates for permanent 
service must have been born after Jan. 1, 1907, but 
contract appointments are also available in certain 
territories for doctors born before this date. 


Medical officers are usually appointed in the first 
instance for general duties, which require all-round 
ability and a balanced outlook upon both preventive 
and curative medicine. Selected candidates may be 
required to take a course in tropical medicine and 
hygiene before proceeding overseas, or to attend such 
a course during their first leave. Some posts are purely 
concerned with public-health work, and for these the 
possession of a D.P.H. or some special experience in 


preventive medicine is necessary. There are ample 
opportunities for field investigation, while officers with 
special aptitude are encouraged to obtain such higher 
qualifications as will enhance their value to the Service. 
Officers possessing qualifications or experience in patho- 


logy would be considered for appointment to the labora- 
tory establishment. Workers. in this branch carry out 


pathological and chemical examinations for clinical, 
forensic, and public-health purposes, and also conduct 
researches into local problems. Specialist appoint- 
ments and higher administrative posts are filled by the 
promotion of officers possessing appropriate qualifications 
and ability. There are occasional vacancies for medical 


women with experience in gynecology and obstetrics, 
school health, and child welfare. 


The total establishment of the various government 
medical departments amounts to about 700 European 
medical officers and about 1200 locally appointed medical 
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Depending upon the territory, such diseasės 


officers. 
as malaria, yaws, leprosy, sleeping sickness, plague, 
yellow fever, cholera, and other conditions associated 


with the tropics are encountered, in addition to the 
‘usual diseases of temperate climates. An officer in 
the Colonial Medical Service has special opportunities 
for the practice of preventive -medicine, and there is 
ample scope tor those interested in the clinical aspects 


of disease or in field research. The medical services. 


will be considerably expanded in order to fulfil schemes 
. for raising health standards in all colonies. Full particulars 
of terms and conditions of service may be obtained from 
. the Director of Recruitment, Colonial Office, 15, Victoria 
Street, London, S.W.1.: 


SOUTHERN RHODESIA MEDICAL SERVICE 


THE government of Southern Rhodesia maintains a 
medical and public-health service-with an establishment 
of 1:19 whole-time administrative, specialist, or public- 
health officers and government medical officers. The 

rates of pay for the whole-time officers are : 


Annual salary 


' Secretary for Health .. ng £1980 
Director of preventive services ; director of 
_ curative services .. > eg 8s r} £1760 


eens media coe of neon > 2 oreo 

rs of laboratories ; medical. supe en- T A ATAS 

dent, leprosy hospital; medical superin- £1485-£55-£1650 
tendent, mental hospital Sat. gS Sake 


Senior schools medical officer; 2 radiologists £1265-£55~-£1650 


Nutrition officer; radiologist ; pathologist ; gl fate 
psychiatrist .. Ne ~ : Y £1265-£55-£1430 
Assistant medical superintendent, mental 
f hospital ae ae as ie i £1100-£55-£1265 


Schools medical officer (man); 
medical officers (women) ~.. 


2 schools}  2935-£33-£1100 
Government medical officers are graded as follows : 
£1485-£55-£1650 


.. £660-£27 108.2990 


2 senior government medica) officers 


48 government medica] officers 


In addition to the salary scales shown, there is a cost-of- 
- living allowance varying from £78 to £150 a year on a 
_ sliding scale. Children’s allowances are also paid. 


Whole-time medical officers and the two senior govern- 
ment medical officers are not permitted private practice 
but are allowed consultant practice. Government medical 
officers, except those stationed at Salisbury or Bulawayo, 
are allowed private practice, the value of which varies 
from £100 per annum upwards, according to the station. 
The duties of government medical officers include super- 
vision of the 15 government hospitals and 76 native 
clinics, and attendance on police, boarders in government 
schools, and prisoners. They also undertake medicolegal 
work and public-health duties. Leave may be granted 
at the rate of one-eighth of service, and may be taken 
in periods not exceeding 184 days at a time. Study leave 
may also be granted. After two years’ service medical 
officers under the age of 45 can be appointed to 
the fixed establishment, and contribute to a pensions 
scheme. The retiring age is 60. On appointment, govern- 
ment medical officers are usually stationed at Salisbury 
or Bulawayo, where they are paid an allowance of £200 
per annum in compensation for not being allowed ‘to 
undertake private practice. They are usually required 
to do relieving duties at various out-stations until 
appointment to a permanent post. Appointments in 
Great Britain to the service are made through the High 
Commissioner for Southern Rhodesia, Rhodesia House, 
429, Strand, London, W.C.2, who will supply further 
details on request. 


SUDAN MEDICAL SERVICE 


RECRUITMENT from England of medical inspectors is 
at present in abeyance. It is possible that there will be 
vacancies in the near future for posts carrying with them 
certain special duties, but no information about the 
terms of service and the experience required is at present 
available. | 


education. 


-is -a school of the University of London. 


MEDICAL MISSIONARY SERVICE 


CHRISTIAN medical men and-women who wish to offer 
their services where the need is greatest will find oppor- 
tunities in medical missionary work. There are uni- 
versity medical schools, central and rural hospitals, 
and : many opportunities for public-health work and 
research. Christian missions can claim to have. given 
China a modern medical profession. In India and °: 
Pakistan they have helped to maintain high ethical and . 
professional standards, and have specialised in nursing 
In Africa and other primitive regions they 
have pioneered rural health services and the training 
of subordinate staff. All over the world the work is 
becoming integrated with the government services though 
still maintaining its identity. For undergraduate candi- 
dates for the service there are hostels in London and 
Edinburgh, and also various scholarships. At least 
eighteen months or two years of resident appointments 
is advised for all, and special diplomas or higher degrees 
for some. Special missionary trdining is also required 
by some societies. Service is for terms of from two to 
six years according to the country and climate; there 


are opportunities for postgraduate study during furloughs. 


Offers for life service are expected, but short terms are 
considered. Salary is on a missionary subsistence basis 
with allowances, free passages and quarters, and pension 
provision. There are schools for missionaries’ children 
at home and in many of the fields. Applications from 
students or qualified men and women should be made 
either to the secretary of one of the denominational or 
interdenominational missionary societies, or through | 
the local branch of the Student Christian Movement 
or the Intervarsity Fellowship, or to the Chairman, 
Medical Advisory Board of the Conference of British ` 
Missionary Societies, Edinburgh House, 2, Eaton Gate, 
London, S.W.1. T 


Postgraduate Education 


In London 


The BRITISH POSTGRADUATE MEDICAL FEDERATION 
It coöperates 
with the Royal Colleges and’ other bodies in providing for 
postgraduatés in London, supplementing the provisions 


-at the undergraduate medical schools and teaching hos- 


pitals. The federation includes the Postgraduate Medical 
School at Hammersmith Hospital, with its university 
departments of general medicine, general surgery, 


` obstetrics and gynecology, and pathology, and institutes 


in the principal branches of medicine associated with the 
special hospitals. Appointments of the house-officer 
and registrar types in the hospitals and institutes provide 
the most valuable form of postgraduate education, and 
there are opportunities for research by selected graduates. 
In addition to the Postgraduate Medical School, the 
institutes included in .the federation are those of psy- - 
chiatry, neurology, child health, ophthalmology, laryn- 
gology and otology, diseases of the chest, cardiology, 
orthopedics, dermatology, urology, and dental surgery. 
These are in various stages of development, and the 
numbers of students that can be admitted to the clinical 
practice of some of the hospitals are limited. At all 
the institutes courses of instruction are given throughout 
the academic year; they are suitable for graduates 


in the early stages of their specialist education and also 


for those who have completed their practical training. 
Two or more years of hospital work in general medicine 
and general surgery after graduation are normally 
advisable before commencing work in the special branches. 


The work at the institutes is of an advanced type and is 


sufficiently comprehensive to enable graduates with 


suitable practical experience to prepare for higher 
degrees and diplomas. Emphasis is placed on clinical and 


laboratory teaching, 
demonstrations. 


The Postgraduate Medical School of London is associated 
with the Hammersmith Hospital, Ducane Road, W.12. 
The teaching in the clinical departments, based on ward work, 
is continuous and is supplemented by lectures during three 
ten-week sessions starting in January, April, and October. 


supplemented by lectures and 


' Heart Hospital, Westmoreland Street, W.1. 
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A course for the university diploma in clinical pathology, 
lasting one year, is available for a limited number of selected 
students. The department of radiology ‘of the hospital pro- 
vides courses for the diplomas in medical radiology of the 
university and the conjoint board. All these courses begin 
in October. Long-term and short-term tuition in anes- 
thetics is provided for a small number’ of students. ; 


The Institute of Cardiology is associated with the National 
Six appoint- 
ments of the registrar type are offered each year to physicians 
in training as cardiologists who already have a sound ground- 
ing in. general medicine. General physicians may enrol for 
full-time or part-time instruction for one term of approxi- 
mately three months. There are three terms annually, 
commencing in January, May, and October. Three intensive 
courses of lectures and demonstrations, each lasting a. fort- 
night, are held in February, July, and November. Twice a 
year a series of weekly lectures is held, chiefly for the benefit 


of general practitioners. 


The Institute of Child Health is associated with the Hospital 
for Sick Children, Great Ormond Street, and the Postgraduate 


“Medical School at Hammersmith Hospital; it also has an 


arrangement with the Queen Elizabeth Hospital for Children, 
Hackney. The institute provides tuition throughout -the 
year in three terms of three months each, commencing in 
January, May, and September, and in addition a series of 
lectures by specialists and experts in various spheres is given 
each term. i 

The Institute of Dermatology is associated with St. John’s 
Hospital for Diseases of the Skin, 5, Lisle Street, W.C.2. 


Clinical teaching takes place-in the outpatient department ` 


twice daily. There are also facilities for study and tuition 
in the pathological laboratory, but owing to the restricted 
accommodation no ward instruction is possible yet. A short 
course of lectures is given in the summer months, and a longer 


and more systematic course in the winter. Clinical assistant- . 


ships are arranged for more-advanced students. 


The Institute of Diseases of the Chest is associated with the 
Brompton Hospital, S.W.3. Students enrol for three months 
or more on what is at present an approximately half-time 
course. In special cases a whole-time programme can be 
arranged. There are three terms annually, commencing in 
January, April, and October. | 

The Institute of Laryngology and Otology is associated with 
the Royal National Throat, Nose, and Ear Hospithl at Gray’s 
Inn Road and Golden Square, W.C.1. A comprehensive 
full-time course lasting twenty weeks is held twice a year, 


commencing in January and July. “A part-time advanced | 


revision course lasting 10-12 weeks, suitable for students 


preparing for the higher qualifications, is held twice yearly, | 
approximately from February to May and from September to 


November. There are a number of appointments open to 
students, after completion of basic training in the specialty, 
which give good opportunities for acquiring and extending 


clinical experience. 


The Institute of Neurology is associated with the National 
Hospital for Nervous Diseases, Queen Square, W.C.I. 
More advanced students are appointed as clinical clerks 
in the wards or attached to special departments and the 
research laboratorics. Two ten-week courses,. which are 
whole-time, are held in the autumn and spring terms. 


The Institute of Ophthalmology is associated with the Moor- 
fields, Westminster, and Central Eye Hospitals. In addition 
to teaching by means of hospital practice, a routine lecture 
and tutorial course, lasting 4-5 months, is held twice a year 
commencing in March and October. Clinical teaching and 
Iéctures are given at a higher level for advanced students. 


The Institute of Orthopedics is associated with the Royal 
National Orthopedic Hospital, Great Portland Street, W.1. 
The practice of both the central hospital and the country 
branch at Stanmore is open to postgraduate students. 
Selected students have opportunities for taking an active 
part in the work of the institute and the hospital and of 
spending in the institute up to two years of their training. 
A comprehensive basic course of six months’ duration is 
held each year, commencing in October. Twice a year, in 
April and September, a one-week course in advanced clinical 
orthopiedics is held. 

The Institute of Psychiatry is associated with the Maudsley 
Hospital, Denmark Hill, 8.E.5. Training normally covers 
2-3 years after experience elsewhere in gencral medicine, 


‘psychological, 


and is based on responsible hospital duties under supervision, 
Regular series of lectures and demonstrations are given 
throughout: each of the university terms; clinical training 
continues throughout the year and includes seminars and 
case discussions. Students who, because of previous experi- 
ence, do not wish to take the’comprehensive two-year course 
will be able to attend limited series of lectures and clinical 
instruction. There are facilities for original investigations 
under supervision in the clinical departments and in the 
neuro-anatomical, electrophysiological, and 
biochemical departments. 
The Institute of Urology is associated with the combined 
school of St. Peter’s and St. Paul’s Hospitals, Henrietta 
Street, W.C.2. Three'courses of fourteen weeks’ duration 
are held: annually, commencing in January, April, and 
September. An intensive: two-week course suitable: for 


students taking higher examinations is held in September © 


and March. Limited numbers of clinical assistants are 
appointed in January ahd July each year. - a 


It is essential for prospective students to make their 
arrangements well in advance. Those sponsored: by 


their universities, governments, or other official bodies - 


receive first consideration in the allotment of vacancies. 
Established specialists from overseas, here for a relatively 
short time, who wish to see something of the practice of 
this country, are always welcome; they are regarded as 


visiting colleagues, and the experts in their specialties. 


are always ready to receive them and let them accompany 
them in their work and teaching. In addition, refresher 
courses for general practitioners are arranged at non- 
teaching hospitals in London and the home counties. 
The federation has a central administrative office at 
2, Gordon Square, London, W.@.1, to which inquiries 
should be directed. An information bureau of post- 
graduate activities in London and other university centres 
is maintained. i 


The NORTH’ LONDON POSTGRADUATE MEDICAL INSTI- 
TUTE holds courses in advanced medicine, advanced 
surgery, and obstetrics and gynecology; and instruction 


is given .in pathology, anesthetics, and radiodiagnosis. — 


Clinical instruction is given at Bearsted Memorial 
Hospital, Chase Farm Hospital, North Eastern Hospital, 


` North Middlesex County Hospital, and the Prince of 


Wales’s General Hospital. “During the coming academic 
year there will be eight-week -courses in advanced 
medicine suitable for those taking the M.R.c.P. examina- 


' tion, and eight-week courses in advanced surgery suitable 


for” those taking the F.R.c.S. examination. Further 
information can be obtained on application to the dean, 
Dr. J. Browning Alexander,’ the Prince of Wales’s 
General Hospital, London, N.15. | 


The FELLOWSHIP OF POSTGRADUATE MEDICINE, which 
has an office at 1, Wimpole Street, London, W.1, provides 
general information on postgraduate work, and arranges 
courses of instruction as follows: . l 

1, Weekend courses, occupying the whole of a Saturday 

and Sunday. These are given in various hospitals in 
such subjects as infectious diseases, industrial medicine, 
the rheumatic diseases, ear, nose, and throat diseases, 
children’s diseases, and clinical surgery. 


2. Courses specially suitable for, though not restricted to, 
candidates for the D.A., D.0.H., D.OBST.R.C.O0.G., and 
F.R.C.S. (primary and final). These include general 
medicine, neurology, general surgery, proctology, mid- 
wifery, children’s diseases, anesthetics and anatomy, 
physiology, bacteriology, pharmacology, and pathology. 
Some are full-time courses, lasting 1-2 weeks. Others 
are spread over Jonger periods, taking place cither in the 
mornings, afternoons, late afternoons, or evenings; 
they are intended particularly for postgraduates not 
free for full-time study. | 


In Scotland 

The EDINBURGH POST-GRADUATE BOARD FOR MEDICINE, 
representing the university and the Royal Colleges of 
Physicians and Surgeons of Edinburgh, arranges pro- 
grammes of graduate studies. Considerable develop- 
ment has taken place during the past year. 
now offers a comprehensive course in the medical sciences 
of anatomy, physiology, and pathology ; 280 hours of 


The board. 
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instruction are given in this course, 100 of which are — 


devoted to practical work ; in connexion with it a series 
of 12 open- ‘lectures are given by leading authorities in 
- their various specialties. The course in midwifery and 
gynecology which began in July is constructed primarily 
‘for those who already have considerable experience in 
‘this specialty and are preparing for the M.R.c.o.4. Two 


_ courses in internal.medicine, lasting 12 weeks, are held, 


starting -in April - ~and October of each year. These 
classes comprise lectures, lecture-demonstrations, clinical 
teaching, and clinical pathological demonstrations ; 
they are suitable for “grad 

medicine or who require a refresher course in the current 
outlook on internal medicine. Two courses in general 
surgery are held each year, starting in March and October. 
These courses are of 4!/, months’ duration ; they include 


lectures on surgical anatomy, surgical pathology, and . 
- selected surgical subjects, as well as clinical demonstra- _ 


tions and ward visits- for the class in small groups. In 
addition to the Edinburgh Royal Infirmary, other 
general and special hospitals in the city codperate in the 
provision ‘of clinical teaching facilities. General practi- 
tioners’ courses have been completely reorganised with the 
teaching either at the bedside or by means of lecture 
demonstrations. Emphasis is laid on recent advances 
‘in treatment, and free discussion as well as constructive 
criticism by members of the course is encouraged. 
The course held in May, 1948, was attended by 52 
practitioners. Open postgraduate lectures of wide 
interest are organised in conjunction with the courses 
in surgery and medicine. An increasing number of 
overseas graduates are attending these courses and it is 
the intention of the board to provide a hall of residence 
as soon as possible. Courses are often booked up several 
months in advance, so those intending to apply should 
do so at an early date. Applicants should write, giving 
particulars of their medical qualifications and post- 
 Biaaies, experience, to the Director of Postgraduate 

tudies, University New Buildings, Edinburgh, 8. | 


GLASGOW UNIVERSITY offers full-time intensive post- 
graduate courses in medicine and surgery twice a year. 
‘The courses run concurrently, are each of eight weeks’ 
duration, and. begin in mid-April and mid-October. 
‘These courses consist of clinical meetings, pathological 
, demonstrations, and lectures; they are primarily 
' designed for candidates training for the higher qualifica- 
_ tions in medicine and surgery. A short full-time intensive 
course in peediatrics will be conducted from Sept. 6 to 17. 
Courses ih ophthalmology, dermatology, and other 
‘specialties are _organised when the demand arises, and 


- gre advertised from time to time in the medical journals. 


Recognised training in diagnostic and therapeutic 
radiology is also available. 

: For general. practitioners refresher courses of a fort- 
night’s duration are held four times a year; they:consist 


. mainly of clinical demonstrations, but include also a 


few lectures on modern therapy. The next course will 
be held: in the latter part of September. All inquiries 
should be addressed to the Director of Postgraduate 
Medical Education, The University, aes Sahil W.2. ` 


Some Special Courses 
MEDICINE 


-Tbe Royal College of Physicians of London holds 
-œ series of advanced postgraduate lectures, including 
ome on pathology, biochemistry, &c. They are given 
four times a week apart from vacations. The lecturers 
` are drawn from the provinces as well as London. The 
.audience is limited to 200. Details can be obtained from 
the Secretary of the College, Pall Mall East, bondon, 
S.W.1. 

ox SURGERY 

The Royal College of Surgeons of England has 
\.arranged a number of lectures and demonstrations to 
be ‘held at the college. In surgery two series, each 
-of 12 lectures, will be given during October and April. 
In anesthesia two series, each of 45 lectures, will be 
given during October-November and March-April; in 
addition, tutorial classes will be held. Two series in 
.orthopedic surgery, each of 12 lectures, will be given 
-during January and July. Between October and 


OWS anuary, and also between March and May, there will be 


uates wishing to specialise in 


a sN of 72 lectures and practical demonstrations in 
anatomy, applied P hysiology, and pathology. Lectures 
in oral, dental, d general surgery will be held in 
September and February-March; and lectures and 
practical demonstrations on the application of the 
basic sciences to dental surgery will be held in July and 
January—February. The -college maintains a library, 
museums, and laboratories for the use of medical 
graduates from all parts of the world. Fellows and 
members enjoy these facilities by right, but they have 
also been made open, on suitable introduction, to other 
graduates of medicine, and to undergraduates. The 
Arris and Gale and the Hunterian lectures provide 
opportunities for the presentation of original work in 
anatomy, physiology, pathology, and surgery. The college 
awards several prizes for meritorious work, and fellow- 
ships for those who wish to ‘engage in. practical work or 
research. From next January residential accommodation 


‚will be provided for postgraduate students within the 


college. 


At St. Mark's Hospital, City Road, London, E.C.1, 
surgeons wishing to specialise in proctology may attend 
a six-month course, and postgraduate students working | 
for higher degrees may come for 1—4 weeks’ whole-time 
study. Intensive courses, each lasting one week, are 
held in conjunction: with the Fellowship of Posteraduste 
Medicine three or four times a year. 

The Royal College of Surgeons in Ireland holds a , two- 
month full-time course in surgery, beginning in April of 
each year. A one-year course has been instituted in 
anatomy, physiology, ‘and pathology, as a preparation 
for the primary fellowship. examination. 

OBSTETRICS AND GYNAECOLOGY 
The Combined Postgraduate Teaching School of Queen 


t 


Charlotte’s Maternity Hospital and the Chelsea Hospital 
for Women was formed two years ago to make available 


postgraduate teaching in obstetrics and gynecology’ at 
the two hospitals. Refresher courses have been held 
regularly at each hospital ; and twice a year there have. 
been intensive courses for those studying for the M.R.C.0.G. 
examination. In addition, postgraduates have been 
able to attend the practice of Queen Charlotte’ s Hospital l 
for periods of from 1 to 4 weeks. From Oct. 1 the 
Combined Postgraduate Teaching School, in conjunction 
with the Postgraduate Medical School of London, i isform- . 


_ ing an Institute of Obstetrics and Gynecology, under the ; 


British Postgraduate Medical Federation. 
PUBLIC HEALTH 


Most university courses in public health have now been 
revived. New requirements by the G. M.C. have caused 
universities to revise the course for this examination, 
which is now taken in two parts, the first leading to a 
certificate in public health (c.P.H.), taken after three, 
months’ work, and the second to the diploma. The’ 
London School of Hygiene and Tropical Medicine offers 
a course beginning in October and lasting nine months, 
and designed. primarily for those intending to seek 
posts as medical officers of health. . All vacancies for 
the full course for the diploma have been filled, and there 


is a waiting-list, but in view of the development and 


subdivision of medical work in the public-health service, 
some places in the course for the certificate have been 
reserved for doctors who intend to undertake public- 
health work other than that of a M.o.w. The Royal 
Institute of Public Health and Hygiene also offers courses 
for the diploma, conforming to the new regulations ; 
the next. course begins on Oct. 1. 


PSYCHOLOGICAL MEDICINE 


Courses for the diploma in psychological medicine 
are at present in abeyance at some universities. At the 
Institute of Psychiatry in the British Postgraduate 
Medical Federation, based on the Maudsley Hospital 
and Bethlem Royal Hospital, there are lectures, lecture- 
demonstrations, seminars, and practical work in the 
laboratories covering the relevant aspects of psychology, 
anatomy, and physiology of the nervous system, 
psychiatry of children and adults, delinquency, pathology 
fo nervous and mental disease, and related matters. The 
subjects of these lectures, which are given during the 
university terms, are grouped so as to meet the needs 
of postgraduate students at different stages of training. 
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At the Maudsley ‘Hospital, Bethlem Royal Hospital, 


and associated hospitals and clinics, clinical training is 
provided throughout the year for a limited number of 
students in the various branches of psychiatry. Informa- 
tion can be obtained from the Dean, Institute of 
Psychiatry, Maudsley Hospital, Denmark Hill, London, 
S.E.5. i 


At Edinburgh University candidates for the diploma 
in psychiatry (D.PSYCH.) are now required to spend at 


least three years in approved hospitals, clinics, labora-` 


tories, and other institutions. At the end of this period 
they attend an intensive five-week course before examina- 
tion. Intending candidates should enter their: names 
with the dean of the faculty of medicine before starting 
special study. 


At the Tavistock Clinic the psychotherapy of both: 


adults and children as outpatients, based on analytical 
concepts, which has characterised the clinic’s activities 


. in the past, is being developed, and particular attention 


is being given to group psychotherapy. In addition to 
therapeutic work the clinic and the associated Tavistock 
Institute of Human Relations are studying techniques 
in preventive psychiatry. These include mothers’ 
discussion groups, selection techniques, and techniques 
for improving interpersonal relations in’ school and 
industry and similar psychological’ and sociological 
procedures. 

In the clinic systematic training is at present available 
in the child-guidance department for a limited number of 
psychiatrists, educational psychologists, and psychiatric 
social workers. Facilities for training in the. adult 
department will be advertised later. Further information 
may be obtained from the Training Secretary, 2, Beau- 
mont Street, W.1. Organised training activities in the 
Tavistock Institute of Human Relations will probably 
be resumed this autumn; further information may be 
obtained from the Secretary, Tavistock Institute of 
Human Relations, 2, Beaumont Street, W.1. 


The: Institute of Psycho-Analysis, 96, Gloucester 
Place, London, W.1, provides training in psycho-analytic 
theory and technique.: The course is part-time and lasts 
about four years. It includes a personal analysis, atten- 
dance at lectures and seminars (held in the evenings), 
and clinical work’done under supervision. Students are 
required to obtain general psychiatric experience at other 
clinics and hospitals, since the institute does not set out 
to teach all aspects of psychiatry. Completion of the 
course to the satisfaction of the training committee 
qualifies the student for election as an associate member 


of the British Psycho-Analytic Society. In addition to- 


this main course designed for those intending to specialise, 
the institute gives briefer courses from time to time on the 
application of the principles of psycho-analysis to medical 


‚problems. These are advertised in the medical press, 


TROPICAL MEDICINE — | 
A diploma in tropical medicine is required by those 
seeking appointments in the tropics. Courses are held 
at the London School of Hygiene and Tropical Medicine, 
the Liverpool School of Tropical Medicine, and Edinburgh 
University. | 
MEDICAL STATISTICS 


~The department of medical: statistics of the London 


School of Hygiene and Tropical Medicine offers a short 
course, occupying two days a week for three months, in 
the principles of medical statistics and statistical methods. 
The course is held during April to July. It may also be 
held during January to April if sufficient applications are 


received. Application should be made not less than ' 


one month before the course is due to begin to the 
Registrar, London School of Hygiene and Tropical 
Medicine, Keppel Street (Gower Street), London, W.C.1. 


INDUSTRIAL HEALTH 


At Roffey Park Rehabilitation Centre residential courses 
lasting one week are held for doctors, works managers, 
trade-union officials, and social workers. The syllabus 
is divided broadly under two headings : (1) maintenance of 
fitness at work, and (2) rehabilitation and resettlement. 
Classes are modelled on the lines of the open discussion 
group. Inquiries should be addressed to the Secretary, 
Training Department, Roffey Park, Horsham, Sussex. 
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© “REGISTRATION 


No-oN®8 is a legally qualified medical practitioner unless 
his name appears on the Medical Register kept by the 
General Council of Medical Education and Registration 
of the United Kingdom. The council is a standardising 
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body, ensuring that there is a prescribed minimum of 
Medical education and examination requirements; it is 
also responsible for discipline within the profession. ` 
- The approximate ‘number of second-year students 
admitted to medical schools in the United Kingdom and 
in Hire was 2498 during 1945-46,-and 2793 during 
1946-47 ; for the year 1947—48 the number was 2797. e 
number of newly registered in 1946 was 2237 and in 1947 
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Numbers on the Medical Register., 


was 2787. Doctors temporarily registered by virtue of 

Defence Regulation 32 B or of the Polish Resettlement 
Act, numbering 4561 (of whom about 4200 are registered 
under the Defence Regulation), have been. enabled by 
the Medical Practitioners and Pharmacists Act to apply 
for admission to the permanent register, provided that, 
they are resident in Great Britain. Up to the beginning 

of this month just over 400 had been so registered ; the 
total number of applicants is about 1000. 


* The numbers shown as starting study are taken from the Medical 
Students’ Register up to 1938; and since then from returns 
made by the medical schools to the General Medical Couneil. 
Both forms of registration are incomplete, but latterly returns 


have been reccived from almost all schools. 
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BRITISH MEDICAL STUDENTS’ 
ASSOCIATION 


THs association was founded in 1940, and with the 
exception of five London hospitals its membership 


includes the student. body of every medical school in 


England, Scotland, Wales, Northern Ireland, and Eire. 

It is a purely professional body whose sole object is to. 
promote the interests of students, by providing a means 
of-communication between those at different universities 


-on the one hand, and with other professional organisations 


and Government departments on the other. 

One óf the most valuable ways of fulfilling this aim 
is in the organisation of clinical conferences, which are 
held in university centres each year, and which give 
students the opportunity to meet their colleagues from 
other schools, and to hear different teachers and see 
different hospitals. Previously organised only on a 
regional basis, the scope of these conferences has been 
‘extended during the past year, and in March a very 
successful national conference was held in London. 
A second conference of this kind is to be held in Edin- 
burgh in’September. The programmes include lectures 
and clinical teaching in general and special hospitals, 
visits to nearby centres, and social activities. An even 
greater achievement has been the o 
first Students’ International Clinical Conference, which 
was held this summer. Representatives of 24 countries 
spent a week each in London, Oxford, and Birmingham. 
It is hoped that this will be the first of a series held all 
over the world. | 


The association publishes its own journal, and has. 


representatives on various committees, such as those of 
the British Medical Association and the Scientific Film 


Association. It has organised exchanges with individuals 
and with groups of medical students abroad, and has, 


arranged various other amenities, such as the coupon 
concession for white coats achieved by negotiation with 


.the Board of Trade; through its central machinery 


students can obtain residencies at non-teaching hospitals 
during vacations. 


- The B.M.S.A. is now the acknowledged representative i 
© body for medical students. 


Its activities have, however, 
always been strictly confined to those calculated to 
promote the interests of medical students, as medical 
students. Nothing has been attempted, however desir- 
able, which does not satisfy this condition. The 
success of the association and the greatly increased 
recognition which it has achieved is largely attributable 


to the widening realisation of this limitation of its 


objectives. Correspondence should be addressed to the 
secretary of the association, B.M.A. House, Tavistock 
Square, London, W. C.1. 


EMPYRE MEDICAL ADVISORY BUREAU. 


THE British Medical Association has set up the Empire 
Medical Advisory Bureau with a view to making the 
stay of overseas medical visitors to this country as 
profitable and pleasant as possible, by welcoming them 
and providing a personal advisory service. The bureau, 
which is at B.M.A. House, Tavistock Square, London, 
W.C.1, caters mainly for Dominion and Colonial medical 


men and women who are staying in this country for - 


postgraduate education or other purposes. Information 


is obtainable about postgraduate education and courses 


of study for higher qualifications ; and inquirers can be 
put in touch with the authorities of the teaching institu- 
tions. The visitor who wishes to see something of the 
latest medical work in his own specialty can be put in 
touch with the appropriate experts. 

A register of suitable hotels and lodgings is maintained 
by the bureau, and every effort is made to help visitors 
to solve the problem of finding somewhere to live.. By 
social functions and in other: ways doctors from the 
Dominions and’ Colonies will be enabled to meet each 
other and preminent members of the profession in this 
country. General information about travel, sports 
facilities, exhibitions, theatres, &c., may also be had. 
The bureau can be of greatest service to the visitor if he 
writes as long as possible in advance of arrival, giving 
information on the following lines: projected date of 


-airival, mode of travel, whether accompanied by wife, 


aperce ‘of BAY, objects of the visit, and in what ways 


~ 
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assistance is desired. On arrival a letter of introduction 
from the local ‘hon. secretary of the visitors’ medical 
association, although not essential, would be welcome. 
The medical director of the bureau is Dr. H. A. Sandiford, 
to whom all communications should be addressed. 


'  GHANGE-OVER IN THE CONTROL 
OF RADIUM 


- ONE of the effects of the National Health Service Act 
is that, after nearly twenty years’ fine work, the National 
Radium Trust and the Radium Commission are coming 
to an end. The trust was created to augment the supply 
of radium (and later of radiotherapeutic apparatus) 
for medical treatment and to stimulate the advancement 
of knowledge concerning radium technique; whereas 
the commission’s duties were to arrange for the oustody, 
distribution, and full use of the trusts radium. It 
may be said that their bir h in 1929 was certainly timely 
and their, decease perhaps inevitable. The Royal 
Charter and the three supplemental charters under 
which they haye worked are to be surrendered. Their 
duties will in future be undertaken partly by a Ministry 
of Health committee and partly by the regional hospital 
_boards. Those who have shared in or witnessed the 
‘work of the commission may wonder whether there is 
likely to be a more practical way of organising the 
proper custody, equitable distribution, and full use of 
the radium publicly raised as a thank-offering for the 
King’s recovery from illness than the way that was 
chosen. Since 1929 there has been a consistent effort 
to put expert opinion into direct practice in the organisa- 
tion of radium therapy throughout the country, and the 
public have been well served by those who have willingly 
given their time to this end. 
A wise decision was taken in 1929 to aim, not at creating 
'a radiotherapy centre on the lines of the Institut du 
Radium in Paris or Radiumhemmet in Stockholm, 
excellent though the work of these institutions are, but 
to attempt the organisation of treatment throughout the 
country to the best practically attainable level. The 
first step was to set up national centres where radio- 
therapeutic departments of standing already existed, 
whose work was strengthened by the ancillary services 
inseparable from large general hospitals. Later, regional 
centres came into being as many parts of the country 
could not be served by the national centres. The 
support which the commission was able to give in putting 
this scheme into operation was extensive. Radium was 
«loaned to the centres at a very low charge, they were 
given complete freedom to have this radium in any form 
which their clinical plans required, and their work was 
supplemented.in many ways with a minimum of inter- 
ference. One of the most successful features of the 
work of the commission was the ‘way in which the 
members were brought into contact with the work of 
every centre by periodic visits; these were far from 
being mére visits of inspection for they served the dual 
purpose of keeping members abreast of the growing . 
needs of the therapist and of réassuring every therapist 
associated with this national organisation. that he had 
a good friend in the commission. 
‘The criterion by which the work of the commission will 


` be judged is whether the country would have done as 


well without it. To this there can be only one answer. 
When it began work our radium treatment lagged behind 
' that of other countries, whereas now it: bears comparison 
with any. The general level is high and many centres 
have contributed to important developments in technique 
which have stood the test of time. There is a fine spirit 
running through the radiotherapy departments of our 
hospitals, and, though it would be absurd to suggest that 
they created it, the Radium Commission has done 


-` much by fostering the conviction that the treatment of 


disease with radium was going to be well worth while. 


` 
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A Running Commentary by Peripatetic Correspondents 


AT that Mecca of Methodism, the Central Hall, West- 
minster, during the past fortnight hundreds of psycho- 
logists, male and female, young and old, from many 
nations, have been swarming up the big staircasé to vhe 
International Congress on Mental Health, and the 
lobbies and hall have been a veritable Tower of Babel. 
Nothing could have contrasted more—or could it ?— 
with the aquarium which used to stand on this site or 
with the rather naughty music-hall which was _ here 
before that. Speakers in the discussions, trying to 
cram long papers into the allotted five minutes, were the 
bane of the smart young lady and the gentleman who 
gave a running translation for the benefit of the French- 
speaking psychologists. It was interesting how these 
psychologists had to soothe their nerves after speaking 
by smoking a cigarette. And it was interesting, too, to 
hear the various pronunciations of ‘ ego.” l Personally, 
I was much relieved when one American psychologist so 
far descended from the heights as to talk about dropping 
banana skins, and when Lord Addison confessed to 
wanting 8 hours sleep in every 24. 

i . % % 


It was rather fun, when I first qualified 20-odd years 


ago, having 13 letters after my name; but I did not 
take the L.M.s.s.A. and the Corijoint to impress the 
uninitiated. In our hospital the main house-appoint- 
ments ran in succession—“ clinical,” A.H.S., O.P.0., and 


H.P. or H.S.—so once you got the first one you were ” 


almost certain to get them all. You could apply for 
clinical before you qualified, but this was risky, because 
‘if you did not pass your remaining exams during the 
3 months the job lasted you could not apply for A.H.s. 
and so you dropped out of the series. Being an optimist 
I applied for clinical when I still had one part of the 
Conjoint to pass, and I then proceeded to fail in it. This 
seemed a disaster of the first magnitude; my contem- 
poraries would go on but I must return to the status of 
student. | . 

I spent the next. weekend pitying myself, and on 
the Monday morning paid little attention to the wisdom 
of my chief on his round, At noon I had a brain-wave. I 
asked to be excused and shot round to the medical- 
school office. How about the ‘ L.S.A.” I asked; when 
could one take that ? The secretary told me there was a 
final exam. starting that very day, so I asked where the 
Apothecaries lived, juniped into the little Morris I kept 
in the hospital quad, and by 12.30 I was at their office. 

The exam. did not start until 2 P.M. But when I asked to 
take it they were politely firm: candidates must give 
at least 2 weeks’ notice; they must produce evidence 
of having attended a long list of courses and of having» 
passed a long list of preliminary examinations; they 
must pay 25 guineas—obviously I could not take the 
examination. In any case the secretary, who alone could 
admit candidates, would not be back from his weekend 
until after the paper had started. I said I would come 
back at 2 o’clock, though they told me it was useless. 

I dashed back to the hospital in the old Morris and spent 
the lunch hour in collecting certificates. None, I swear, 
was actually forged, though one or two would not have 
. borne very close inquiry. I also borrowed the 25 guineas, 
some of it-in 5-shilling contributions from generous but 
penurious friends. I got back to Apothecaries’ Hall at 
1.55 to find that the secretary—bless him !—had 
returned sooner than expected. He heard my tale; 
being young, I was very nearly in tears over it. He was 
sorry, but it was impossible, I must present myself next 
time. He went off to give out the papers, leaving me 
sitting sadly in his office. The clock ticked round, and at 
2.15 I got up to go. Then I thought I would stay a bit 
longer, and at 2.30, when I had just decided it was no 
good, in came the secretary, with a broad grin, to say that 
the examiners had considered my case and were making 
an exception in my favour. He led me in, and I sat down 
dazedly to do the paper. I did not know on what subject 
it would be, and I did not care. I did not worry even 
when there was a clap of thunder and a terrific downpour 
and I remembered that my poor Morris was still outside 
with the hood down. At last I came out, to be met by a 


policeman who tóok my name and address for leaving 
my car unattended in Queen Victoria Street. I told him. 


‘I had been taking an exam. unexpectedly, but I don’t 
‘think he believed me. oh ` 


That was not quite the last hurdle, for the results were 


‘due on the very evening when the committee met to 


appoint the new house-officers. I had a friend in the 
committee who promised to stay behind to take my 
application if the result was favourable and was out in 
time. It was a near thing—twice over, in fact—for I only - 


just passed in forensic medicine, and the verdict was 


announced with ten minutes to spare. ' 
* He * 


The six of us reached the river, after our long drive, 
at about 11 o’clock in the morning, when the West 
Indian sun was getting fierce. We had been held up a 
bit by meeting the District Agricultural Supervisor whose 
mule had strayed off while he was having a dip. The 
Admiral and Lady F—always, despite their age, 
interested in everything and everybody—had a chat with 
him and asked a lot of questions about his work. ‘His 
chief worry, apparently, was-.that the negroes wouldn’t 

a bother to cultivate the 
peasant smallholdings that 
the government of the 
island was offering them. 
When we got to the water, 
sweating after carrying our 
gear four hundred yards, 
we were glad to immerse 
ourselves (it was too shallow 
to swim) in’ the largest 
pools between the rocks. 
The Admiral: wore his 
Edwardian swimming cos- 
tume, but his wife decided 
only to paddle, as the water 
was chilly. ee e 

Afterwards we _ dressed 
and had our picnic lunch in 
the shade of a bamboo 

ie clump on the river bank. 
We were just polishing off the tinned peaches and lighting 
cigarettes when a troop of young negrdes appeared, 
holding a net strung out across the river and wading 
up-stream towards us. They were shouting to one 
another, waving brown arms and cutlasses, with which 
théy every now and then beat the water or burrowed 
excitedly under rocks. As they came closer, we saw 
that one of them carried a clump of fish strung priho 
mullet, lanky crayfish all brown and spiny, and flatfish 
with the disc-like suckers with which they cling to the 
rocks. The youths were marvellous physical specimens, 
wearing only shorts, with enormous shoulders and 
pectoral muscles, and as they came crowding round us 
to display their catch their amiable grins showed wonder- 
ful sets of teeth. One lad who had been naked had 
modestly wrapped a friend’s shirt round his waist before 
approaching. We admired the fish and gave them some 
cigarettes and the remains of our food, which vanished 
like magic. | aN 

“ What a wonderful life,” said the Admiral, as they 
went on up the river, ‘“ what a really wonderful life! 
To have this sunshine, all the food they want on the 
trees and in the river, and friends to go out fishing with 
on a Sunday morning. No wonder they won’t work— 
damned if I would either.’ | 
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Being confined to bed in one of. our more famous 
hospitals I have been reading one of those stories by a 
“ famous surgeon.” This has prompted me to write a 
few words about my own medical career which I intend 
shortly to publish under the title of The Peeling Knife 
or They Come by Arrangement with the Publishers. 

I was born of poor but proud and intelligent parents 
in Westphalia. At the age of twelve I obtained a post 
at the University of Presbonitz as a scalpel-sharpener, 


' and this gave me my first introduction to that enchanted, 


garden which was to make me one of the . foremost 


i 
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‘surgeons in Europe. 
up to the dissecting-room every 
myself with the grisly task of dissection in the dark, 
for, of course, I could not employ any light. This, 
you might say, was difficult, but fortunately I have 
always had an extraordinary sense of smell which not 
only enabled me to dissect in the dark but was to prove 
so useful in diagnosis in the glorious career which 
subsequently opened up for me. My only book was 
a copy of Zoroan’s Anatomy, written in Latin, and the 
task of first learning this language and then studying 
anatomy was, at the tender age of twelve, a grim one. 
-= However, with the image of Hippocrates constantly 
before my eyes, I was inspired to lay the foundation of 
what I may call, with all due modesty, a splendid and 
distinguished career. Besides my studies and my work 
as scalpel-sharpener, I was also engaged in running 
errands for a local eel-seller, and: as you can imagine 
my day was full. For three years I had no sleep at all, 
a habit which has stood me in good stead in many a 


long vigil by the bedside of a patient when engaged in 


the desperate struggle against ensuing death. 

At the age of twenty, I qualified M.D. at the University 
‘of Presbonitz, the youngest doctor in Westphalia. 
Ah, what vistas were opened up of service to humanity, 
of grim struggles with man’s mortal enemies, with myself 
at last a combatant. How proud my old parents: were, 
=- especially as after three years of work as a house-surgeon 
I was appointed fifth assistant to the great Professor 
Gorben and was able to send'them:a cheque for two 
million tonschkas (about 7s, 6d. in English money). 

‘Let me tell you about my. first notable case. 


The patient was a poor Westphalian peasant with a touching 


rustic simplicity.. By studying him with great care I was 
able to gain his confidence, a step which, as I always tell my 
younger colleagues, is essential in the successful manage- 
ment of any ailment, however trivial. This 
_peasant, I'll call him Bauer, told. me the 
whole story of his life, his work on the farm, 
and the careers of his seven children; and 
although I was forced to spertd many 
weary hours at his bedside taking his 
“ history,” as jt is called, I discovered 
something which even tlhe great Professor 
Gorben had missed. Picture the scene; a 
large hospital ward filled with professors, 
lecturers, house-surgeons, general practi- 
tioners,and students, with Professor Gorben, 
- “The Prof,’ as we affectionately called 
him, standing like a veritable Aesculapius 
among them. The Prof made a detailed 
examination of Bauer which took him 
3'/, hours and was interspersed with much 
magnificent teaching. Finally he drew 
himself up and said, 
‘ operate tomorrow.” A deathly hush fell on 
- the assembly, for all of them knew the 
seriousness of this operation, 
Gorben was the foremost exponent in 
the world.. With my heart fluttering in my mouth but with 
- the goal of scientific honesty before my eyes, I said, “ But 
Professor Gorben, ulcerative gingivitis has set in.” I will 
not dwell on the complex discussion which followed, in which 
the Prof put some searching questions to me. Sufficd it to 
say that two years later I received a hard-baked scone from 
Bauer, baked by Mrs. Bauer, on which was engraved, “To 
the Man who Saved my Life.” Ten years later. Bauer was 
appointed mayor of Présbonitz. 


. This hard-baked scone is still one of my noat ireasunsd 
possessions, despite my extraordinary sense of smell, 
* x ok 


Dr. X is very unorthodox in his teaching methods. 
After demonstrating to some students the technique of 
intravenous transfusion, he dashed into the clinic room 
and returned triumphantly waving the largest French 
needle. that he could find. ‘‘ Now we can practise,” 


~ he chuckled. But the poor students eyed the huge needle 


with fright and none of them made any move to dis- 
robe. However, without even asking for volunteers, 
Dr. X took off his white coat, rolled up his shirt sleeve, 
sat down, and directed one of the students to vene- 
puncture him, which the amazed pupil proceeded to do 


I utilised my position to sneak | 
night and. occupy | 


: Epsom salts.” 


“ Gentlemen, I will - 


of which ` 


to the accompaniment of garrulous advice from the 
doctor. As soon as blood flowed, the needle was removed, 
and without further comment the teacher displayed his 
other arm for another student to tackle. Some may 
argue that this is carrying teaching enthusiasm too far. 
Other students may expect me to submit sheepishly to 
their attempts to lumbar-puncture me. Our genito- 

surgeon is not the only one filled with alarm 


urinary 
lest, in these ultra-democratic days, students demand ` 


that he be the subject of their plumbing experiments. 


No wonder the Spens Committee oa special | 


remuneration for teachers. Y | 
Having been called to see Billy Joe’s cow (a week post 
partum and the nearest vet two hundred miles away), 
I asked what was wrong. “‘ She’s running a temperature, 
Doctor,’ was the reply. I immediately had visions 
of foul discharge, &c., and wondered how one would 
do a D and c on a cow. However, I asked what was the 
norma tempera- 
Ao ture of a cow and 
what was the tem- 
perature of my new 
patient. — ‘* Well, 
Doctor,’ I was 
told, “ you tell it 
by the `feel of its 
‘horns. They feel 
‘hot and they 
shouldn’t.’’ Rather 
- shaken by this and 
wondering what 


to see the animal. 
There seemed to 
be no vaginal dis- 
charge or cough, in 
fact no reason at all 
.- for the pyrexia. I 
decided to put 


{ 


Z 
L GO diazine, but: what 
dosage? I asked 


what the animal weighed. ‘“ It must be about three 


hundred and seventy pounds dressed ’’ was the reply.. 


Further ` questioning revealed this as -about five 
hundred pounds live weight. After some arithmetic, 
and allowing a bit for unknown idiosyncracies, I gave 
4 g. statim, followed by 2 g. four-hourly. I also 
instructed the owner to wire the vet. Next day we 
received a reply. “ Stop sulphadiazine. Give pound of 


commonest cause of puerperal pyrexia is constipation. 

My fee will be a cut from the calf, which will be G 

for the table? in eight oe ne | 
i * 

Medical ‘field-work is carne a small and often 
absent feature of the life of a medical registrar, who 
spends most of his time cloistered in a hospital. So 
it was with some enthusiasm that I set out to examine 
the brother of a patient who has a galaxy of congenital 
abnormalities. The study of my patient’s family, seven 
brothers of whom were alleged to have similar changes, 
was fraught with difficulties, for not only were they 
scattered throughout the British Isles, so the cost of 
financing a family reunion party for the purpose would 
be prohibitive, but there was no clue to their addresses. 
After a Herculean effort I had made contact with this 
one relation. 

As I entered the small urban dwelling I felt a slightly 
suspicious atmosphere and soon retired with the brother 


‘upstairs. The objects of my search were the finger- 


nails, the patellæ, and the buttocks.. With great self- 
control the various systems were routinely examined, 
and when eventually I laid a hand on his glutei my 
heart was filled with the joy of a collector as I detected 
the rare bony anomaly again. 

On returning to the parlour I found myself surrounded 


form of five young daughters, so I ventured to suggest 
that I made further examinations on the family, the 
exact nature of which I did not disclose. Chaos 


one did in hornless- 
breeds I went along. 


the cow on sulpha- . 


In my worry I had forgotten that the | 


4 


by slightly hostile potential clinical material in the | 
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immediately ensued, and a slamming of doors indicated 
the exit of the*valuable material. The hunt led to the 
nearby playground where after some coaxing the two 
younger members were persuaded to hold their hands 
warily through the railings. Once again dySplastic 
thumb-nails indicated that the chase must be continued, 
though fortunately the early return of the remaining 
daughters to the house saved me from having to utilise 
the swings and other apparatus to obtain their confidence. 
Finger-hails were then minutely studied with a hand lens, 
knees inspected, and buttocks palpated ; and all five small 
daughters, together with their married sister and her 
newborn baby, turned out to be built on a similar pattern. 
The atmosphere of hostility, aggravated by my use 
of the term ‘abnormal,’ which had been wrongly 
interpreted as referring to their mental equipment, now 
changed to one of stark incredulity, as if they were stand- 
ing before a benign lunatic. How could, I explain to 
them about genes, mutation, and the chromosomes ? 
It was hofeless. However, by a stroke of luck I 
mentioned that a report on them might appear in print. 
Instantly my quest assumed a new dignity, and when 
I left the family were feeling immensely important and 
certain of impending fame. oe 
* * xk 


, & 
Letter to a Nephew 


MY DEAR CHARLES, 
I am flattered that you should ask for my 

advice before finally deciding to take up medicine, 
but I must warn you that no easy straightforward answer 
will be forthcoming. Whether you are likely to do well 
‘in medicine, and if so whether I recommend general 
practice—these things depend entirely on what you are. 
Let me begin with a few questions. In the first place, 
why medicine at all? Have you chosen it in compliance 
with the family tradition, or do you feel the vocational 
urge, or are you after a worth-while job which will enable 
you to realise such ambitions for power, popularity, and 
the like as you may have? I mention three usual 


reasons for taking up medicine, but with your robust 


personality perhaps we can eliminate the first two. In 
my opinion, for what it is worth, pressure from without 
is a third-rate reason for becoming a doctor, though you 
will win the approval of your immediate environment if 
you profess to be swayed by it. As for the vocational 
urge, to tell you the truth I think it is just a little 
unhealthy ; it is not characteristic of a person who’ will 
withstand strain and carry responsibility with ease. At 
any rate, rest assured that I regard a desire to secure a 


- decent livelihood, with or without other ambitions, as 


Zz 


a very good starting-point; and you will find that most 
men who do well in general practice set out with some 
such aim in view. This stamps them as life-sized human 
beings with understandable values and motives, and it 
allows them to get on with their work unhampered by 
tensions such as fixed goals and high ideals engender. 


The less you court disillusionment in advance, the better.. 


If you have the ability to qualify—and it has to be 
fairly good ability these days—you will be confronted by 
your next choice. There is no need to ponder the problem 


“unduly at this stage, for you will find that your own 


personality will solve it for you; if you are restless and 
ambitious enough, you will disregatd circumstances and 
strike out on -your own, probably becoming a specialist 
or scientist. If your urge meets with an odd chance you 
may find yourself in a local-government post of some 
kind, and if nothing urges you away from the path of 
least resistance you will probably try general practice. 
Do not make the mistake of imagining that anyone can 
succeed in general practice. I[tisatest of quality and endur- 
ance not met in the specialised branches of the profession. 

You will be successful if you are loved and trusted, 


and you will be loved and trusted if no character fault 


stands in your way. So far as I am aware you have none, 
but if you had, general practice would soon bring it out 
and you would have to make the best of it as an indiffer- 


IN ENGLAND NOW 


` 
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ent doctor: There are å number of these, and only an 
exceptional piece of luck will enable them to get out of 
general practice and possibly make good elsewhere. Most 
of them will remain minor or major misfits, and the best 
advice one can give them is that they should cut their losses 
and stick to jobs well within their capacity. Locumships 
and assistantships offer a very reasonable living without 
imposing the strain which will tax a less-than-healthy 
personality to breaking-point. ` Within such limits the 
indifferent doctor can still be an adequate doctor. Ba 

However, let*us suppose that you will make a success 
of it. You will want to know something about a successful 
G.P.’s life. - Have you ever wondered, Charles, what it 


is that sustains the good family doctor, and how ‘he. 


contrives to look flourishing and serene on hurried meals, 
interrupted nights, and a permanent load of responsi- 
bility ? It is something of a miracle surely, for you must 
remember that he deliberately clings to a calling which 
makes the most extraordinary demands on him: he has 
to make instant and serious decisions when woken up 
in the middle of the night ; he cannot afford to feel too 
ill or too tired to see the patient who needs him, par- 
ticularly ;when the patient is seriously ill; and yet he 
will: be his breezy and affable self in surgery the next 
morning no matter how he spent the night. Is he a 
superman, or an oddity. intent on amassing money f 
I hope you are dismissing these wild conjectures. 

Try asking yourself why you send for one particular 


‘man when you are anxious and distressed. From him 


you expect something more than medical skill;. and 
the greater your predicament, the more you depend on 
the support and reassurance of one personality rather 
than any other. Why? If you examine the question 
realistically you will find that you have placed your 
confidence not ina saint or a freak, but in a wise, kindly, 
reliable human being. His humanity will be obvious to 
you from what he has to give, but that is only one half 


of him ; you must now ask yourself what he takes, for | 


you cannot give-him hufnan stature by just assuming 
that he is ‘‘ made that way,” that he will be quite happy 
as long as he can go on giving. So far from being negli- 
gible, his takings are the real secret_of the driving-force 
which sustains him; but what are they? Well, it is 
rather satisfactory to have people depend on you, hang 
upon your every word, regard you as a friend, and put 
their confidence in you. You like dealing with them, you 
give affection in return, you move and work in a friendly, 
tension-free atmosphere. In short, it is the much- 
maligned doctor-patient relationship, which I have tried 
hard to avoid mentioning since you have heard so much 


about it already and are very pardonably sceptical of it. 


Nevertheless, it is a relationship emotionally so rich and 
satisfying that it will keep your doctor vital and happy, 


and it is of an order which constitutes an end in itself. , 
It has nothing whatever to do with medical ethics, 


finance, or methods of administration ; if you like, you 
can call it love, though you will need to interpret the 
word rather carefully. Perhaps it will help if you imagine 
yourself as a doctor in relation to a household which 
you can transform by your mere presence. in the sick- 
room ; what does such a household give you? It has 
placed implicit trust in you in preference to anyone else ; 
it gives you affection and respect, and it invésts you with 
enormous power—power which overwhelms you at first, 
and makes you feel rather humble. You can change the 
tenor of their lives with it, not necessarily by curing the 
sick, but by infusing your strength and- courage into 
them so that they will accept the inevitable with some- 
thing like triumph instead of helpless dejection. I ask 
you, could any effort of yours be called unrewarded with 
all these gifts spread before you, and could you name 
any reward which you would rather have ? Well, Charles, 
shall we say it’s worth it ? . 
YOUR AFFECTIONATE UNCLE. 


‘used for each member of the family. 
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Notes and News 


THE PENSIONER IN HOSPITAL 


UNDER the National Insurance (Overlapping Benefits) 
regulations a patient who has been eight weeks in hospital 
will find that his sickness benefit or pension is cut by ten 
shillings a week, and that after a year a further reduction 
willbe made. But in a letter to the Times this week (Aug. 24) 
a correspondent suggests that a pensioner should not be 
penalised for sickness and asks how he is to meet his rent and 
routine expenses. The reduction is based of course on the 
principle that the pensioner is receiving board and lodging 
in the hospital and his day-to-day expenses should therefore 


‘“be-reduced. But the pensioner is probably living on a very 


small margin. and besides the small extra expenses which 
always go with a stay in hospital he must probably pay at 
least a retaining fee if he is to have a home to return to when 
he comes out of hospital. The position of the chronic invalid 
who has entered an institution is different, but as the Times 
temperately points out in a leading ` article : “it is not 
altogether easy to justify any reduction inthe benefit of the 
patient, however long his illness, who still has a home or 
dependents, and a reduction after only eight weeks in hospital 


Is indefensible.” 


POLIOMYELITIS FIGURES 
Dae final figure for notifications in the week ended Aug. 21 


. is likely to be 70-75, compared with the level of 35-40 in the 


last few weeks. A. ‘seasonal rise has often occurred at this 
time of year; but last year the rise began very much earlier 
—in the week ended June 7. 


PRESCRIPTIONS FOR N.H.S. PATIENTS 


THe Ministry of Health suggests that there is considerable 
- misunderstanding among doctors as to the use of the official 


prescription form, E.C.10. This may be used only by doctors 
who have agreed to give general medical services under the 
Act, and only for patients who are on their lists or have been 
accepted as temporary residents. A separate form must be 
Only medicines, or 
the appliances and reagents named in the third schedule to 
the National Health Service (General Medical and Pharma- 


` ceutical Services) Regulations, 1948, can be ordered on 


‘or conceal age. 


form E.C.10; it may not be used for private patients, for 
ordering foods and _ food-like preparations or appliances 
not in the prescribed list, or for obtaining stocks of drugs 
or appliances required by the doctor in his practice, which 


should be ordered from a wholesaler or local chemist in the . 


usual manner. 
| PIONEERS OF PURE FOOD 
Foop adulteration was a tempting sport for the middleman 


through the ages, until legislation came to check him and 
protect the consumer. Mr. F. LE Gros CLARK has lately 


e traced evidences of the practice from the 14th century and 


reviewed the stages of reform. A 

Millers and bakers, he says, were particularly knavish, 
adding mouldy flour, bean:meal, alum, chalk, and whatnot 
to their flour—for which, if they were detected, they might 
be fined and put in the pillory with the offending loaves 
hung about their necks. Pepper and spices, ginger, cloves, 
and saffron, all inspired the merchants to spin out quantity 
Tea and coffee were sophisticated almost as 
soon as they began to be: imported, which roused the 
18th-century pamphleteers. The bakers, too, were still in 
bad odour, and were plagued with broadsheets and lampoons 
down to, the end of the Napoleonic wars. But a more 
formidable assault was being prepared. In 1820, Frederick 
Accum, a competent chemist, published a book on adulteration 
which dealt with alum in flour, the poisonous colouring of 
confectionery, and the adulteration of beer: and this reliable 
work ran through four editions. His charges were repeated 
in 1848 by John Mitchell, and were taken up by Thomas 
Wakley, editor and founder of THE LANCET, and at that 
time a member of Parliament of many years’ standing. In 
1851 Wakley set up a LANCET commission to analyse common 
foods and’ publish results, and in this task he was helped 


by Dr. Arthur Hassall and by Henry Letheby, lecturer in- 


chemistry at the London Hospital. For four years Wakley 
published articles on the commission’s findings, and in 1855 
gathered them into a book Food and its Adulteration. Hassall 


1\ Food Manufacture, 1948, 22, 551; Ibid, 23, 11. 


e 


found half the milk samples diluted with water, every sample 
of sugar mixed with lime, lead, or sawdust, every sample of 
mustard with flour and turmeric, and every loaf sophisticated - 
with alum. Three-quarters of the cocoa samples contained ' 
added starch, and tea had been treated with indigo, black 
lead, and mica. Used leaves had been sold with a mixture 
of sloe and bay leaves, doctored with iron sulphate and gum, 
as,finely blended tea. - 

The result of these exposures was a steady growth of 
protective legislation, culminating in°the consolidating Act 
of 1938, and the Defence (Sale of Food) Regulations of 1943. 


JUNK PLAYGROUNDS 


OLD Kaspar’s grandchildren, with a battlefield for play- 
ground, sported contentedly with a skull, and probably 
used bones for building houses. Children have long recognised. 
the constructive possibilities of junk of all kinds, and greatly. 
relish woodyards, sawpits, quarries, brickyards, and bombed 
sites—a fact which those who design asphalted municipal - 
playgrounds, set orderly with swings, have quite failed to 
appreciate.. The idea of the recognised, official, and well- 
equipped junk playground comes from Denmark, an ‘account: — 
of one, originally published in Picture Post, has lately been 
reprinted in Out of School, the second report of the Central 
Advisory Council for Education. This Danish playground 
is provided with stone, earth, bricks, wood, iron, clay, water, 
planks, empty petrol-cans, wheelbarrows, and derelict motor- 
cars—an exceedingly popular type of equipment. The 
children are taught the use of tools, and then build what they 
fancy. The playground leader examines every finished 
house, tower, or cave, to make sure it is safe before the 
children play in it. They make their own furniture, their 
forks and spoons, their kitchen utensils, and decorations. 
Some of the older children have built a climbing apparatus 
35 ft. high and a working windmill. The leader in this play- 
ground is a nursery-school teacher who was formerly a 
seaman ; his task is to help the children to understand: the 
problems their projects entail, and to put them in the way 
of learning how to-do it: they do the rest. During the 
three years the playground has been running there has been 
no serious accident ; the children find out for themselves how 
far they can go with safety. 

The idea of junk playgrounds is warmly supported by the 
National Under Fourteens’ Council. In a well-illustrated 
pamphlet * they suggest what might be done to develop 
them here. The bombed site is, of course, one of the many 
places where such playgrounds could be set up; and they are 
particularly needed in towns where children often have no 
playgrounds near their homes. Naturally it is necessary to 
consider possible sources of danger, such as unsafe walls, 
service mains, and basements. Where preliminary clearing 
must be done, the children who are to use the site should 
help; and plenty of tools, scrap materials, and gardening 
equipment are wanted. In a foreword to the pamphlet 
Lady Allen of Hurtwood points out that much delinquency 
can be traced to boredom. Here is a playground suited to 
the active and inventive child. Those who plan municipal 
playgrounds, she says, “should consider the needs of the 
children before they put set- “squares to paper, or pee 


- relentless asphalt over the earth. 


Those who are interested in the N.U.F.C. project, or who 
would care to contribute to it in cash or kind, are asked to 
write to the organising secretary, National Under Fourteens’ 
Council, Mary Ward Settlement, London, W.C.1.. 


THE PARTIALLY SEEING CHILD 


WHILE special arrangements have long existed for the 
education of blind children, no such provision was made for 
the partially sighted until the early years of this century. 
Children who could not read ordinary school books were 
educated as though they had no vision at all until James 
Kerr, medical director of the London School Board, invited 
Mr. Bishop Harman to investigate the position. He found 
that many of the children in the blind schools had been 
placed there because of high myopia, and he recommended 
that these children should be removed and given special 
education better suited to their needs. And so, in 1908, 
in a little one-story building in Camberwell attached to a 
general school, began the first class in the world devoted 
entirely to the education of partially sighted children. Since 
those ae the views of ophthalmologists on the ,care of 


- London: H.M. ptationery. Office. 1948. Pp. 39. la. 
. Junk Playgrounds. Pp. 12. 6d. 
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myopic children have changed; it is now agreed that a 
reasonable amount of reading and writing under the best 
conditions does not cause myopia to advance, and that 
heredity and feeding are' more important influences. But 
the schools for the partially sighted are doing invaluable 
work for children whose visual acuity is reduced from other 
causes, such as cataract and hereditary anomalies, as well as 
very severe myopia. Children whose vision in the better 
eye is between 6/18 and 6/60 are suitable for these classes 
provided their mentality is normal. Since these children 
are helped by taking some oral lessons in company with their 
normal-sighted colleagues the special schools are usually 
attached to an ordinary elementary school. 

The idea of these schools spread from England to Europe 
in 1911 and to the U.S.A. in 1913. Mrs. Winifred Hathaway,} 
associate director of the National Association for the 
Prevention of’ Blindness in America, has set out the: latest 
methods, which, as one would expect, have achieved a high 
' degree of ingenuity and mechanisation in the U.S.A. For 
instance, the lighting in the class-rooms is controlled by a 
photo-electric cell which turns on lights automatically when- 
ever foot-candles fall below an indicated level. Much work 
remains to be done and more classes are needed ; thus in the 
U.S.A. it is estimated that 50,000 partially seeing children 
still lack opportunity for proper education. Local authorities 
in Britain who think of starting such classes cannot do better 
than read Mrs. Hathaway’s wise words, for she has some- 
thing sound to say on all aspects from transport to finance, 
and from talking books to clay modelling. 


Society of Apothecaries of London 


At a court of assistants held recently- Prof. E. ©. Dodds, 
F.R.S., was re-elected master for a further year, and Mr. Duncan 
| Fitzwilliams and Dr. Frank Howitt were elected wardens. 

‘ Dr. Reginald Fisher was welcomed to a seat on the court. 
Nelson Courtney Lendon was clothed by the master with the 
livery. R. J. Mather was bound apprentice to Sir Cecil 
Wakeley for four years. The following were admitted to the 
freedom of the society : ` f 


_R. F. B. Bennett, P. M. F. Bishop, D. C. Muir, Richard King- 


Brown, J. W. Brown, J. St. O. Elkington, B. G. B.. Lucas, J. B. 
Stanton, R. St. J. Buxton, Bartholomew Hynes, J. W. McCloy, 
R. H. W. POR; George Richards-Smith, A. G. o uke (by 
redemption) ; A. 


W. H. D. Fairbank (by servitude) ; s . Townsend 


(by patrimony). 


The following were sworn in as examiners : 


Dr. Kenneth Harris ped ome) Fag A. Wallis Kendall (surgery) ; 
Prof. F. Goldby (anatomy) ; . T. H. Baroroft (physiology); 
Prof. W. H. Linnell eead i ea 


The following diplomas were granted : 


Mastery of Midwifery.—G. H. Hall, R. Hodgkinson, J. I. Miller, 
G. F. Newbold, ee M. Stacey, M. O. Will. 

D.I.H.—J. N. Heales, C. H. Hoskyn, W. A. B. Reynard, D. G. 
Robinson, S. J. M. Walker, F. Wrigley. 

L.M.S.S.4.—O. B. Beardsley, J. A. W. Berty man, 
Berwitz, A. C. Bojé, W. Bust, G. Capper, A Davis, E. R. Ettlinger, 
K. H. Ghobrial, A. J. Glyn, P.G. Green, A. D. Grifith, N. Kacas, 
N. B. Kenyon, S. P. Lapage, D. F. Little, E J. F. Moore, B. Newton, 
N. Rivers, V. E. S. Rolfe, M. V. Salmon, R. J. H. Snelson, J. S. 
Swifte, F. R. Walker, W. Winterstein, W. B. Wolstenholme, 


f 


St. Thomas’s Hospital Dinner 


The Old Students’ dinner will be held at the Grocers’ Hall, 
Princes Street, London, E.C.2, on Friday, Oct. 1, at 7.30 P.M. 
Mr. W. G. Howarth will be in thie chair, 


‘Boards of Governors of_Teaching Hospitals . 

Recent changes of membership in these boards include 
the appointment of Sir Drummond Shiels to the board of 
the Hammersmith, West London, and St. Mark’s Hospitals 
and of Prof. H. V. Dicks to the board of the National Hospitals 
for Nervous Diseuses. 


Extra Rations for the Tuberculous 


The Ministry of Food announces that patients with active 
tuberculosis who receive additional allowances of milk, cooking 
fat, and bacon are now to be also allowed an extra 3 oz. of 
butter/margarine and an extra 3 eggs a week. Those eligible 
should take or send their ration books to their local food 
office to obtain the necessary permit. Sanatoria and hos- 
pitals can obtain the extra allowances for each of their 
patients with active tuberculosis. 


1. Hathaway, W. Education and Health of the Partially Seeing 
vid: London: Oxford University Press. 1948. Pp. 216. 
S ` s 


‘viewing and discussing medical films. 


A. I. 


Central Mediterranean Force Surgeons and Anæs- 
thetists Dinner 


The annual dinner of the surgeons and anæsthetists who 
served in the Central Mediterranean Force will be held at 
Claridge’s, Brook Street, London, W.1, on Sept. 23 at 7.30 P.M. 
Tickets may be had from the secretary, 4, University Square, 
Belfast. . 


Medical Films 


In connexion with the international scientific film congress 
which is being held in London from Oct. 8 to 12 the Scientific 
Film Association are arranging three morning sessions for 
Two meetings will 
be held at 1, Wimpole Street, W.1, on the 8th with Sir Kenneth 
Goadby in the chair, and on the 12th with Dr. E. Goodwin 
Rawlinson in the chair. On the 9th; at 1, Lambeth High 
Street, S.E., Dr. Ronald MacKeith will preside over a demon- 
stration of methods of still and cine-photomicrography. The 
organisers invite owners of medical and biological films which 
they would be willing to lend to write to the organiser, 
specialist medical sessions of the congress, 34, Soho Square, 
W.1. Applications for admission should be sent to the same 
address. 


` 


Surgeons’ Gowns and Coat Overalls 
Private practitioners who undertake operations, obstetrics, 
venereal disease treatment, or autopsies, can receive coupon 
egu uivalent certificates for gowns. This now also applies to 
ose who do their own dispensing, and to pathologists. The 
Board of Trade have agreed that indústrial coat overalls may 
be bought instead of surgeons’ gowns. Practitioners entering 
or returning to practice can get certificates to buy up to 6 
gowns or coat overalls. 
an annual replacement of 3 gowns or coat overalls. Doctors in 
England and Wales can apply for certificates to the Ministry 
of Health, Whitehall, London, S.W.1 ; in ‘Scotland, to the 
Department of Health for Scotland, St. Andrew’s House, 
Edinburgh ; and in Northern Ireland, to the British Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.1. 


Appointments 


DAVIDSON, WILLIAM, M.B. Leeds, D.M.R.D.: asst. radiologist, Royal 
Halifax Infirmary. 


KENDALL, A. C., M.B. Birm., M.R.C.P.: registrar (BI), peediatric 
department, Radcliffe Infirmary, Oxford. 


* LOVETT, W. C. D., M.D. Lond., B.SC. Wales, D.P.H.: M.O. (health 
duties) British Somaliland. 
Swan, J. F., M.D. Glasg., D.OBST.R.C.O.G., D .P.H.: M.0.H. and 


school M.O., Bootle. 
TELLING, MAXWELL, M.A., D.M. Oxfd : 
ry, Leeds. S 
WALKER, J. H. C., B.A., M.B. Dubl., 
Health. Laboratory Service. 
Youna, R. V., M.A., B.M..Oxfd : 
Hospital, Banbury. 


Royal Northern Hospital, London: 


JEWESBURY, E. C. O.. M.A., D.M. Oxfd, M.R.O.P., D.P.M. : physician, 
neurological department. 
physician, 


NEUSTATTER, W. L., M.D., 
psychiatric department. 

SHARP, B. B., M.D. Lond., M.R.C.P., D.P.M.: physician, psychiatric 

department. 


asst. physician, General 
bacteriologist, Public 
clinical pathologist, Horton General 


D.P.H. : 


B.Sc. Lond., M.R.O.P. : 


* Amended notice. 


Births, Marriages, and Deaths 


BIRTHS 
GREWAR.—On Aug. 14, at Dundee, to Dr. Joyce Grewar, wife of 


Dr. David Grewar—a. daughter. 
Essex-CATER.—On Aug. 11, in London, the wife of Dr. Antony 


Don hae ie son. 
the wife of Dr. T.-A. Kemp— 


KEMP. 
MARRIAGES ; 


a daughter. 

BoYLE—SMITH.—On Aug. 19, at Middlesbrough, Philip Terence 
Boyle, M.B., to Dorothy Smith. 

GILLIS—GRRAVER.—On Aug. 12, in London, Leon Gillis, M.B.E., 
F.R.C.S., to Rachel Greaves. 


DEATHS 


Hices.—On Aug. 12, at St. Leonards-on-Sea, Walter Alpheus 
Higgs, M.R.C.B. 

JAMIESON.—On Aug. 20, in Dublin, John Kay Jamieson, M.B. Edin. 

LOWE. T 18, Percy Roycroft Lowe, 0.B.E., B.A., M.B. Camb., 
age 

ees on Aug. 19, at Wimborne, Bernard Rayne Parmiter, 
M.B. Lon 

PERCFEVAL.—On Aug. 19, at Bournemouth, Jobn Lansdowne 
Perceval, M.R.C.S., aged 61. . 
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Lencet —~ 472181 
July Te State ‘Medics f Library 
HISTORICAL BUILDING 


DES MOINES, IOWA 


We hope you obtain pleasure and profit from 
the use of the Iowa State Medical Library. You 
can increase its usefulness by returning your 
books promptly. We are pleased to be of service 
to you. 

orrower. Adults are entitled to draw books 
by filling out an application car 

Number of Volumes. Two new books, or two 
new consecutive Journals cannot be taken by one 
person. Students may borrow 3 volumes at a time, 
which are not renewable. 

Time Kept. The period of loan is two weeks; 
older books may be once renewed. New books 
and Journals are not renewable. 

Forfeiture of Privilege. Loss of books or 
journals without paying for same, defacing or 
mutilating materials, three requests for postage 
without results, three requests for return of ma- 
terial without results, or necessity of asking 
Attorney General’s aid to have material returned, 
bars from future loans. 

Transients and those at hotels may. borrow 
books by depositing the cost of the book, or $5.00, 
which is returned when the book is returned, 
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